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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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CORRESPONDENCE 


This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Student  Activism 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  for  the  invitation  to  submit  commu- 
nications to  northwest  medicine.  Your  August  edi- 
torial implies  an  interest  in  student  activism  which 
is  refreshing  in  the  light  of  general  medical  opinions 
held  in  this  part  of  the  country.  SAMA’s  official 
journal,  The  New  Physician,  will  continue  to  reflect 
student  interest  and  opinion  in  areas  of  public  health 
and  social  medicine.  I hope  you  will  do  us  the 
favor  of  reading  it  and  passing  on  what  may  be 
timely  or  worthwhile  to  your  much  different  reader- 
ship.  Contrary  to  your  August  editorial  statement, 
1 feel  that  medical  students  have  been  and  are, 
but  must  not  continue  to  be,  “a  docile  lot.”  The 
new  SAMA  is  dedicated  to  convincing  docile  med- 
ical students  especially  that  medicine  as  applied 
to  the  individual,  is  only  adequately  understood  if 
one  has  a comprehension  of  the  social  ills  that  con- 
tinue to  predispose  to  individual  “illness.”  I believe 
Oregon  physician  T.  L.  Hyde,  who  writes  in  your 
November  1968  issue,  is  sadly  limited  in  his  view  of 
what  a medical  education  should  encompass.  I 
should  not  like  to  be  a patient  in  a society  which 
demands  that  a physician  be  a scientist  foremost 
and  only  secondarily  or  haphazardly,  a humanist. 

My  personal  medical  interests  are  in  the  areas  of 
law  and  international  health.  After  spending  the 
summer  in  Israel  and  writing  6,000  words  or  so  on 
the  “Organization  of  Medical  Care  in  Israel,”  I am 
wondering  if  your  magazine,  as  Dean  Swanson  sug- 
gested, might  have  room  for  a student  with  that 
much  “something  to  say.” 

yours  very  truly, 
DARRELL  R.  HALVERSON 

President,  Class  of  1969 
U.W.  School  of  Medicine 
Regional  Vice  President,  SAMA 
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helps  alleviate 
these  symptoms 

intermittent  claudication,  pain, 
ache,  spasm,  paresthesias,  numbness, 
coldness 

associated  with 
these  peripheral 
vascular  disorders 

arteriosclerosis  obliterans,  thrombo- 
angiitis obliterans  (Buerger’s  disease), 
diabetic  vascular  disease,  night  leg 
cramps,  Raynaud’s  phenomenon  and 
disease,  ischemic  ulcers,  acrocyanosis, 
acroparesthesia,  frostbite,  livedo  retic- 
ularis, thrombophlebitis,  cold  feet/ 
legs /hands 

Contraindication:  Acute  myocardial  in- 
farction. Precautions:  Use  with  caution 
in  the  presence  of  a recent  myocardial 
lesion,  paroxysmal  tachycardia,  severe 
angina  pectoris,  thyrotoxicosis.  A dverse 
Reaction:  Occasional  palpitation. 
Dosage:  Usual  effective  dosage  Vz  to 
1 tablet  t.i.d.  or  q.i.d.;  increased,  if 
necessary,  to  2 tablets  t.i.d.  or  q.i.d. 
Parenterally,  0.5  cc.  by  subcutaneous 
or  intramuscular  injection;  increased 
gradually  to  1 cc.  one  or  more  times 
daily,  as  needed.  Supplied:  Tablets, 

6 mg.,  scored;  bottles  of  100  and  1000. 
Parenteral,  5 mg.  per  cc.,  1 cc.  ampuls 
(5  per  box);  10  cc.  multiple-dose  vials 
(1  per  box).  Consult  product  brochure. 


(15V) 

USV  PHARMACEUTICAL  CORH 

New  York,  N.Y.  10017 

Producers  of  DBI®-TD  ( phenformin  HC1 ) 


Because  cold  extremities  may  be  a symptom  of  impaired  blood  flow  in 
deeper  peripheral  tissues,  “skin  deep”  vasodilators  may  not  be  enough. 

Arlidin,  unlike  peripheral  vasodilators  that  act  primarily  on 
superficial  vessels,  increases  blood  flow— deep  down— through  an 
unusual  double  action : 

1 . Arlidin,  like  exercise,  dilates  arteries  and  arterioles  in  skeletal  muscle. 

2.  Arlidin,  like  exercise,  increases  cardiac  output— an  action  un- 
common in  a peripheral  vasodilator,  but  important  in  helping  to 
prevent  marked  blood-pressure  changes  during  vasodilation. 

These  exercise-like  benefits  help  relieve  not  only  coldness  but  also 
more  deep-seated  symptoms  of  peripheral  vascular  disease  such 
as  intermittent  claudication,  night  leg  cramps,  pain,  ache  and  spasm. 


works  deep  in  muscle  to  improve  circulation 

(NYLIDRIN  HC1) 

See  adjacent  page  for  brief  summary  of  prescribing  information. 
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Parkview  Homes 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Parkview  Homes  for  Exceptional  Children,  cen- 
trally located  at  1114  15th  Ave.  E.,  across  from 
Volunteer  Park,  is  a foster  home  which  provides 
full-time  residential  care  for  mentally  retarded 
children. 

My  wife  and  I founded  Parkview  last  year.  We 
eventually  hope  to  have  three  Parkviews  (hence,  the 
plural  “Homes”),  each  across  from  a park  and  each 
serving  around  six  retarded  youngsters  and  their 
families. 

This  demonstration  home,  operated  as  a non- 
profit corporation,  is  a pilot  project  designed  to 
provide  quality  care  and  training  in  a home-like 
atmosphere.  Maximum  use  is  made  of  existing 
community  facilities.  A couple  and  an  additional 
child  care  worker  serve  as  house  parents.  The 
children  attend  either  Northwest  Center  for  the 
Severely  Retarded  or  Special  Education  Classes  in 
the  Seattle  Public  Schools. 

Mrs.  Chivers  and  I supervise  operation  of  the 
Home. 

The  Home  has  just  been  licensed  for  the  accep- 
tance of  two  young  adults  capable  of  sheltered 
workshop  experience. 

Cost  of  care  is  $200-$225  per  month.  Interested 
persons  may  write  Mrs.  Stella  Chivers,  1114  15th 
Ave.  E.,  Seattle,  Wash.  98102,  or  call  PA  3-3691 
or  EA  2-1510. 

Sincerely, 

NORMAN  CHIVERS,  M.D. 
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RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Synopsis  of  Surgery.  By  Richard  D.  Liechty,  M.D.,  As- 
sociate Professor  of  Surgery,  Department  of  Surgery,  The 
University  of  Iowa  College  of  Medicine,  Iowa  City,  Iowa 
and  Robert  T.  Soper,  M.D.,  Associate  Professor  of  Sur- 
gery, Department  of  Surgery,  The  University  of  Iowa 
College  of  Medicine,  Iowa  City,  Iowa.  1091  pp.  Illustrated. 
Price  $12.50.  The  C.  V.  Mosby  Company,  St.  Louis.  1968. 

Atlas  of  Fluorescence  Fundus  Angiography.  Shinichi 
Shikano,  Director  and  Professor,  Department  of  Ophthal- 
mology, University  of  Tokyo  School  of  Medicine,  and 
Koichi  Shimizu,  Assciate  Professor,  Department  of  Oph- 
thalmology, University  of  Tokyo  School  of  Medicine.  201 
pp.  Illustrated.  Price  $28.00.  W.  B.  Saunders  Co.,  Phila- 
delphia, Pa.  1968. 

The  World  of  Ramon  Y Cajal— With  Selections  From  His 
Nonscientific  Writings.  By  E.  Horne  Craigie,  Ph.D., 


F.R.S.C.  and  William  C.  Gibson,  M.D.,  Ph.D.  295  pp 
Illustrated.  Price  $9.75.  Charles  C Thomas,  Springfield, 
111.  1968 

Current  Diagnosis — 2.  Edited  by  Howard  F.  Conn,  M.D.. 
and  Rex  B.  Conn,  Jr.,  M.D.  990  pp.  Illustrated.  Price  $21.75. 
W.  B.  Saunders  Co.,  Philadelphia,  Pa.  1968. 

Cystic  Fibrosis.  Edited  by  Ruth  Porter  and  Maeve  O’Con- 
nor. Ciba  Foundation  Study  Group  No.  32.  150  pp.  Illus- 
trated. Price  $3.95.  Little,  Brown  and  Company,  Boston. 
Mass.  1968. 

Reconstructive  Anatomy.  By  Maurice  Arnold,  M.B.,  Ch.B. 
( Witwaterstrand)  F.R.C.S.  (Edinburgh),  Senior  lecturer, 
University  of  New  South  Wales,  Sydney.  529  pp.  Illus- 
trated. Price  $10.75.  W.  B.  Saunders  Co.,  Philadelphia,  Pa. 
1968. 

The  Mentally  Abnormal  Offender.  Author:  Ciba  Founda- 
tion Sympsium.  260  pp.  Illustrated.  Price  $10.00.  Little, 
Brown  and  Company,  Boston,  Mass.  1968. 

Hearing  Mechanisms  in  Vertebrates.  Author:  Ciba  Founda- 
tion Symposium.  324  pp.  Illustrated.  Price  $12.00.  Little, 
Brown  and  Company,  Boston,  Mass.  1968. 

An  Introduction  to  Clinical  Anatomy  by  Dissection  of 
the  Human  Body.  By  R.  D.  Laurenson,  M.D.,  Professor 
of  Anatomy,  University  of  Alberta,  Faculty  of  Medicine, 
Edmonton,  Alberta,  Canada.  522  pp.  Illustrated.  Price 
$10.30.  W.  B.  Saunders  Co.,  Philadelphia,  Pa.  1968. 

Meniere’s  Disease.  By  Jack  L.  Pulec,  M.D.,  The  Mayo 
Clinic  and  Mayo  Foundation,  Rochester,  Minn.  715  pp. 
Illustrated.  Price  $15.00.  W.  B.  Saunders  Co.,  Philadelphia, 
Pa.  1968. 

Surgery  of  the  Adrenal  Glands.  By  Lawrence  W.  O’Neal, 
Assistant  Professor  of  Clinical  Surgery,  Washington  Uni- 
versity School  of  Medicine;  Staff,  Barnes,  St.  John’s, 
Jewish  and  St.  Louis  Children’s  Hospital,  St.  Louis,  Mo. 
295  pp.  Illustrated.  Price  $19.50.  The  C.  V.  Mosby  Com- 
pany, St.  Louis.  1968. 


The  University  Book  Store's 


HEALTH 

SCIENCES 

BRANCH 

(Room  B-205  of  the  Health  Sciences 
Building)  is  open  every  weekday  from 
8:30  AM  to  5 PM,  Saturdays  from  9:30 
AM  to  1 :30  PM. 


THE  HEALTH  SCIENCES  BRANCH  HAS: 


• all  required  textbooks  and  references 

• paperbacks  and  general  books 

• school  supplies— artist  and  engineering 
supplies 

• charge  accounts,  special  orders  and  mail 
orders  are  available 


ort Gy  one” 


Health  Sciences 


UNIVERSITY 
BOOK  STORE 

4326  University  Way  N.  E. 
Bldg.  Rm.  B-205,  543-6582 
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Photo  professionally  posed 


No  injection  after  all! 


This  penicillin  produces  high,  fast  levels-orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal , 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN-VEEK 

(potassium  phenoxymethyi  penicillin) 


Priscoline  could  help 

(tolazoline) 


His  moment  has  arrived,  but 
there’s  one  false  note -peripheral 
vascular  disease.  Mittens  may 
warm  his  hands,  but  that’s  cold  com- 
fort. It’s  not  surprising  he  finds  it 
hard  to  keep  his  chin  up. 


Priscoline  can  give  patients 
the  hand  they  need.  It  dilates  periph- 
eral blood  vessels,  increases 
blood  flow  to  hands  and  feet.  Fre- 
quently relieves  numbness  and  chill 
that  often  affect  the  extremities.  And 
Priscoline  helps  patients  get  around 
-makes  walking  less  painful. 

Priscoline  may  give  this  musi- 
cian just  the  right  measure  of  relief. 


Priscoline®  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral  Vasodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach;  use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 


ADVERSE  REACTIONS 

Occasional : nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 


DOSAGE  I PI 

Careful  individualization  of 
dosage  is  required.  I tli 

Tablets:  Usually  25  mg  4 to 
times  daily  is  sufficient.  If  necessa:  lie 
dosage  may  be  increased  gradually  I 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Lont  , 
every  12  hours  will  achieve  the  san 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Thus 
continuous  action  throughout  the 
night  is  achieved  without  the  need 


(’PLIED 

Tablets,  25  mg  (white,  scored) ; 
Sties  of  100  and  1000. 

Lontabs,  80  mg  (bright  yellow ) ; 
lies  of  100. 

■tabs®  (long-acting  tablets  ciba) 

complete  literature  before 
I cribing. 


II  B A 

1a  Pharmaceutical  Company 
pmit,  N.J. 


2/394# 


"For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure, 
but  in  rest  from  pain ” 

John  Dry  den 


‘Empirin*  Compound  with  Codeine  Phosphate  gr*  1/2  No*  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning  — May  be  habit  forming),  Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 

gives  your  patient  rest  from  pain 

'B.W.  &.  Co.’  narcotic  products  are  Class  "B",  and  as  such  are  available  on  oral  prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  &CO.(U.S.A.)INC.,Tuckahoe,N.Y. 


Public  Enema  No.l 


Claim  the  rewards  of  sparing  your  patients  the  tubes 
and  tribulations  of  unpleasant  enemas. 

Compared  to  enemas,  Dulcolax  suppositories  are  a 
gentler  and  simpler  way  to  empty  the  bowel.  Gone 
are  the  tubing,  the  "accidents”,  and  the  bruised  egos. 
Just  one  suppository,  inserted  against  the  bowel  wall, 
usually  brings  about  an  evacuation  within  15  minutes 
to  an  hour. 

In  the  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 

Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina- 
tion of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  in 
the  acute  surgical  abdomen. 


Dulcolax. _ife 


bisacodyl 


predictable 


Under  license  from  Boehringer  Ingelheim  G.m.b.H 


& Geigy  Pharmaceuticals.  Division  of  Geigy  Chemical  Corporation.  Ardsley.  New  York  10502 


DU-6118 


Should 
grape-flavored 
Novahistine  DH 
come  in  ajar? 


We  never  quit  looking  for  ways  to  make 
Novahistine®  DH  even  more  appealing  to 
your  young  patients.  After  all,  we  were  kids 
ourselves  once. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 

So,  we  combined  a fresh,  grape  flavor,  that 
children  really  like,  with  an  effective  and 
well -tolerated  decongestant-antitussive 
formulation  that  really  works  to  relieve  those 
dry,  useless  coughs  typical  of  colds  or  flu. 
You'll  find  Novahistine  DH  particularly  effective 
at  controlling  frequency  and  intensity  of  cough 
spasms  without  abolishing  cough  reflex. 

Each  5-ml.  teaspoonful  of  Novahistine  DH 


decongestant-antitussive  contains  codeine 
phosphate,  10  mg.  (warning:  may  be  habit- 
forming); phenylephrine  hydrochloride,  10  mg. 
chlorpheniramine  maleate,  2 mg.;  chloroform, 
13.5  mg.;  l-menthol,  1 mg.;  alcohol  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness  may 
result.  Continuous  dosage  over  an  extended 
period  is  contraindicated,  since  codeine 
phosphate  may  cause  addiction. 

PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 
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simplicity 

motion  study  shows  ease  and  rapidity  of  use 
for  potent  bronchodilation  and  decongestion 


Older-style  units  must  be 
hurriedly  assembled  at  time 
of  patient’s  need. 


Bronkometer  tpr  eliminates 
waste  motions.  Just  twist  away 
mouthpiece  and  press  top. 


twist  • press  • relief 


Bronkometer  tpr 

(isoetharine  0.6%;  phenylephrine  HCI  0.125%;  thenyldiamine  HCI  0.05%) 


in  bronchial  asthma,  emphysema,  chronic  bronchitis 


• Always  ready  for  instant  use.  No  assembly,  no  loose  pieces. 

• Closed,  clean  dispenser.  Mouthpiece  stays  cleaner,  unit  can’t  activate  accidentally. 

• Requires  no  shaking.  Bronkometer  formula  is  a solution,  not  a suspension. 

• Unique  formula  with  Isoetharinef  acts  with  minimal  sympathomimetic  side  effects 


COMPOSITION:  Each  ml  of  solution  supplies  at  the  mouthpiece  20 
metered  doses  of  350  meg  isoetharine  methanesulfonate  (0.6%), 
70  meg  phenylephrine  HCI  (0.125%)  and  30  meg  thenyldiamine 
HCI  (0.05%)  with  saccnarin  and  menthol  plus  fluorochlorohydro- 
carbons  as  inert  propellants.  Preserved  with  ascorbic  acid  0.1% 
and  alcohol  30%. 

RECOMMENDED  DOSAGE:  The  average  dose  is  one  or  two  inhala- 
tions. Occasionally,  more  may  be  required.  It  is  important,  however, 
to  wait  one  full  minute  after  the  initial  one  or  two  inhalations  in 
order  to  be  certain  that  another  is  necessary.  In  most  cases,  inhala- 
tions need  not  be  repeated  more  often  than  every  four  hours, 
although  more  frequent  administration  may  be  necessary  in  severe 
cases. 

PRECAUTIONS:  Although  Bronkometer  is  relatively  free  of  toxic 
side  effects,  too  frequent  use  may  cause  tachycardia,  palpitation, 
nausea,  headache,  changes  in  blood  pressure,  anxiety,  tension, 
restlessness,  insomnia,  tremor,  weakness,  dizziness  and  excitement 
as  is  the  case  with  other  sympathomimetic  amines.  Bronkometer 
should  not  be  administered  along  with  epinephrine  or  other  sym- 


t Dilabron*,  brand  of 
isoetharine 

pathomimetic  amines  as  such  drugs  are  direct  cardiac  stimulants  and 
may  cause  excessive  tachycardia.  They  may,  however,  be  alternated 
if  desired. 

Dosage  must  be  carefully  adjusted  in  patients  with  hyperthyroidism, 
hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  car- 
diac reserve  and  in  individuals  sensitive  to  sympathomimetic  amines, 
since  over-dosing  may  result  in  tachycardia,  palpitation,  nausea, 
headache  or  epinephrine-like  side  effects. 

HOW  SUPPLIED:  Bronkometer  tpr  Actuator  and  10  ml  Refill  (Code 
No.  1184);  Bronkometer  10  ml  Refill  only  (Code  No.  1183); 
Bronkometer  10  ml  Vial  with  Oral  Nebulizer  (Code  No.  1193); 
Bronkometer  20  ml  Vial  with  Oral  Nebulizer  for  desk  or  bedside 
(Code  No.  1182). 

BREON  LABORATORIES  INC.  90  Park  Aveue,  New  York,  N.Y.  10016 


NOTES: 


Add  words  we  can  do  without.  Whatever  health  care  may 
be,  the  mechanism  for  its  provision  does  not  deserve  to  be 
called  an  "industry."  The  connotation  gets  rubbed  onto  the 
medical  profession  all  too  easily.  Come  to  think  about  it, 
physicians  ought  to  deny  vociferously  that  they  provide 
"health  care"  and  that  they  are  any  part  of  an  industry. 
Physicians  provide  medical  care  and  they  are  the  only  ones 
who  can.  Why  must  we  accept  the  criticisms  aimed  at  health 
care  when  we  neither  provide  nor  control  it — whatever  it  is? 

Aspirin  avarice  dominates  the  $500,000,000  analgesic 
market.  The  advertising  campaigns  have  become  nothing  less 
than  ridiculous.  Manufacturers  have  resorted  to  misleading 
or  non-inf ormative  statements  in  their  advertising  and  now 
comes  a new  campaign  pitched  to  those  who  "can't  take 
aspirin."  It's  for  a derivative  of  phenacetin.  When  ad- 
vertising people  suggested  that  the  campaign  would  cut  sale 
of  the  same  company's  buffered  product  the  manufacturer 
said  the  advertising  would  appeal  only  to  aspirin  users  ! 

Want  bibliography  on  cardiac  resuscitation  (266  cita- 
tions) DMSO  (303  citations)  or  tumors  of  cold  blooded  verte- 
brates (123  citations)?  These  and  88  others  are  available, 
free,  from  the  National  Library  of  Medicine,  products 
of  computer  search  (see  report  of  MEDLARS  responsibility  at 
University  of  Washington  Health  Sciences  Library,  this 
issue).  List  of  available  reprints  of  literature  searches 
is  published  each  month  in  Monthly  Bibliography  of  Medical 
Reviews . This  publication  also  carries  a subject  section 
from  Abnormalities  to  Zollinger-Ellison  Syndrome,  and 
an  author  index  from  Abdul-Karim  to  Zvolsky — at  least  these 
were  listed  in  the  November  issue. 

Mortality  from  cerebrovascular  disease  has  decreased 
steadily  since  1957,  according  to  statisticians  at  Metro- 
politan Life.  Rate  per  100,000  was  85.8  in  1957  and  73.1  in 
1965,  but  the  rates  for  non-whites  are  almost  double  those 
for  whites.  Higher  rate  for  non-whites  is  thought  to  be 
related  to  greater  incidence  of  hypertension.  This  looks 
like  a good  field  for  investigation  of  the  influence 
of  nutrition. 

Battery  powered,  three  wheeled  vehicle  is  available 
for  use  in  hospitals,  perhaps  a horizontal  counterpart  of 
the  elevator.  The  driver  stands,  controls  the  vehicle 
from  a handle  bar  arrangement.  Speed — 6 miles  per  hour. 

The  Pharmaceutical  Manufacturers  Association  issues 
a 12-page  pamphlet  called  Key  Facts,  giving  information 
on  drug  prices,  competition  within  the  industry,  safety, 
research,  and  accomplishments.  Copies  may  be  obtained 
from  the  Public  Relations  Division,  Pharmaceutical  Manu- 
facturers Association,  1155  15th  Street  N W,  Washington, 

D.  C.  20005. 

Six  Federal  inspectors  couldn't  tell  a horse  from  a 
cow  when  on  duty  in  a packing  plant  found  by  New  York  City 
inspectors  to  be  selling  horse  meat  labeled  beef.  This  re- 
port from  the  National  Federation  of  Independent  Business. 
Sequel  to  the  slipup  was  demand  for  the  Wholesome  Meat 
Act — increasing  the  payroll  of  the  Department  of  Agricul- 
ture. Further  sequel  was  ruckus  over  television  report 
by  Chet  Huntley  who  was  accused  of  "substantial  interest" 
in  the  meat  packing  industry.  He  keeps  21  head  of  show 
stock  on  a farm  in  Connecticut. 

H.L.H 
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Picture  of 

traumatic  muscle  injury 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. ..but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  s 

Paraflex®  (chlorzoxazone)* *  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  i^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  al .:  Gastroenterology  44:146, 
1963.  4.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 

• U.S.  PATENT  NO.  2,696,877  j 
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McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


the 

line. 

(New  TUBEX  are  constantly  being  added) 


Only 

• ® 

TUBEX 

offers 

so  complete 
a line  of 
closed 
system 
injectables 

and 
it's  still 


growing. 


To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
And  more  are  on  the  way. 

Tubex  offers  these  unit  dose  advantages: 

accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 


• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 


• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 


• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity — precision-made,  well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 


Just  select,  inject,  throw  away 

TUBEX9 

sterile  cartridge-needle  unit 

Wyeth  Laboratories  Philadelphia,  Pa. 
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EDITORIAL 


Sock  It  To  Us 


Even  the  most  skeptical  of  skeptics  agrees 
that  in  order  to  stay  abreast  of  progress,  the 
modern  physician  must  constantly  update  him- 
self—and  at  an  ever  increasing  pace.  While  a 
few  may  not  sense  the  need,  all  evidence— jour- 
nal subscriptions,  conferences  held,  courses  at- 
tended, etc.— confirms  that  most  are,  in  fact,  at- 
tempting to  do  so.  Conceivably,  we’re  not  al- 
ways successful— but  some  recent  studies  sug- 
gest we  may  be  far  more  so  than  suspected. 
Consultations,  local  staff  conferences,  and  med- 
ical journals  make  up  the  backbone  of  the  meth- 
od. My  guess  is  they  will  continue  to  do  so. 
But  modem  communication  methods  and  trans- 
portation systems  expand  the  possibilities  of 
tailoring  teaching  efforts  to  individual  learning 
needs. 

Admittedly,  each  of  us  differs  as  to  which 
methods  of  learning  appeal  most— or  which  one 
works  best.  Some  of  us  are  verbalists  (or  is  it 
“verbalizers” ) ; others,  readers.  Some  of  us  are 
“seers”;  others  are  “listeners.”  Some  learn  best 
from  doing;  some  perhaps  from  observing.  The 
point  is  that  for  none  of  us  is  one  technique  of 
learning  in  and  of  itself  either  applicable  or 
sufficient  to  produce  maximum  results;  in  fact, 
a given  method  may  be  most  efficient  for  some 
but  least  efficient  for  others.  Hence  we  play  the 
field— and  the  field  is  changing! 

Perceiving  this  variation  among  their  custom- 
ers, primary  schools,  high  schools,  colleges,  and 
universities  are  offering  a buffet,  a smorgasbord, 
a supermarket-approach  via  modem  technology. 
Books,  lectures,  films,  audio-tapes,  TV,  etc.  — 
and  various  permutations  and  combinations 
thereof— the  works  are  made  available.  One 
eventual  aim  is  to  have  the  learner  himself 
take  responsibility  for  picking  and  choosing  the 
most  appropriate  modality  for  him. 

Recognizing  both  the  increase  in  desirable  in- 
formation (despite  an  obvious  “publication  in- 
flation” there  is  still  an  “information  explosion”) 
and  the  advantages  of  letting  the  learner  pick 
and  choose  which  method  works  best  for  him, 
five  recent  developments  in  the  Pacific  North- 
west warrant  attention. 


1.  Several  years  ago  a pilot  medical  television 
series  originated  in  Portland;  while  evaluation  of 
these  initial  efforts  proved  somewhat  disappoint- 
ing, it’s  upwards  and  onwards.  After  much  local 
and  regional  planning  and  local  production,  open 
channel  medical  educational  TV  has  now  also 
premiered  in  Washington.  The  first  pilot  offer- 
ing produced  under  the  aegis  of  the  Washing- 
ton/Alaska Regional  Medical  Program  and  fea- 
turing Virginia  Mason  Clinic’s  Dave  Fryer  and 
John  Tytus— “Bedside  Diagnosis  of  Stroke”— has 
now  gone  out  over  the  airwaves.  Other  pro- 
grams are  due  to  follow.  Meanwhile,  at  the 
local  hospital  level,  the  Network  for  Continuing 
Medical  Education  (NCME)  has  installed  video 
tape  machines  for  local  viewing  of  any  avail- 
able TV  tape.  In  other  words,  television  is  on 
the  scene— and  more  is  to  come. 

2.  In  conjunction  with  the  already  five-year- 
old  California  “University  Medical  Network,” 
(“Medical  Radio  Conferences,”  Tuesday,  12:30) 
FM  radio  broadcasts,  which  allow  simultaneous 
telephone  input  from  any  point  in  California, 
Oregon,  Washington,  or  parts  of  Idaho  and 
Nevada,  now  reach  all  of  these  states.  More  than 
22  stations  are  involved.  Modern  technology  thus 
permits  to  and  fro  dialogue  and  all  of  its  ad- 
vantages. Hence,  in  the  taxonomy  of  learning, 
this  system  overcomes  the  limitation  of  simple 
information  dispersal. 

3.  Also,  using  techniques  developed  elsewhere, 
the  physicians  of  southeast  Alaska— geographi- 
cally so  isolated  one  from  another— are  now 
joining  together  via  the  telephone-conference- 
call-system.  Under  this  arrangement,  these  phy- 
sicians located  at  distant  points  are  now  able  to 
join  in  discussions  among  themselves  or  originat- 
ing anywhere  from  the  “lower  48.” 

4.  As  noted  already  in  these  pages  (north- 
west medicine,  August  1968)  a Pacific  North- 
west Regional  Health  Sciences  Library  is  now 
being  implemented  making  access  to  all  recorded 
medical  information  available  to  any  physician. 
The  concept  alone  is  enormous. 

5.  Finally,  recognizing  the  extent  of  future 
possibilities,  practicing  physicians,  communih 
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hospitals,  medical  schools,  regional  medical 
programs,  state  agencies,  and  voluntary  agen- 
cies, etc.,  are  working  together  to  capitalize  on 
this  technology.  For  example,  in  the  September- 
October  1968  issue  of  Oregon  Medical  Asso- 
ciation's Continuing  Medical  Education  News, 
Spence  Meighan  reports  on  the  success  of  a con- 
ference of  continuing  education-nicks  from  Ore- 
gon, Idaho,  Washington  and  British  Columbia. 
Washington  has  just  witnessed  the  creation  of  a 
forum— a Continuing  Medical  Education  Coun- 
cil-developed by  WSMA,  the  Washington  Med- 
ical Education  and  Research  Foundation,  the 
Washington/ Alaska  Regional  Medical  Program 
and  the  School  of  Medicine— to  zero  in  on  the 
issues— and  how  to  exploit  technology.  Logic  de- 
mands that  we  must  work  together  and  elicit 
local  involvement— and,  for  maximum  efficiency, 
develop  not  simply  a medical  but  health  sci- 
ences-wide  continuing  education  network. 

Lest  this  seem  so  much  fluff— it  is  not!  In 
Britain,  for  example,  a scant  ten  years  ago  saw 
less  than  5 percent  of  physicians  attend  any  for- 
mal continuing  education  course;  last  year, 
more  than  56  percent  did  so.  Already  the  Oregon 
Medical  Association  has  established,  as  a require- 
ment for  continued  membership,  evidence  of  up- 
dating efforts  on  the  part  of  its  members.  Martin 
Cummings,  Director  of  the  National  Library  of 
Medicine,  is  talking  of  a national  biomedical 


network,  an  integral  component  of  which  is  a 
satellite-directed,  color,  medical  television  chan- 
nel available  to  each  and  every  physician  over 
the  entire  continent.  People  are  thinking  big — 
they  have  to. 

The  point  then  is  not  whether  technology  is 
here  to  stay;  it  is.  Technocrats  abound  and  will 
be  multiplying  like  rabbits.  The  issue  is  which 
controls  what— and  how  soon.  Who  will  be 
master;  who,  slave?  Familiarity  with  the  tech- 
nology may  decide  the  outcome.  Thus,  a plea 
for  each  of  you  to  whet  your  appetite  by  wet- 
ting your  feet.  Expand  your  horizons;  try  tape 
recorders,  watch  medical  television,  listen  to 
medical  radio,  participate  in  telephone  confer- 
ences—and  read.  Learn  about  the  alternatives. 
Form  opinions,  and  then  after  having  done  so, 
continue  to  cooperate  with  evaluation  efforts. 
Threatening  or  non-threatening— the  question- 
naires aim  at  the  medium,  not  at  you  personally. 
These  can  help  us  as  individuals  as  well  as 
groups.  Decide  not  simply  which  medium  is 
most  popular,  but  which  one  works  best— and 
for  how  much. 

Who  knows  but  the  year  2000  may  see  a “per- 
sonalized maximal  learning  profile”  developed 
for  each  medical  student— and  carried  forth  with 
him  as  he  ventures  into  practice.  It’s  our  job 
to  set  the  stage  for  the  best  of  the  “Brave  New 
World.”  ■ 


W.O.R. 


Basic  Science  Problems 


The  year  just  past  was  a year  of  questions, 
almost  as  much  as  it  was  a year  of  events. 
Few  institutions  and  few  ideas  have  escaped 
scrutiny.  And  the  way  the  questions  are 
answered  will  have  an  effect  for  a long  time  to 
come.  The  idea  of  a state  demanding  that 
practitioners  of  the  healing  arts  have  some 
knowledge  of  basic  sciences  has  been  no  ex- 
ception. Usefulness  of  the  basic  science  exami- 
nation has  come  under  serious  question  and  the 


answers  will  have  their  influence  on  the  quality 
of  care  provided  for  citizens  for  a long  time 
to  come. 

The  basic  science  examination  was  not  de- 
veloped as  a device  to  estimate  proficiency  in 
practice.  It  was  designed  to  do  the  only  thing 
a professional  licensing  law  can  do— establish  a 
minimum  standard.  It  is  a screen  through  which 
the  qualified  can  pass,  regardless  of  the  degree 
of  their  proficiency,  but  through  which  the  un- 
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qualified  cannot  pass.  At  least  that  was  the 
assumption  when  such  laws  were  developed. 

It  was  effective  as  long  as  a state  set  the 
standard  at  a high  level.  But  its  effectiveness 
was  destroyed  when  reciprocity  put  a hole  in 
the  screen.  For  reciprocity  immediately  lowered 
the  standard  to  the  level  established  by  the 
state  with  the  least  effective  examination. 

The  question  that  has  arisen  is  not  a question 
of  fact  but  of  the  future.  Even  its  most  ardent 
supporters  agree  that,  in  many  states,  the  basic 
science  examination  does  not  do  what  it  once 
did.  For  the  future,  therefore,  the  question  is, 
should  the  basic  science  laws  be  repealed? 

A state  faced  with  this  question  has  three 
alternatives,  none  entirely  satisfactory:  1.  The 

law  can  be  retained  without  change.  2.  The  reci- 
procity provision  can  be  repealed.  3.  The  basic 
science  law  can  be  repealed. 

Open  Door 

Osteopaths  will  find  the  door  open  to  full, 
active  membership  in  the  American  Med- 
ical Association  as  result  of  action  by  the  AMA 
House  of  Delegates  at  Miami  last  December. 
The  House,  by  adopting  resolution  5 C-68, 
instructed  the  Council  on  Constitution  and  By- 
laws to  prepare  amendments  making  such  mem- 
bership possible.  Adoption  of  the  amendment 
will  permit  county  societies  and  state  associations 
to  admit  osteopaths  to  membership,  thus  in- 
cluding them  as  members  of  the  AMA. 

A Board  of  Trustees  report  on  osteopathy, 
approved  by  the  House,  made  a number  of 
recommendations  about  acceptance  of  osteo- 
paths as  members,  and  about  lending  assistance 
to  those  schools  of  osteopathy  wishing  to  im- 
prove teaching.  The  American  Medical  Associ- 
ation : 

1.  Recommends  that  each  school  of  osteo- 
pathy improve  its  teaching  program  by 
strengthening  its  faculty  and  improving 
its  facilities  and  resources. 

2.  Invites  schools  of  osteopathy  and  the 
agencies  which  accredit  them  to  consult 
with  the  AMA  and  the  Liaison  Committee 
of  the  Council  on  Medical  Education  and 
the  Association  of  American  Medical  Col- 
leges in  an  effort  to  meet  the  standards 
required  for  accredited  schools  of  medi- 
cine. 

3.  Suggests  that  accredited  hospitals  may 
accept  qualified  osteopaths  for  appoint- 


If  left  as  it  now  stands,  the  state  will  find 
itself  admitting  practitioners  who  lack  training 
in  the  sciences  upon  which  good  medical  prac- 
tice must  be  based.  This,  however,  is  not  the 
only  problem.  Some  well  qualified  physicians 
are  reluctant  to  expose  themselves  to  any  kind 
of  an  examination,  especially  if  they  have  been 
out  of  medical  school  for  several  years,  and  the 
state  thus  finds  it  difficult  to  attract  physicians 
when  they  are  sorely  needed. 

Repeal  of  the  reciprocity  provision  would 
solve  the  first  problem  and  leave  the  second. 
Repeal  of  the  entire  law  would  solve  the  second 
problem  but  leave  the  first.  Thus  the  state  is 
faced,  not  with  an  answer  to  the  question,  but 
with  a choice  of  problems.  ■ 

H.L.H. 


to  Osteopaths 

ment  to  the  medical  staffs  of  hospitals. 

4.  Suggests  that  each  county  and  state  med- 
ical society  may  accept  qualified  osteo- 
paths as  active  members  and  thereby 
provide  for  their  membership  in  the 
American  Medical  Association. 

5.  Suggests  that  each  of  the  American 
Boards  for  the  medical  specialties  may 
accept  for  examination  for  certification 
those  osteopaths  who  have  completed 
AMA-approved  internships  and  residency 
programs  and  have  met  the  other  regu- 
lar requirements  applicable  to  all  Board 
candidates. 

6.  Requests  that  as  specialty  boards  declare 
intent  to  permit  examination  of  osteo- 
pathic graduates,  appropriate  AMA- 
approved  residency  programs  be  opened 
to  qualified  graduates  of  schools  of  osteo- 
pathy. 

7.  Suggests  that  AMA-approved  internships 
may  be  opened  to  qualified  graduates  of 
schools  of  osteopathy. 

8.  Recommends  that  determination  of  quali- 
fication be  made  at  the  level  of  the 
medical  staff  of  a hospital,  the  county 
medical  society,  or  the  Review  Commit- 
tees and  Boards  having  appropriate  juris- 
diction. 

9.  Suggests  that  AMA,  state  and  county 
societies  and  other  affected  organizations 
may  proceed  to  make  such  constitution 
and  bylaw  changes  as  are  necessary  to 
implement  the  foregoing.  ■ 

H.L.H. 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 
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V-Cillin  K®,  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [o«567»] 

900l34  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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WINNING  MANUSCRIPT 
1968  NORTHWEST  MEDICINE  CONTEST 

Lipomatous  Hypertrophy 
of  the  Interatrial  Septum 


WOLFGANG  F.  KLUGE,  M.D.,  Seattle,  Washington 


Poor  response  to  therapy  characterized  the 
course  of  a patient  whose  lipomatous  hyper- 
trophy of  the  interatrial  septum  was  diagnosed 
at  autopsy. 


Supraventricular  arrhythmias 
are  not  uncommon  in  meta- 
static tumors  of  the  heart.  They 
are  less  frequently  found  in  be- 
nign neoplasms  such  as  lipomas 


of  the  heart.  In  1964,  Prior  de- 
scribed five  cases  of  lipomatous 
hypertrophy  of  the  interatrial 
septum  as  a new  entity.1  In  all 
of  these  patients  the  interatrial 
lipoma  was  an  incidental  autop- 
sy finding  that  could  not  be  re- 
lated with  clinical  symptoms. 

In  this  paper  I report  a pa- 
tient with  lipomatous  hyper- 
trophy of  the  interatrial  septum 
who  suffered  from  a variety  of 
supraventricular  tachyarrhyth- 
mias resistant  to  therapy. 

Case  Report 

A 64-year-old  Caucasian  male 
entered  Providence  Hospital,  Se- 
attle, for  the  first  time  in  July 
1965,  with  complaints  of  cough, 
shortness  of  breath  and  palpitation 
for  three  days.  He  gave  a history 
of  asthma  and  chronic  bronchitis 
for  the  preceding  eight  years.  Di- 
agnosis of  pulmonary  emphysema 
was  made  in  1963.  In  1964  he 
noticed  marked  increase  in  dysp- 


nea on  exertion  and  frequently 
was  dyspneic  at  rest.  Diagnosis  of 
arteriosclerotic  heart  disease,  com- 
plicated by  atrial  fibrillation  and 
congestive  heart  failure,  was  made 
at  that  time.  Digitalis  was  tolerated 
poorly  and  had  to  be  discontinued. 
For  30  years  he  had  smoked  20  to 
30  cigarettes  a day  but  he  quit 
in  1963.  He  had  been  a heavy 
drinker  for  a three  year  period  in 
the  past.  Since  1955  he  had  been 
a sedentary  worker  in  Seattle. 

On  admission  his  blood  pressure 
was  107/75.  His  apical  pulse  was 
irregular  at  a rate  of  180.  There 
were  humerous  moist  rales  over 
both  lung  bases  and  expiratory 
rhonchi  were  noted.  The  liver  was 
palpable  at  five  finger-breadths  be- 
low the  right  costal  margin.  His 
chest  x-ray  revealed  cardiomegaly 
with  pulmonary  congestion  and 
anterior  pleural  thickening.  The 
electrocardiogram  showed  atrial 
fibrillation  with  a ventricular  re- 
sponse of  180  per  minute  although 
some  normally  conducted  beats 
and  frequent  premature  ventricu- 
lar contractions  were  also  noted. 
Figure  1.  The  patient  was  treated 


with  digitalis  and  quinidine.  After 
his  rate  slowed  to  96,  the  rhythm 
was  normal  except  that  there  were 
frequent  premature  atrial  contrac- 
tions. He  was  discharged  with  in- 
struction to  continue  medication. 

In  April  1966,  the  patient  was 
readmitted  in  congestive  failure. 
Protodiastolic  gallop  and  grade 
III  systolic  apical  murmur  were 
noted.  The  electrocardiogram  re- 
vealed sinus  tachycardia  with  rate 
of  140.  One  day  after  admission 
artrial  fibrillation  appeared.  The 
apical  rate  was  140  with  pulse 
deficit  of  approximately  60.  He 
responded  to  digitalis,  diuretics 
and  potassium.  He  was  discharged 
with  sinus  tachycardia  of  120. 

The  patient  moved  temporarily 
to  California.  In  October  1966,  he 
was  admitted  to  Letterman  Gener- 
al Hospital  in  San  Francisco  for 
right  middle-lobe  pneumonia, 
chronic,  obstructive  emphysema, 
and  arteriosclerotic  heart  disease 
with  angina  pectoris.  On  admission 
an  apical  rate  of  160,  with  pulse 
deficit  of  some  40  beats,  was  noted. 
The  electrocardiogram  revealed  a 
wandering  atrial  pacemaker.  Digi- 
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Fig.  1.  ECG  (July  15,  1965)  showing  atrial  fibrillation  with  a rapid  ventricular 
rate  and  frequent  PVC’s.  Some  beats  seem  normally  conducted. 


Fig.  2.  ECG  (April  2,  1967)  showing  a wandering  supraventricular  pacemaker  with 
frequent  PAC’s  and  a few  PVC’s. 
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Fig.  3.  ECG  (October  18,  1967)  showing  supraventricular  tachycardia  with  wander- 
ing pacemaker. 


talis  was  discontinued.  Heart  rate 
dropped  to  90  but  the  wandering 
atrial  pacemaker  persisted. 

Between  April  and  September 
1967,  he  had  three  admissions  to 
Providence  Hospital,  Seattle,  each 
time  presenting  in  congestive  heart 
failure  with  pulmonary  rales, 
wheezing,  hepatomegaly  and 
tachycardia  of  100-180.  Electro- 
cardiograms were  interpreted  as 
showing  atrial  tachycardia,  wan- 
dering supraventricular  pacemaker 
or  supraventricular  tachycardia 
with  frequent  premature  atrial  con- 
tractions, Figure  2.  He  was  treated 
with  varying  doses  of  digitalis, 
diuretics,  aminophylline  and  potas- 
sium. Even  though  there  was  some 
success  in  treating  failure,  it  was 
impossible  to  abolish  the  arrhyth- 
mias. Quinidine  was  not  effective. 
In  early  September  he  was  tem- 
porarily disoriented  possibly  due 
to  COo  narcosis.  One  chest  film 
revealed  some  distention  of  the  left 
upper  lobe  vein.  Resistance  to 
drugs  in  absence  of  either  rheu- 
matic fever  or  thyrotoxicosis  led 
to  consideration  of  tumor  as  cause 
of  the  persistent  arrhythmia.  Poor 


condition  of  the  patient  precluded 
further  studies. 

On  his  final  admission,  October 
16,  1967,  he  presented  with  severe 
dyspnea,  anorexia,  diaphoresis  and 
ashen  skin  color.  He  was  poorly 
oriented.  Blood  pressure  was  140/ 
94,  heart  rate  190,  and  tempera- 
ture 100  F.  Breath  sounds  were 
distant,  with  moist  rales  in  both 
bases  and  prolonged  expiratory 
phase.  There  was  again  a loud, 
systolic  murmur  heard  over  the 
left  precordium  and  the  apex.  The 
liver  edge  could  not  be  felt.  There 
was  no  peripheral  edema.  His  elec- 
trocardiogram revealed  supraven- 
tricular tachycardia  with  a wander- 
ing pacemaker,  Figure  3.  The  chest 
x-ray  showed  gross  cardiomegaly 
with  mild  congestion,  pulmonary 
emphysema  and  calcification  in  the 
arch  of  the  aorta.  Figure  4.  There 
was  suggestion  of  a possible  linear 
calcification  in  the  posterior  wall 
of  the  left  atrium.  On  admission 
his  hemoglobin  was  15.5  gm, 
hematocrit  46,  and  white  blood 
count  11,300,  with  normal  differ- 
ential. Urine  specific  gravity  was 
1 .032.  There  were  1-3  red  blood 


cells,  occasional  white  blood  cells 
and  20-30  hyaline  casts.  Serum 
electrolytes  were  normal.  Two 
blood  cultures  were  negative.  The 
sputum  culture  grew  coagulase- 
positive  staphylococci. 

He  was  treated  with  digitoxin, 
aminophylline,  tetracycline-ampho- 
tericin, and  a mercurial  diuretic. 
The  antibiotic  was  later  changed 
to  methicillin.  Intermittent  posi- 
tive-pressure breathing  was  also 
used  but  his  condition  gradually 
deteriorated.  There  was  increas- 
ing neck-vein  distention,  increase 
of  moist  pulmonary  rales  and  dim- 
inished urine  output.  There  was 
little  response  to  the  use  of  etha- 
crynic  acid  or  steroids.  Rotating 
tourniquets  were  not  effective.  His 
supraventricular  tachycardia  per- 
sisted, at  rate  of  150-170,  through- 
out his  last  hospital  stay.  After  a 
period  of  increased  restlessness  and 
disorientation  he  became  unre- 
sponsive and  expired  on  the  eighth 
hospital  day. 

At  autopsy  the  heart  weighed 
700  gm  and  had  a transverse  diam- 
eter of  15.5  cm.  Anterior  surface 
showed  mild  vascular  congestion 
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Fig.  4.  Chest  x-ray  showing  cardiomegaly  with  mild  pulmonary  congestion. 
Calcification  of  the  aortic  arch  can  be  seen  on  the  original  film. 


but  there  was  no  occlusion  of 
coronary  arteries.  There  were  small 
areas  of  old  scarring  on  the  pos- 
terior wall  of  the  left  ventricle. 

The  interatrial  septum  close  to 
the  superior  vena  cava  contained 
a lipoma,  6x5x3  cm,  with  the 
largest  diameter  in  the  sagital 
plane.  It  appeared  to  be 
sharply  demarcated.  The  right 
ventricular  wall  was  3 mm  thick, 
the  left  ventricular  wall  1.5  cm, 
and  the  valves  measured  as  fol- 
lows: tricuspid  13.5,  pulmonary 
7.5,  mitral  12.5  and  the  aortic  8 cm 
in  circumference.  All  leaflets  were 
thin  and  delicate.  There  was  no 
evidence  of  recent  infarction.  Mi- 
croscopy showed  that  the  lipoma, 
although  grossly  appearing  to  be 
sharply  demarcated,  microscopic- 
ally merged  vaguely  with  the  myo- 
cardial fibers,  Figure  5.  Scattered, 
isolated  muscle  fibers  could  be 
recognized  within  the  lipoma,  Fig- 
ures 6,  7.  The  tumor  was  composed 
of  mature  fat  cells  with  displaced 
nuclei.  Very  little  immature  fat 
was  encountered.  The  lipomatous 


tissue  extended  quite  far  down  into 
the  interatrial  septum  and  there 
again  merged  with  the  muscle  fi- 
bers, but  there  was  no  evidence  of 
significant  kinking  or  distortion  of 
the  muscle  and  no  evidence  of  old 
or  recent  scarring. 

The  lungs  were  widely  distend- 
ed with  air  and  no  pleural  adhe- 
sions were  encountered.  Sections 
through  the  lungs  did  show  quite 
diffuse  senile  emphysema  with 
widening  and  overdistention  of 
many  of  the  air  spaces  and  thin, 
interalveolar  septa.  In  some  of  the 
sections  pulmonary  emboli  were 
encountered;  they  were  composed 
of  clots  with  degenerating  white 
cells  in  the  central  portions  but 
there  was  no  evidence  of  organiza- 
tion around  the  margins.  They 
were  considered  to  be  recent  in 
origin. 

discussion 

Arrhythmias  responding  poor- 
ly to  therapy  have  been  recog- 
nized as  being  suggestive  of 


cardiac  tumor,  especially  when 
also  associated  with  unusual 
cardiac  enlargement."  While  atri- 
al fibrillation  is  not  uncommon 
in  myocardial  metastasis  sec- 
ondary to  carcinoma  of  the  lung, 
benign  primary  tumors  produce 
arrhythmias  less  frequently.'1  1 
Among  45  patients  with  myxo- 
mas reported  by  Goodwin,  only 
six  had  atrial  fibrillation.5  Cam- 
peau  mentioned  eight  patients 
with  arrhythmias  out  of  45  with 
myxomas." 

Lipoma  of  the  heart  is  an  un- 
common benign  primary  tumor 
that  has  rarely  been  associated 
with  arrhythmia.78  Brock  re- 
ported a patient  who  was  oper- 
ated on  for  a cerebellar-pontine- 
angle  tumor.  She  developed  atri- 
al fibrillation  post-operatively 
and  24  hours  prior  to  her  death. 
At  autopsy  a left  ventricular 
lipoma  was  found."  Other  ECG 
abnormalities  associated  with 
lipoma  of  the  heart  include  right 
bundle  branch  block,  complete 
block  and  intraventricular  con- 
duction defect.’1012  Sudden 
death  of  two  patients  with  lipo- 
ma may  have  been  due  to  abrupt 
onset  of  arrhythmia.1013  Balsaver 
described  an  obese,  hyperten- 
sive, female  whose  ECG  re- 
vealed sinus  bradycardia,  SA- 
block,  nodal  escape  beats  and 
later  atrial  fibrillation  with  slow 
ventricular  response.  At  autopsy 
fatty  infiltration  of  the  epicar- 
dium  and  myocardium,  includ- 
ing the  conduction  system,  was 
found." 

Crockett  successfully  removed 
an  atrial  lipoma  in  1964. 15  His 
patient  had  episodes  of  palpita- 
tion and  tachycardia  for  ten 
years  prior  to  surgery.  These  epi- 
sodes were  never  recorded  by 
ECG.  Following  surgery  a de- 
crease in  the  size  of  the  P waves 
was  noted. 

Prior  collected  five  cases  of 
non-capsulated  but  circum- 
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Fig.  5.  Junction  of  the  tumor  with  the  atrial  wall,  with 
fat  cells  scattered  within  the  myocardial  bundles  (x!02). 


Fig.  G.  There  is  no  capsule  and  no  defined  border  between 
fat  and  muscle  (x384). 


scribed  fatty  tumor  located 
within  the  interatrial  septum.1 
These  previously  undescribed 
tumors  were  not  thought  to  rep- 
resent true  lipomas  but  rather  a 
hypertrophy  of  normally  pres- 
ent, vacuolated,  brown  fat.  Prior 
found  the  same  type  of  fat  on 
routine  autopsies  as  well  but  in 
smaller  amounts. 

Recently  Okel  described  a 


patient  with  Wolff-Parkinson- 
VVhite  syndrome  and  atrial  fibril- 
ation.1"  At  autopsy  diffuse  inter- 
stitial myocarditis,  interatrial 
lipomatous  hypertrophy  and  a 
prominent  right  moderator  band 
obstructing  the  outflow  tract  of 
the  right  ventricle  were  found. 

Audier,  et  al  described  a pa- 
tient with  recurrent  attacks  of 
supraventricular  tachycardia.  At 


autopsy,  fatty  infiltration  of  the 
myocardium  was  found,  involv- 
ing especially  the  right  heart 
and  septum.17 

The  most  striking  feature  in 
the  present  case  was  supraven- 
tricular arrhythmia,  documented 
for  two  years  prior  to  death.  The 
type  of  arrhythmia  varied  fre- 
quently and  ranged  from  sinus 
tachycardia  with  frequent  pre- 


Fig.  7.  A large  multiloculated  cell  (upper  left)  and  muscle  cells  in  varying  stages 
of  degeneration  (x!024). 
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mature  atrial  contractions  to 
supraventricular  tachycardia. 
The  slowest  ventricular  rate  re- 
corded during  this  period  was 
92  but  it  was  only  temporary. 
Digitalis  was  used  in  different 
preparations  and  dosages  up  to 
toxic  levels  without  success. 
Quinidine  was  not  effective. 

Of  Prior's  five  cases,  two  suf- 
fered from  emphysema  and  cor 
pulmonale.  Okel’s  patient  had 


an  obstruction  of  the  right  ven- 
tricular outflow  tract.  The  pa- 
tient reported  in  this  communi- 
cation had  suffered  from  bron- 
chial asthma  and  emphysema 
for  many  years.  This  means  that 
from  the  seven  patients  with 
interatrial  lipomatous  hypertro- 
phy reported  in  the  literature, 
at  least  four  suffered  from  con- 
ditions compatible  with  an  in- 
creased workload  of  the  right 


heart.  Even  though  the  cause  is 
unclear  at  this  time  it  is  my 
feeling  that  this  association  of 
increased  workload  of  the  right 
heart  with  lipomatous  hyper- 
trophy of  the  interatrial  septum 
is  not  coincidental.  ■ 

University  of  Washington 
School  of  Medicine 
Dept,  of  Pharmacology 
Seattle  (98105) 
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Methicillin  Resistant  Staphylococci 


ROGER  J . BULGER,  M.D.,  Seattle,  Washington 


Many  reports  from  Europe,  and  scattered  reports  from  hos- 
pitals in  the  United  States,  indicate  an  increasing  number  of 
staphylococci  that  have  developed  resistance  to  methicillin.  Re- 
sistance may  be  biphasic,  partly  due  to  increased  production  of 
penicillinase  and  partly  due  to  an  ill-defined,  innate  resistance  of 
the  organisms.  Although  a serious  threat,  the  observed  resistance 
may  not  develop  to  the  extent  to  which  penicillin  resistance  de- 
veloped in  the  1950’s.  There  are  significant  differences  in  the  char- 
acter of  the  resistance  that  may  limit  its  extension. 


Since  1961,  when  methicillin, 
and  other  penicillinase-re- 
sistant penicillins  came  into 
widespread  usage,  many  experts 
have  feared  the  appearance  of 
methicillin-resistant  strains  of 
Staplnjlococcus  aureus -1  Methi- 
cillin-resistant S.  aureus  may  be- 
come a major  hospital  problem 
in  the  United  States,  as  has 
occurred  already  in  parts  of 
Europe.  Although  these  strains 
are  appearing  with  increasing 
frequency  around  the  world,  re- 
ports of  laboratory  and  clinical 
experiences  are  relatively  mea- 
ger, particularly  in  the  North 
American  literature.2'4**1 


Data  bearing  on  pathogenicity 
of  these  organisms  are  sparse, 
but  some  clinical  experience  in- 
dicates they  are  uncommonly 
virulent  and  difficult  to  treat  ef- 
fectively.3*5 Moreover,  extensive 
laboratory  investigations  have 
failed  to  identify  specifically  the 
mechanism  of  resistance  demon- 
strated by  these  strains  to  peni- 
cillinase-resistant penicillins  and 
cephalosporins.3*6-12 

This  report  will  attempt  to 
summarize  the  clinical  and  lab- 
oratory data  concerning  these 
strains  in  an  effort  to  place  in 
perspective  the  growing  nation- 
al and  international  concern 


Read  before  79th  Annual  Session,  Washington  State  Medical  Association,  Seattle, 
Washington,  September  22-25,  1968. 

Dr.  Bulger  is  Assistant  Professor  of  Medicine,  University  of  Washington 
Department  of  Medicine;  Assistant  Dean,  School  of  Medicine;  Medical  Director, 
University  Hospital. 
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over  the  problem  of  methicillin- 
resistant  strains  of  S.  aureus. 

current  scope  of  the 
clinical  problem 

Although  resistant  strains 
have  not  yet  become  a major 
hospital  problem  in  the  United 
States,  Benner  and  Morthland, 
in  1967,  reported  methicillin-re- 
sistant  strains  appearing  for  the 
first  time  in  Massachusetts, 
North  Carolina,  South  Carolina, 
Texas  and  New  York.1  At  the 
time  of  this  writing,  there  have 
been  between  40  and  50  sepa- 
rate strains  identified  in  the 
United  States,  most  of  them  in 
the  past  18  months.  Clinical  data 
concerning  the  infections  asso- 
ciated with  these  strains  are 
lacking  in  most  instances. 

In  September  1965,  two  pa- 
tients on  the  same  ward  in  Se- 
attle Veterans  Administration 
Hospital  were  infected  with  the 
same  strain  of  methicillin-resist- 
ant  S.  aureus .*  One  patient,  in 
whom  the  organism  was  causing 
pneumonia,  died  of  his  infection 
despite  treatment  with  cephalo- 
thin.  The  other  patient  also  died, 
but  of  an  unrelated  cause.  Last 
winter,  a young  man  from  the 
southwestern  part  of  Washing- 
ton arrived  at  Harborview  Hos- 
pital, Seattle,  with  bacterial 
endocarditis  due  to  a methicil- 
lin-resistant  strain.  He  was  ulti- 
mately cured  by  a combination 
of  cephalothin  and  kanamycin. 
after  a period  of  several  days 
during  which  he  was  treated 
with  cephalothin  alone  and  dur- 
ing which  there  was  no  appar- 
ent improvement. 18 

Early  in  1968,  in  my  labora- 
tory, we  studied  a methicillin- 
resistant  S.  aureus,  cultured  from 
the  blood  of  a lady  who  died 
of  bacterial  endocarditis  in  Alas- 
ka. Thus,  we  know  of  four 
serious  infections  (two  of  them 
fatal ) caused  by  these  organ- 


isms in  Washington  and  Alaska 
in  recent  years. 

Though  these  figures  may  not 
be  very  impressive,  experience 
elsewhere  shows  they  can 
change  rapidly.  In  Britain,  where 
the  most  complete  epidemiology 
has  been  done,  an  increasing 
proportion  of  hospital-isolated 
strains  of  S.  aureus  are  resistant 
to  methicillin.14  In  one  British 
hospital,  a strain  was  brought 
by  a nasal  carrier  and  traced, 
after  it  had  been  carried  to  8 of 
48  wards  and  to  37  patients.15 
Borowski  et  al  reported  that 
more  than  50  percent  of  mothers 
and  infants  in  a hospital  in  Po- 
land were  infected  by  a methi- 
cillin-resistant  S.  aureus.  Other 
similarly  discouraging  reports 
have  come  from  Scandinavia, 
Paris,  and  Switzerland. S17-ie 

European  clinical  experience 
indicates,  but  does  not  prove, 
that  methicillin-resistant  staphy- 
lococci may  be  uncommonly 
virulent  and  are  associated  with 
increased  morbidity  and  mor- 
tality of  infected  patients.519  20 
Chabbert  et  al  reported  treat- 
ment failures  in  16  of  29  pa- 
tients with  methicillin-resistant 
staphylococcal  bacteremia  and 
in  only  6 of  27  patients  with 
methicillin-sensitive  staphylococ- 
cal bacteremia.5  In  1966,  10  per- 
cent of  all  staphylococcal  bac- 
teremias in  Denmark  were 
caused  by  methicillin-resistant 
strains.20  In  general,  methicillin 
resistance  has  been  found  in 
those  strains  of  S.  aureus  that 
demonstrate  multiple  antibiotic 
resistance.21  The  therapeutic 
danger  implicit  in  this  observa- 
tion is  compounded  when  one 
considers  that: 

1.  Multiple-antibiotic  resistant 
staphylococci  are  often  uncom- 
monly virulent; 

2.  Multiple  antibiotic  resist- 
ance in  staphylococci  may  be 


transferred  by  bacteriophage; 
and 

3.  Many  of  the  hospitalized 
patients,  who  seem  most  likely 
to  get  infections  with  these  or- 
ganisms, are  people  with  com- 
promised host  defenses. 

laboratory  data  and 
mechanism  of  resistance 

Most  investigators  have  con- 
cluded that  resistance  to  methi- 
cillin was,  in  part,  due  to  ability 
to  produce  an  excessive  amount 
of  penicillinase  (thus  causing 
greater  than  normal  inactivation 
of  methicillin)  and,  more  im- 
portantly, due  to  an  obscure 
“innate”  resistance  to  methicil- 
lin. w.ism.18,28  it  jias  been  estab- 
lished recently  that  most  methi- 
cillin-resistant  strains  of  S.  au- 
reus do,  in  fact,  produce  greater 
than  normal  amounts  of  penicil- 
linase, but  it  is  also  clear  that 
some  strains  produce  an  average 
amount  of  penicillinase,  and  a 
very  few  produce  less  than  the 
amount  normally  produced  by  a 
methicillin-sensitive  strain  of  S. 
aureus .“ 

The  so-called  innate  resist- 
ance seems  to  reside  in  what  has 
been  called  a small-colony  vari- 
ant.10 These  small-colony  vari- 
ants are  cells  that  appear  to  be 
capable  of  surviving  in  large 
concentrations  of  methicillin, 
but  that  grow  very  slowly,  be- 
coming tiny  translucent  colonies 
on  methicillin-containing  agar 
after  48  hours  of  incubation. 
After  24  hours  of  incubation, 
they  may  be  invisible  to  the 
naked  eye.  After  48  hours,  they 
are  approximately  l/25th  the 
size  of  the  usual  staphylococcal 
colony,  and  they  do  not  bear  the 
white  or  yellow  color  so  char- 
acteristic of  staphylococci.  This 
may  be  the  reason  that  more  of 
these  strains  have  not  been  rec- 
ognized with  standard  hospital 
sensitivity  tests. 
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Another  unusual  aspect  of  the 
resistance  to  methicillin  dis- 
played by  these  strains  is  its 
heterogeneous  nature.  Not  all 
cells  in  a given  inoculum  are  re- 
sistant, and,  as  the  concentra- 
tion of  methicillin  is  increased, 
there  is  reduction  in  proportion 
of  cells  in  the  original  inoculum 
capable  of  survival.3  511  For  ex- 
ample, 0.048  percent  of  the  orig- 
inal inoculum  of  one  strain  sur- 
vived in  10  to  100  peg  of 
methicillin  per  ml;  and  only 
0.0003  percent  survived  in  850 
^cg. 

Although  the  slow-growing, 
small-colony  variants  may  be 
relatively  avirulent  themselves, 
there  is  a high  rate  of  reversion 
to  cells  capable  of  normal 
growth  and  reproduction  and 
that  still  maintain  their  methi- 
cillin resistance.3  Electron  mi- 
croscope studies  have  demon- 
strated that  the  cells  of  the 
small-colony  variant  have  nor- 
mal appearing  cell  wall  and 
ultrastructure,6  but  other  tech- 
niques used  in  the  laboratory  at 
the  University  Hospital  indicate 
physical  abnormalities  in  the 
bacterial  cell  wall.  Results  of 
these  studies  are  to  be  reported 
later. 

It  is  our  current  working  hy- 
pothesis, therefore,  that  the  in- 
nate methicillin  resistance  de- 
velops because  of  a mutation, 
affecting  the  cell  wall  of  the 
bacterium  that  may  prevent  the 
antibiotic  from  passing  through 
or  localizing  in  the  cell  wall, 
thus  preventing  the  agent  from 
reaching  its  site  of  antibacterial 
activity. 

therapeutic  and  diagnostic  implica- 
tions of  laboratory  investigations 

In  vitro  tests  of  antibacterial 
activity  suggest  that  vancomycin 
alone  or  methicillin/kanamycin 
and  cephalothin/kanamycin 


combinations  are  more  effective 
than  any  of  the  penicillinase-re- 
sistant penicillins  or  cephalo- 
sporins.221 Because  such  a small 
proportion  of  any  population  of 
these  strains  is  actually  resistant 
to  high  concentrations  of  cepha- 
lothin  or  methicillin,  it  could  be 
argued  that  these  agents  will 
probably  be  quite  effective  in 
treating  patients  with  normal 
host  defenses.  We  know,  how- 
ever, that  the  patients  most 
likely  to  be  infected  by  methi- 
cillin-resistant  staphylococci  oft- 
en are  hospitalized,  debilitated 
and  have  deficient  host  defenses. 
It  is  my  feeling,  therefore,  that 
serious  infections  with  these 
micro  - organisms  should  be 
treated  with  either  vancomycin 
or  the  combination  of  kanamy- 
cin  and  cephalothin.  When 
tested,  lincomycin  has  proved 
consistently  effective  in  vitro, 
and  there  might  be  a place  for 
this  agent  in  treatment  of  se- 
lected cases.25 

It  has  been  recommended  by 
some  investigators  that  standard 
disc  sensitivity  test  plates  should 
be  incubated  for  48  rather  than 
24  hours  in  order  to  determine 
the  true  incidence  of  methicillin 
resistance.  Many  of  the  strains 
so  far  uncovered  have  shown 
their  resistance  after  only  24 
hours  of  incubation.  Some  au- 
thors recommend  inoculating  all 
staphylococci  into  broth  con- 
taining 10  peg  of  oxacillin  per 
ml;  still  others  have  suggested 
using  special,  hypertonic  me- 
dia.25 I recommend  reincubation 
of  sensitivity  plates  for  an  addi- 
tional 24  hours  as  the  most  eco- 
nomical way  to  determine  sen- 
sitivity. 

Most  instances  of  hospital  lab- 
oratory identification  of  staphy- 
lococci as  methicillin  resistant 
are  mistakes  representing  impo- 
tent methicillin  discs  or  mistak- 


ing Staphylococcus  epidermidus 
(often  resistant  to  methicillin) 
for  S.  aureus.  I would  be  glad 
to  receive  and  evaluate  strains 
about  which  physicians  or  lab- 
oratory personnel  in  the  North- 
west have  any  question  concern- 
ing possible  methicillin  resist- 
ance. 

what  the  future  holds 

One  can  only  speculate  con- 
cerning the  proportion  of  hos- 
pital staphylococci  that  will  be 
methicillin-resistant  in  5,  10, 

and  25  years.  There  is  every  rea- 
son for  us  to  be  concerned 
about  the  future,  cautious  and 
conservative  in  our  use  of  anti- 
biotics, and  vigilant  in  our  at- 
tempts at  prevention  of  cross- 
infection in  hospitals.  It  is 
difficult  not  to  view  with  alarm 
the  recent  trends  in  France, 
Denmark,  and  Switzerland. 

On  the  other  hand,  there  is 
cause  for  some  optimism  that 
the  situation  need  never  become 
as  serious  as  penicillin  resistance 
of  stapyhlococci  in  the  1950’s. 
In  the  first  place,  resistance  to 
methicillin  is  not  of  the  same 
nature  and  degree  as  is  the  re- 
sistance to  penicillin  possessed 
by  those  organisms  capable  of 
making  penicillinase.  Second, 
data  obtained  from  several  hos- 
pitals in  Seattle  indicate  that 
the  incidence  of  multiple  anti- 
biotic resistance  among  hospital 
staphylococci  has  diminished 
markedly  over  the  last  ten 
years.20  27  In  fact,  during  1967, 
at  University  Hospital,  80  per- 
cent of  S.  aureus  were  either 
completely  sensitive  or  resistant 
only  to  penicillin  G compared 
with  9 percent  in  1959;  83  per- 
cent were  sensitive  to  tetracy- 
cline compared  with  40  percent 
in  1959;  96  percent  were  sensi- 
tive to  chloramphenicol  com- 
pared with  71  percent  in  1959; 
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95  percent  were  sensitive  to 
kanamycin  compared  with  90 
percent  in  1959;  92  percent  were 
sensitive  to  erythromycin  com- 
pared with  57  percent  in  1959. 

Careful  hospital  epidemiol- 
ogy, good  isolation  procedures 
to  prevent  cross-infection,  mod- 
ern physical  plants,  and  contin- 
ued use  of  high  content  anti- 
biotic disc  sensitivity  testing^ 
as  the  basis  for  final  selection  of 


antimicrobial  therapy  are  major 
factors  that  may  serve  to  keep 
North  American  hospitals  rela- 
tively free  from  what  could  be- 
come a devastating  problem.  ■ 


University  Hospital 
University  of  Washington 
(98105) 


Chemical  Nomenclature 


Generic 

Trade 

cephalothin 

Keflin 

chloramphenicol 

Chloromycetin 

kanamycin 

Kantrex 

lincomycin 

Lincocin 

methicillin 

Dimocillin-RT 

Staphcillin 

oxacillin 

Prostaphlin 

Resistopen 

tetracycline 

Achromycin 

Bristocycline 

Panmycin 

Steclin 

Tetracyn 

vancomycin 

Vancocin 

Hydrochlorii 
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Psychological  Aspects  of  Mountain  Accidents 


GENE  W . MA  SON,  M.D.  Everett,  Washington 


Fears  and  physical  and  mental  disabilities,  either  by  themselves  or  in  com- 
bination with  climbing  fatigue  and  altitude  effects,  serve  to  disintegrate  judg- 
ment and  precipitate  accidents.  Prevention  lies  in  careful,  objective  evaluation 
of  what  potential  hazards  one  is  carrying  into  the  mountain  environment,  under- 
standing of  the  additive  stresses  of  climbing  and  altitude,  and  alertness  toward 
th eir  interaction . 


Fig.  1.  Reported  Mountaineering  Accidents  in  the  United  States. 


With  increasing  numbers  of 
people  turning  to  the 
mountains  for  recreational  ac- 
tivities, and  more  mountaineer- 
ing accidents  occurring  yearly,' 
(see  Figure  1)  a critical  look 
toward  the  precipitating  factors 
involved  in  mountain  injury  is 
needed.  The  first  step  toward 
prevention  lies  in  understanding 
the  problem. 

While  there  are  accidents  that 
occur  in  spite  of  good  judg- 
ment, eg.,  an  avalanche  in  an 
unexpected  area,  or  the  failure 
of  a piece  of  previously  approv- 
ed equipment,  most  accidents 
occur  as  result  of  poor  judgment 
or,  more  often,  disintegration  of 
judgment  occurring  during  the 
climb.  It  is  the  purpose  of  this 
paper  to  examine  the  factors 
leading  to  this  disintegration. 

Some  of  these  factors  are  car- 
ried into  the  mountain  terrain 
by  the  climber  just  as  certainly 
as  his  equipment,  while  others 
develop  as  the  environment  is 
challenged.  Those  carried  with 
him  are  1.  basic  human  fears, 
2.  mental  disabilities,  and  3. 
physical  disabilities.  The  moun- 
tain environment  superimposes 
the  factors  of  4.  altitude  effects. 


and  5.  fatigue.  An  examination 
of  these  aspects  and  their  com- 
ponents will  help  illuminate  the 
problem,  Figure  2. 


basic  human  fears 

It  has  long  been  argued  as  to 
whether  man  is  saddled  with 
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BASIC  MENTAL  PHYSICAL 

FEARS  DISABILITIES  DISABILITIES 


ALTITUDE  EFFECTS  FATIGUE 


Fig.  2.  The  disintegration  of  judgment  leading  to  mountaineering  acci- 
dents. 


certain  basic  fears.  Actually  it 
matters  little  whether  or  not 
man  is  born  with  these  fears  if 
it  is  a fact  that  most  men  pos- 
sess them  in  the  wilderness. 

The  Utah  State  Department 
of  Fish  and  Game  conducted  an 
interesting  study  in  which  vol- 
unteers from  the  Department, 
experienced  outdoorsmen,  were 
asked  to  become  lost,  deliber- 
ately, in  the  wilderness  for  sev- 
eral days.2  After  they  were  lo- 
cated and  returned  they  were  in- 
terviewed by  psychiatrists  and 
psychologists.  All  of  the  men  ad- 
mitted that  after  a period  of 
time  they  had  lost  their  feeling 
of  confidence  and  even  small  in- 
cidents had  triggered  feelings  of 
panic.  Their  fears  in  the  ap- 
proximate order  of  appearance 
were:  a.  fear  of  being  alone,  b. 
fear  of  animals,  c.  fear  of  dark- 
ness, d.  fear  of  suffering,  and 
e.  fear  of  death. 

If  a rational  man  realizes 
these  naturally  occurring  appre- 
hensions will  occur,  he  can  deal 
with  them  more  effectively,  and 
place  them  in  proper  perspec- 
tive. 

mental  disabilities 

This  category  contains  the 
neuroses  and  fetishes  that  in- 


habit most  men.  Most  climbers 
are  guided  by  one  or  more  fet- 
ishes, e.g.,  the  desire  to  wear  a 
particular  jaunty  hat,  rather 
than  a protective  helmet;  the 
use  of  a piece  of  equipment, 
worn  out  or  outmoded  by  ob- 
jective standards,  but  endeared 
to  the  mountaineer  through 
years  of  use.  Some  climbers  ad- 
here to  fetishes  or  superstitions 
in  the  manner  in  which  they 
climb,  e.g.,  their  rope  position 
or  the  type  of  route  they  select. 

The  neuroses  influencing  man 
in  civilization  continue  to  influ- 
ence him  in  the  mountains, 
sometimes  accentuated  by  other 
stresses.  Neuroses  of  course  are 
too  varied  in  type  for  a mean- 
ingful generalization,  but  sev- 
eral of  the  more  obvious  deserve 
mention. 

The  intense  motivation  to  ex- 
cel or  compete  often  distorts 
good  judgment.  The  question, 
“Why  do  men  climb  moun- 
tains?” has  been  posed  almost 
since  antiquity.  However,  the 
answer  frequently  lies  in  the 
fact  that  to  the  mountaineer  the 
mountain  represents  something 
quite  different  from  a pile  of 
rocks.  Symbolically  it  represents 


many  things  to  many  men— an 
opportunity  to  affirm  courage  or 
masculinity— an  opportunity  to 
escape  from  the  reality  and  ten- 
sions of  society— an  accomplish- 
ment where  other  attempts  at 
success  have  met  with  frustra- 
tion—a mode  of  gaining  recog- 
nition. Intensity  of  motivation 
involved  in  achieving  a moun- 
tain peak  may  be  generated 
largely  from  the  climber’s  re- 
action to  symbolism  of  the  act. 
Motivation  is  sometimes  so 
great  as  to  push  a man  toward 
a summit  when  chances  of  sur- 
vival are  minimal.  The  death 
wish  must  be  mentioned  at  this 
time  for  completeness  and  for 
those  who  support  the  concept. 

It  is  interesting  to  note  that 
mountaineers  seldom  look  upon 
a mountain  as  an  inanimate 
heap,  but  tend  to  endow  it  with 
a personality,  e.g.,  it’s  friendly 
or  unfriendly  or  even  evil  or  a 
killer.  I’ve  seen  men  develop 
quite  an  affection  for  a peak,  or 
shake  their  fist  at  a summit  and 
curse  it  soundly. 

Certainly  not  all  the  influ- 
ences are  deep-seated  neuroses 
and  fetishes.  The  more  superfi- 
cial influences  and  pressures  oft- 
en sway  judgment,  e.g.,  argu- 
ment with  the  wife,  personality 
conflicts  with  other  people  in- 
cluding climbers,  and  the  con- 
cern with  returning  to  civiliza- 
tion on  time.  One  of  the  pros- 
pective members  of  my  Kiliman- 
jaro Expedition  was  climbing 
with  a group  on  Glacier  Peak  a 
few  months  before  we  left.  He 
was  greatly  concerned  about 
leaving  the  mountain  so  as  to 
return  to  his  place  of  employ- 
ment on  time.  He  and  another 
climber  split  from  the  party,  and 
he  took  some  unreasonable  risks 
in  his  haste.  He  tumbled  several 
hundred  feet,  was  conscious  aft- 
er the  fall,  but  died  within  the 
hour. 
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Perhaps  the  individual  con- 
sistently preoccupied  with  ex- 
traneous influences  constitutes 
an  example  of  the  so-called  ac- 
cident-prone person.  At  any 
rate,  such  individuals  would  do 
well  to  participate  in  a differ- 
ent form  of  sport. 

physical  disabilities 

Since  this  treatise  is  only  con- 
cerned with  the  psychological 
aspects  of  accident,  the  physical 
difficulties  are  considered  only 
from  this  point  of  view. 

Individuals  preparing  for  an 
excursion  into  the  mountains  are 
generally  considered  to  be  in 
good  physical  condition.  Unfor- 
tunately this  is  not  always  the 
case.  While  those  with  acute 
conditions  ordinarily  postpone 
such  activities,  many  climbers 
harbor  well  controlled  chronic 
conditions  which  usually  bother 
them  little  except  under  the 
most  difficult  conditions.  It  is 
imperative  that  they  and  at 
least  one  companion  know  and 
recognize  the  first  signs  of  de- 
compensating condition,  e.g., 
diabetics  and  asthmatics  can 
become  increasingly  exhausted 
and  irritable  as  the  condition 
deteriorates.  Poor  judgment  fol- 
lows. 

Chronic  pain  may  exert  a 
marked  influence  on  judgment. 
It  is  not  uncommon  for  moun- 
taineers to  have  physical  dis- 
abilities that  become  painful 
problems  under  the  stress  of 
mountaineering,  e.g.,  joint  prob- 
lems; peptic  ulcers. 

Medications  or  the  lack  of 
them  may  exert  an  effect,  e.g., 
tranquilizers,  antihistaminics, 
amphetamines,  insulin,  and  al- 
cohol. 

altitude  effects 

Since  hypoxia,  dehydration, 
and  temperature  change  can 


markedly  affect  cerebral  func- 
tions, these  will  be  briefly  con- 
sidered. 

Hypoxia  exerts  a subtle  influ- 
ence long  before  the  occurrence 
of  the  classic  symptoms  of  moun- 
tain sickness— headache,  nausea, 
and  dyspnea.  In  addition,  the 
altitude  of  occurrence  is  far  less, 
at  least  in  the  sea  level  dweller, 
than  most  people  realize.  Loss 
of  night  vision  may  occur  at  al- 
titudes as  low  as  5,000  feet,3 
while  the  average  altitude  for 
the  development  of  pulmonary 
edema  in  the  continental  United 
States  is  only  8,500  feet.'  The  in- 
sidious destruction  of  judgment 
by  hypoxia  is  not  ordinarily  rec- 
ognized by  the  individual  or  his 
companion. 

Dehydration  occurs  almost 
routinely  in  mountaineering  ex- 
cursions due  both  to  the  in- 
creased fluid  loss  (3,900-7,150  cc 
per  day  at  altitudes  above  15,- 
000  feet  compared  to  2,500  cc 
per  day  at  sea  level ) and  lack  of 
adequate  replacement.5  There  is 
little  question  that  severe  de- 
hydration alone  affects  mental 
faculties,  but  at  what  level  of 
depletion  judgment  impairment 
occurs  is  difficult  to  evaluate. 

Hallucinations,  auditory  and 
visual,  were  experienced  by  in- 
dividuals during  two  of  my  ex- 
peditions to  altitude.5  They  were 
believed  to  be  due  to  a com- 
bination of  altitude  effects,  de- 
hydration and  fatigue.  Acci- 
dents were  avoided  on  these  oc- 
casions because  other  members 
of  the  expedition  recognized 
and  adequately  coped  with  the 
problems. 

Temperatures  in  the  moun- 
tains and  on  glaciers  can  exert 
strong  influences  in  both  direc- 
tions. Heat  exhaustion  with  its 
accompanying  mental  confusion 
has  been  reported  many  times 
during  climbing  trips. 


Cold  with  its  ultimate  deteri- 
orating effects  has  been  incrimi- 
nated in  many  mountain  acci- 
dents.6 Even  the  initial  response 
to  cold  characterized  by  intense 
sympathetic  stimulation  is  ex- 
tremely uncomfortable  and  oft- 
en leads  to  a sensation  of  excite- 
ment or  panic.  When  heat  loss 
exceeds  heat  production  over 
a prolonged  period  of  time,  the 
body  temperature  slowly  drops, 
producing  advancing  hypother- 
mia. This  is  preceded  by  violent 
shivering  and  frequently  frost- 
bite of  the  extremities  as  the 
body  makes  effort  to  maintain 
core  temperature.  For  each 
Centrigrade  degree  drop  in  body 
temperature  the  cerebral  blood 
flow  decreases  6 to  7 percent 
until  at  26-28  C there  is  a 50 
to  60  percent  reduction  with  un- 
consciousness occurring.7  Obvi- 
ously at  some  point  in  hypo- 
thermia, judgment  will  deteri- 
orate. 

fatigue 

Certainly  physical  exhaustion 
leads  to  mental  exhaustion. 
Thoroughly  exhausted  individ- 
uals begin  to  lapse  into  brief 
episodes  of  sleep  even  while 
walking.  Oftentimes  judgments 
made  during  extreme  fatigue 
seem  quite  bizarre  when  re- 
viewed after  adequate  rest. 
Brainwashing  techniques  have 
used  fatigue  principles  to  great 
advantage. 

CASE  REPORT 

The  factors  of  basic  human  fears, 
mental  disabilities,  physical  dis- 
abilities, altitude  effects,  and  fa- 
tigue, can  be  seen  in  their  inter- 
action to  the  disintegration  of 
judgment  in  the  following  case, 
personally  experienced  in  January 
1968. 

I had  led  a group  of  climbers  of 
varied  experience  up  the  conven- 
tional route  on  Mt.  Kilimanjaro, 
19,340  feet,  and  return.  This  route 
requires  negligible  technical  skill, 
but  does  require  the  ability  to 
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traverse  70  miles  of  hot,  rocky 
trails  in  five  clays  at  altitudes  above 

5.000  feet. 

The  plan  was  to  spend  one  day 
in  rest  and  relaxation,  and  then 
begin  the  re-ascent  of  Mt.  Kiliman- 
jaro, with  a party  of  seven  of  the 
more  experienced  climbers,  up  a 
previously  unclimbed  glacier  on 
the  north  side.  However,  influenza 
prevented  several  of  the  climbers 
from  reaching  the  summit  on  the 
conventional  route,  and  trimmed 
the  proposed  party  down  to  three, 
none  in  the  best  of  condition. 

The  day  of  rest  and  relaxation 
was  lost  to  me  since  I had  to  spend 
the  day  securing  maps  in  a nearby 
town,  a guide,  porters,  transpor- 
tation, etc.  for  the  next  day’s  de- 
parture. One  day  was  not  adequate 
anyway  to  recover  from  the  pre- 
vious seventy  mile-five  dav  climb. 
Blisters,  sunburn,  sore  joints,  de- 
hydration (Factor  3)  and  residual 
fatigue  (Factor  5)  were  clearly  in 
evidence  as  we  began.  Regardless 
of  the  foreseeable  problems,  all 
three  of  us  were  strongly  moti- 
vated to  attempt  this  new  route 
(Factor  2 at  work). 

Our  approach  to  the  mountain 
consisted  of  ten  miles  through 
dense  forest-jungle.  I was  unable 
to  locate  a guide  familiar  with  the 
area.  This  region  was  known  to 
contain  leopards,  other  large  cats, 
and  poisonous  snakes  (Factor  1). 

After  two  days  of  leading  seven 
native  porters  through  this  area, 
marked  by  innumerable  inconveni- 
ences, such  as  ticks,  maggots  in 
the  meat,  mosquito  larvae  in  the 
water,  and  several  near  porter  re- 
volts (The  porters  were  not  driven 
by  some  of  the  items  in  Factor  2 
as  we  were),  we  reached  our  high 
camp  at  about  15,000  feet.  Com- 
pounding the  dehydration  common 
at  this  altitude,  I began  having 
diarrhea.  All  of  us  were,  of  course, 
experiencing  some  altitude  symp- 
toms, such  as  dyspnea,  lassitude, 
and  mild  headache  (Factor  4). 

The  next  morning,  at  1:30  am, 
the  three  of  us  began  our  glacial 
ascent.  We  hoped  to  reach  the 
summit  before  noon,  descend  the 
same  route,  and  rendezvous  with 
our  porters  that  evening. 

By  10  am  we  were  at  about 

17.000  feet.  The  weather  began 
closing  in  below  us,  completely 
obscuring  our  descent  route  and 
limiting  our  visibility  severely.  At 
this  point,  one  of  the  climbers 
became  quite  apprehensive  about 
finding  our  way  down,  and  equal- 
ly fearful  about  the  steepness  of 
our  route  (Factor  1).  The  other 
climber,  although  slow  and  slip- 


ping frequently,  was  intent  on 
reaching  the  summit  regardless  of 
hazards  (Factor  2). 

Since  we  were  not  progressing 
as  rapidly  as  I had  hoped,  I ad- 
vised that  we  climb  for  two  more 
hours  and  then  make  a decision 
as  to  whether  to  proceed  to  the 
summit  or  turn  back.  Apparently  I 
failed  to  appreciate  fully  the  status 
of  my  climbing  partners  and  the 
difficulty  of  the  icy  pitch.  I was 
slowly  becoming  aware  of  these 
aspects  because  I recall  telling 
them  that  we  could  not  afford 
any  more  slips  because  we  might 
not  be  able  to  arrest  ourselves  in 
a fall.  However,  I failed  to  secure 
us  to  the  slope  with  an  ice  screw 
even  though  I had  screws  with 
me.  Nor  did  either  of  the  others 
suggest  this  safety  measure,  al- 
though one  was  slipping  frequent- 
ly and  the  other  going  into  self- 
arrest. 

Suddenly,  one  peeled  off  the 
slope,  yanking  the  other  and  my- 
self with  him.  We  tumbled  some 
425  feet  down  the  glacier  before 
we  arrested.  The  first  man  was  not 
injured,  the  second  lacerated  his 
leg  but  not  severely.  I sustained  a 
fractured  left  ankle  and  badly 
sprained  right. 

The  rescue  is  not  really  germane 
to  this  discussion  but  briefly  it 
consisted  of  my  evacuation  by 
ropes  down  to  the  rocky  scree, 
three  days  in  a small  tent,  two 
days  on  the  shoulders  of  native 
porters,  and  ultimately  plaster  casts 
placed  on  both  ankles  five  days 
post  injury.  The  accident  would 
have  been  prevented,  I am  sure, 
had  the  existing  psychological  fac- 
tors been  taken  into  consideration 
properly. 


conclusions 

Just  as  the  success  or  failure 
of  an  expedition  is  said  to  be 
largely  determined  before  de- 
parture, it  would  appear  that 
the  ingredients  of  mountain  ac- 
cidents are  frequently  estab- 
lished beforehand.  Fears,  and 
physical  and  mental  disabilities 
either  by  themselves  or  in  com- 
bination with  climbing  fatigue 
and  altitude  effects  serve  to  dis- 
integrate judgment  and  precipi- 
tate accidents. 

It  is  readily  apparent  that  ac- 
cidents occurring  in  other  sports 
and  even  on  the  highway  lend 
themselves  to  a similar  analysis 
with  regard  to  causation.  Instead 
of  altitude  effects,  a different  set 
of  superimposed  stresses  would 
be  evident,  e.g.,  on  crowded 
freeways  perhaps  hypnosis  and 
carbon  monoxide  woidd  be  im- 
plicated. 

With  regard  to  mountaineer- 
ing accidents,  prevention  lies  in 
a careful  objective  evaluation  of 
what  potential  hazards  one  is 
carrying  into  the  mountain  en- 
vironment, an  understanding  of 
the  additive  stresses  of  climbing 
and  altitude,  and  an  alertness  to- 
ward their  interaction.  ■ 

631  Medical-Dental  Building 
(98201 ) 
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Eye  Effects  of  DM  SO 

Report  of  Negative  Results 


FRANK  W.  HULL,  M.D.,  Fairfield,  California  / DON  C.  WOOD,  Ph.D., 
Portland,  Oregon  / RICHARD  D.  BROBYN,  M.D.,  Seattle,  Washington 


The  questionable  safety  of  DMSO  for  human  use  is  based  on 
studies  demonstrating  changes  in  the  crystalline  lenses  of  animals 
treated  with  this  agent.  This  study  fails  to  demonstrate  alteration 
in  ocular  structure  or  visual  function  in  humans  treated  with  DMSO. 
There  is  no  statistically  significant  evidence  of  any  abnormal  eye 
changes  in  the  study  group  after  12  weeks  of  therapy. 


Dimethyl  sulfoxide  (DMSO), 
a dipolar,  aprotic,* **  hygro- 
scopic solvent,  has  pharmaco- 
logic properties  based  on  its 
ability  to  penetrate  intact  mem- 
branes without  disruption  of 
cellular  integrity.  DMSO  may 
potentiate  or  act  synergistically 
with  other  pharmaco-therapeu- 
tic  agents  in  the  treatment  of  a 
variety  of  human  and  animal 
disease  processes.12 

Small  non-primates,  treated 
with  large  doses  of  DMSO,  5-10 
g/kg,  have  developed  lenticular 
myopia.3-0  The  affected  lenses 
showed  an  increased  density  of 
the  nucleus  as  compared  to  the 

* Incapable  of  acting  as  a proton  ac- 
ceptor or  a proton  donor  or  as  an  acid 
or  a base. 

The  authors  wish  to  acknowledge 
and  thank  the  Squibb  Institute  for 
Medical  Research  as  sponsor  of  this 
study  and  to  recognize  the  technical 
assistance  received  from  Mr.  Nat 
McGrave. 


cortex.  This  alteration  first  ap- 
peared as  a single  line  of  in- 
creased translucency  at  the 
cortical-nuclear  interface.  Pri- 
mates treated  in  the  same  man- 
ner have  not  developed  these 
lens  changes.7-" 

This  report  is  an  evaluation 
of  ocular  anatomy  and  visual 
function  in  human  volunteers 
before,  during,  and  after  topical 
DMSO  therapy. 

procedure 

Males,  21-55  years  of  age, 
were  selected  from  the  inmate 
population  at  The  California 
Medical  Facility,  Department  of 
Corrections,  Vacaville,  Califor- 
nia. Subjects  were  given  a com- 
plete ophthalmological  exami- 
nation prior  to  the  study.  DMSO, 
as  an  80  percent  gel,  was  ap- 
plied topically  to  the  body  sur- 
face in  a single  daily  dose  of  1 
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TABLE  1 


Ocular  measurements  In  humans  treated  with  DMSO  as  compared  with  controls. 


Difference  From00 

Examination  Time  (Weeks)0  Base-Line  (Mean) 


Base-Line 

2 

12 

16 

2 

12 

16 

Accommodation  (cm) 
Control 
Treated 

21.3  ± 11.2 

18.4  ± 7.1 

23.1  ± 12.1 

18.1  ± 7.4 

23.6  ± 12.1 
18.4  ± 6.1 

23.6  ± 15.2 
18.1  ± 6.0 

+ 1.8 
—0.3 

+ 1.5 
0 

+ 2.3 
—0.3 

Retinoscopy  (Diopters) 
Control 
Treated 

+ .03  ± 1.20 
—.09  ± 1.08 

+ .05  ± 1.15 
—.11  ± 1.09 

—.04  ± 1.26 
—.10  ± 1.14 

—.04  ± 1.29 
—.14  ± 1.16 

+ .02 
+ .02 

—.07 
+ .01 

—.07 
+ .05 

Refraction  (Diopters) 
Control 
Treated 

+ .31  ± 1.17 
+ .03  ± 1.13 

+ .21  ± 1.15 
—.02  ± 1.20 

+ .25  ± 1.13 
—.03  ± 1.19 

+ .27  ± 1.13 
—.05  ± 1.13 

—.10 

—.05 

—.06 

—.06 

—.04 

—.08 

Tonometery  (mm  Hg) 
Control 
Treated 

17.2  ± 3.9 
16.8  ± 2.8 

16.1  ± 2.8 
16.3  ± 2.0 

16.3  ± 2.1 
16.6  ± 1.6 

16.6  ± 2.1 
16.5  ± 1.9 

—1.1 

—0.5 

—0.9 

—0.2 

—0.6 

—0.3 

Near  Point  Convergence  (cm) 
Control  7.1  ± 3.7 

Treated  7.6  ± 4.0 

7.3  ± 3.0 
7.7  ± 3.6 

8.0  ± 3.2 
8.0  ± 4.0 

8.5  ± 4.0 
8.0  ± 3.6 

+ 0.2 
+ 0.1 

+ 0.9 
+ 0.4 

+ 1.4 
+ 0.4 

•mean  -+-  S.D.;  n = control  23,  treated  38. 

**  Values  calculated  as  mean  differences  from  base  line  measurements. 


g/kg  of  body  weight.  A treat- 
ment group  of  38  individuals 
received  this  medication  daily 
for  12  weeks.  A control  group 
of  18  individuals,  not  exposed  to 
DMSO,  was  studied  in  a similar 
manner.  Examinations  were 
conducted  at  weekly  intervals 
for  12  weeks.  Follow-up  exami- 
nations were  made  at  4,  12,  24, 
and  52  weeks  after  stopping  the 
drug.  Treatment  was  super- 
vised by  medical  technicians 
and  physicians. 

Eyes  were  examined  using  the 
following  parameters:  a.  accom- 
modation, in  cm,  on  a Prince 
Rule  as  the  initial  blurring  of  a 
fixation  target  advancing  toward 
the  eye;  b.  near  point  of  con- 
vergence, in  cm,  from  the  bridge 
of  the  nose  to  the  nearest  point 
where  it  was  no  longer  possible 


to  maintain  binocular  vision; 
c.  ocular  tension,  in  the  supine 
position,  as  mm  of  mercury 
using  the  Schiotz  mechanical 
tonometer  under  topical  anes- 
thesia; d.  cycloplegic  streak 
retinoscopy  twenty  minutes 
after  ocular  instillation  of  two 
drops  1 percent  tropicamide 
and  recorded  in  diopters  as  an 
average  spherical  equivalent  re- 
fractive error  of  both  eyes;  e.  cy- 
cloplegic refraction  five  minutes 
after  retinoscopy  and  recorded 
in  a similar  manner;  f.  visual 
acuity  using  Snellen  letters  at 
twenty  feet  and  thirteen  inches; 
g.  biomicroscopy  of  the  cornea, 
anterior  chamber,  iris,  and 
crystalline  lens  using  the  Haag- 
Streit  900  slit  lamp;  h.  periph- 
eral and  central  visual  field  ex- 
aminations on  a black  felt 


screen  at  one  meter  using  a 2 
mm  white  test  object;  i.  direct 
ophthalmoscopy  of  the  ocular 
fundus  through  the  dilated  pu- 
pil; and,  j.  pupillary  mydriasis,  a 
measurement  of  the  maximal 
pupillary  dilation  following  two 
drops  of  1 percent  tropicamide 
in  each  eye. 

results 

Subjects  treated  with  DMSO 
produce  a characteristic  respira- 
tory odor  previously  identified 
as  dimethyl  sulfide,  a metabo- 
lite. Individual  variations  ex- 
isted in  the  severity  of  this  odor 
which  diminished  in  intensity 
during  the  study  even  though 
the  daily  dosage  was  main- 
tained. 

Subjective  eye  complaints  con- 
sisted of  mild  photophobia  and 
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foreign  body  sensations.  Less 
frequently,  tearing,  blurring  of 
vision,  disturbances  in  periph- 
eral vision,  and  tiring  of  the 
eyes  were  mentioned.  These 
symptoms  were  not  substan- 
tiated by  any  of  the  testing 
criteria  and  did  not  persist  after 
medication  was  discontinued. 

Table  I represents  findings  for 
accommodation,  near  point  of 
convergence,  ocular  tension, 
cycloplegic  retinoscopy,  and  cy- 
cloplegic  refraction.  No  statis- 
tical difference  exists  between 
the  two  groups  or  within  the 
treated  group.  Considerable 


normal  variation  of  the  subjects 
within  treated  or  control  groups 
resulted  in  a large  standard  de- 
viation spread.  For  convenience 
of  comparison,  Table  I also  con- 
tains the  mean  difference  from 
base-line  readings  for  each  test. 
These  values  further  confirm  a 
lack  of  drug  effect.  Values  for 
the  follow-up  examinations  were 
statistically  unchanged  from  the 
16  week  reading  recorded  in 
Table  I. 

Slit  lamp  examination  re- 
vealed no  abnormal  corneal  or 
lens  changes.  The  normal  hu- 


man structural  variations  that 
were  observed  prior  to  therapy 
were  neither  altered  nor  en- 
hanced by  the  medication. 

Anatomic  variations  were 
not  observed  with  the  ophthal- 
moscope. 

The  extent  of  pupillary  my- 
driasis to  tropicamide  1 percent 
was  not  altered. 

Visual  function,  as  measured 
by  visual  acuity  and  peripheral 
visual  fields,  was  not  adversely 
affected.  ■ 

700  NE  47th  Ave.  (97213) 
(Dr.  Wood) 
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The  Chronic  Alcoholic 
as  a Motor  Vehicle  Operator 


ALFRED  CRANCER,  JR.,  M.A.,  Olympia,  Washington  / 
DENNIS  L.  QUIRING,  B.A.,  Seattle,  Washington 


Driver  record  files  of  the  Department  of  Motor  Vehicles  were 
checked  to  determine  which  of  515  persons  admitted  to  King 
County  Hospital  in  1964  and  diagnosed  as  chronic  alcoholics  had 
currently  valid  licenses.  Of  this  group,  375  were  not  currently  li- 
censed. The  140  chronic  alcoholics  who  were  currently  licensed 
were  compared  to  the  population  of  687,228  currently  licensed 
drivers  of  the  same  age  and  sex  distribution  living  in  the  same 
driving  environment. 

Accident  and  violation  rates  for  the  chronic  alcoholics  were 
statistically  higher  than  for  the  comparable  population  group.  In 
addition,  fewer  had  driving  records  clear  of  accidents  and  viola- 
tions. 

When  compared  to  the  population,  the  chronic  alcoholics  had 
a larger  proportion  of  violations  for  drunken  driving,  reckless  driv- 
ing, hit  and  run,  driving  while  suspended,  and  negligent  driving. 
However,  they  had  fewer  violations  for  speeding,  failure  to  stop, 
failure  to  yield,  and  defective  equipment.  The  proportion  of  in- 
jury accidents  for  this  group  was  greater  than  for  the  population. 
None  of  the  group  had  been  involved  in  a fatal  accident. 


Purpose  of  this  study  is  to 
summarize  the  driving  ex- 
perience of  a group  of  chronic 
alcoholics  and  compare  them  to 
a population  of  the  same  sex 

From  Washington  State  Department 
of  Motor  Vehicles  Research  Division. 

Mr.  Crancer  is  Chief  Research  Scien- 
tist, Department  of  Motor  Vehicles. 

Mr.  Quiring  is  a Junior,  University 
of  Washington  School  of  Medicine. 

Subjects  studied  are  designated  as 
alcoholics  in  this  report  merely  to 
identify  a group.  The  authors  wish  to 
avoid  conveying  any  impression  that 
they  are  rendering  a judgment. 


and  age  composition,  all  living 
in  the  same  general  driving  en- 
vironment. 

Schmidt  and  Smart,  in  a some- 
what comparable  study,  ob- 
tained a list  of  98  male  drivers 
from  an  alcoholism  clinic  and 
compared  their  accident  and 
violation  pattern  with  the  popu- 
lation of  drivers  in  Ontario, 
Canada  for  several  years.1  They 
found  that  the  alcoholic  drivers 
had  a significantly  larger  num- 
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Table  1 


Accidents  and  Violations 

Mean  number  per  driver,  140  chronic  alcoholics  compared  with  population,  King  County 


Accidents  Violations  Accidents  + Violations 


Period 

group 

pop.1 

% dif.- 

group 

pop.1 

% dif.- 

group 

pop.1 

% dif  .2 

Jan.  1,  1961- 
Jun.  30,  1964 

0.10° 

0.04 

150.0 

1.05° 

0.53 

98.1 

1.15° 

0.57 

lul.8 

Jul.  1,  1964- 
Oct.  1,  1967 

0.51° 

0.33 

54.5 

0.81“ 

0.43 

88.4 

1.31“ 

0.76 

72.4 

Jan.  1,  1961- 
Oct.  1,  1967 

0.61° 

0.37 

63.9 

1.86“ 

0.96 

92.7 

.2.46° 

1.33 

85.6 

1.  Based  on  a King  County  population  with  an  age  and  sex  distribution  comparable  to  the  chronic  alcoholic  group. 

2.  Population  mean  used  as  the  base  figure  in  computing  the  percent  difference. 

* Indicates  a statistical  difference  (P  05)  when  compared  with  the  population  of  King  County  drivers. 


ber  of  accidents  per  year  and 
miles  driven.  In  addition,  they 
were  more  frequently  convicted 
for  drunken  and  impaired  driv- 
ing. No  adjustment  in  the  popu- 
lation or  sample  data  was  made 
to  reflect  the  difference  in  age 
and  sex  of  the  two  groups.  A 
similar  study  by  Waller  pro- 
duced comparable  results.2 

METHOD 

A list  was  obtained,  from  King 
County  Hospital,  Seattle,  of  the 
names  of  515  persons  admitted 
to  the  Hospital  in  1964  and 
diagnosed  at  that  time  as  being 
chronic  alcoholics.  Diagnosis 
was  based  primarily  on  the 
medical  history  obtained  at  the 
time  of  hospital  admission.  The 
range  of  alcoholism  for  this 
group  is  expected  to  be  large 
since  the  definition  of  chronic 
alcoholism  is  relatively  subjec- 
tive and  few  physicians  have  ex- 
tensive experience  with  this 
disease.  No  attempt  was  made 
to  interview  these  persons  to 
determine  the  seriousness  of  the 
alcoholism  or  to  exclude  those 
who  also  were  diagnosed  as 


having  other  physical  or  mental 
disorders. 

The  names  and  dates  of  birth 
for  each  of  the  515  persons  were 
obtained  from  hospital  records. 
Each  of  the  names  was  checked 
with  the  driver  license  records 
of  the  Department  of  Motor 
Vehicles.  A total  of  172  persons, 
or  33.4  percent,  were  licensed  at 
some  time  within  the  last  six 
years  in  the  State  of  Washing- 
ton. However,  only  140  persons 
of  this  group  satisfied  the  re- 
quirements for  selection  for 
study  in  this  project.  These  se- 
lection criteria  include  the  fol- 
lowing: 

1.  The  person  was  admitted  to 
King  County  Hospital  during  1964 
and  was  diagnosed  as  a chronic 
alcoholic. 

2.  He  was  a resident  of  King 
County  at  the  time  of  admission  to 
the  Hospital  in  1964. 

3.  He  was  a resident  of  King 
County  at  the  time  of  his  last  pre- 
vious driver  license  renewal  (with- 
in the  preceding  two  years). 

4.  He  had  a current,  valid,  State 
of  Washington  driver  license. 


The  140  chronic  alcoholics  of 
the  study  group  were  compared 
with  the  687,228  currently  li- 
censed, Washington  drivers  in 
King  County  of  the  same  age 
and  sex  distribution.  Three 
comparisons  were  made  of  acci- 
dents and  violations  accumu- 
lated during  the  period  January 
1,  1961  to  October  1,  1967: 

1.  Number  of  accidents. 

2.  Number  of  violations. 

3.  Type  of  violations. 

Eighty-one  percent  of  the  al- 
coholics of  the  study  group  were 
males  and  19  percent  were  fe- 
males. Median  age  for  the  males 
was  54.1  years;  for  females,  45.5 
years. 

RESULTS 

accident  and  violation  rates 

As  shown  in  Table  1,  the 
chronic  alcoholics  had  sta- 
tistically higher  accident  rates 
(P  <.05)  than  those  of  the  popu- 
lation (King  County)  of  the 
same  age  and  sex  distribution 
in  both  the  period  prior  to  and 
following  hospitalization.  For 
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TABLE  2 

Drivers  categorized  cccording  to  number  of  accidents3 


Number  of 

King  County  Drivers' 

Chronic  Alcoholics* 

Accidents 

Male 

% 

Female 

% 

M ale 

% 

Female 

% 

0 

69.39 

83.79 

57.53 

70.37° 

1 

22.11 

13.74 

26.55° 

18.52° 

2 

6.25 

2.09 

12.39° 

0 * 

3 

1.65 

0.31 

2.65 

11.11° 

4 

0.43 

0.06 

0.88 

0 

5 

0.12 

0.01 

0 

0 

6 

0.04 

Negl. 

0 

0 

7 

0.01 

Negl. 

0 

0 

8 

Negl. 

Negl. 

0 

0 

9 

Negl. 

0 

0 

0 

10+ 

Negl. 

0 

0 

0 

Total 

100.00 

100.00 

100.00 

100.00 

3.  Based  on 
October  1,  1967. 

valid  driving  records  covering 

the  period  January  1, 

1961  to 

4.  Number 

of  drivers,  King 

County  male 

401,927,  female  285,301; 

chronic 

alcoholics  male  113,  female  27. 


•Indicates  a statistical  difference  (P<.05)  when  compared  with  the  popu- 
lation of  King  County  drivers. 


TABLE  3 

Drivers  categorized  according  to  number  of  accidents  and  violations3 


Number  of 

Violations  King  County  Drivers ' Chronic  Alcoholics' 

and 


Accidents 

Male 

% 

Female 

% 

Male 

% 

Female 

% 

0 

42.10 

67.74 

23.02° 

40.75° 

1 

20.14 

17.91 

22.13* 

25.93° 

2 

12.80 

7.84 

16.81° 

7.41 

3 

8.11 

3.35 

12.39° 

0 ° 

4 

5.19 

1.53 

5.31 

11.11° 

5 

3.50 

0.75 

3.54 

3.70° 

6 

2.38 

0.40 

5.31“ 

3.70° 

i 

1.66 

0.21 

3.54 

3.70° 

8 

1.14 

0.11 

2.65 

0 

9 

0.81 

0.06 

4.42° 

0 

10+ 

2.17 

0.10 

0.88 

3.70° 

Total 

100.00 

100.00 

100.00 

100.00 

3.  Based  on  valid  driving  records  covering  the  period  January  1,  1961  to  October 
1,  1967. 

4.  Number  of  drivers,  King  County  male  401,927,  female  285,301;  chronic 

alcoholics  male  113,  female  27. 


•Indicates  a statistical  difference  (P  <.05)  when  compared  with  the  popu- 
lation of  King  County  drivers. 
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TABLE  4 


Drivers  categorized  according  to  type  of  violation3 


Type  of  Violation s 

Mandatory  License  Suspension 
Drunken  Driving 
Reckless  Driving 
Hit  and  Run 

Driving  While  Suspended 
Other 

Total  Mandatory 

Non-Mandatory  License  Suspension 
Speeding 
Failure  to  Stop 
Negligent  Driving 
Failure  to  Yield 
Improper  Turn 
Defective  Equipment 
Disobeying  Road  Signs 
Other 

Total  Non-Mandatory 

Grand  Total 


King  County 
Drivers* 

Chronic 

Alcoholics 

% 

% 

1.92 

14.62° 

0.57 

2.31 

0.16 

1.15 

0.21 

0.38 

0.58 

3.08 

3.44 

21.54° 

42.33 

20.39° 

13.73 

11.15° 

7.31 

19.23* 

7.14 

4.23° 

4.89 

6.15 

4.47 

3.08 

2.88 

3.46 

13.81 

10.77 

96.56 

78.46° 

100.00 

100.00 

3.  Based  on  valid  driving  records  covering  the  period  January  1,  1961  to 
October  1,  1967. 

4.  Number  of  drivers,  King  County  male  401,927,  female  285,301;  chronic 
alcoholics  male  113,  female  27. 

5.  Number  of  violations.  King  County  663,285,  chronic  alcoholics,  260. 

* Indicates  a statistical  difference  (P<  05)  when  compared  with  the  popu- 
lation of  King  County  drivers. 


the  entire  period,  the  accident 
rate  of  the  study  group  was  64 
percent  higher  than  that  of  the 
population. 

Table  1 also  shows  that  the 
chronic  alcoholics  had  statis- 
tically higher  violation  rates 
(P  <.05 ) in  the  period  prior  to 
and  following  hospitalization 
and  for  the  entire  period.  The 
violation  rate  of  the  chronic 
alcoholics  for  the  near  seven- 
year  period  was  93  percent 
higher  than  the  corresponding 
rate  of  the  population. 

Combination  of  accidents  and 
violations  produced  similar  re- 
sults for  the  three  periods. 


In  all  three  periods  of  com- 
parison, the  percentage  differ- 
ence between  the  chronic  alco- 
holics and  the  population  was 
smaller  in  the  period  after  hos- 
pitalization than  prior  to  hospi- 
talization. However,  the  rates 
for  chronic  alcoholics  were  still 
statistically  higher  (P<.05),  54 
percent  higher  for  the  accident 
rate,  88  percent  higher  for  the 
violation  rate,  72  percent  higher 
for  the  accident  and  violation 
combination  rate. 

distributions  of  number  of  accidents 
and  violations 

Distributions  of  number  of 


accidents  and  accidents  com- 
bined with  violations  in  Tables 
2 and  3,  support  the  results  in 
the  above  paragraphs.  The  dis- 
tinguishing feature  of  the  distri- 
butions is  statistically  small  per- 
centages (P<.05)  of  driving  rec- 
ords clear  of  accidents  or  viola- 
tions, or  both,  for  the  study 
group  of  chronic  alcoholics. 

distribution  of  violations  by  type 
Distribution  of  violations  by 
type  on  the  records  of  the 
chronic  alcoholics  was  com- 
pared with  the  distribution  of 
violations  of  the  comparable 
King  County  population.  As 
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shown  in  Table  4,  chronic  alco- 
holics had  a higher  proportion 
of  violations  of  the  following 
types : 

1.  Drunken  driving  (7.6  times 
the  population  percentage,  statis- 
tically significant). 

2.  Reckless  driving  (4.1  times). 

3.  Hit  and  run  (7.2  times). 

4.  Driving  while  suspended  (1.8 
times). 

5.  Negligent  driving  (2.6  times, 
statistically  significant). 

6.  Improper  turn  (1.3  times). 

7.  Disobeying  road  signs  (1.2 
times). 

Three  types  of  violations  were 
significantly  underrepresented 
( P < .05 ) on  the  records  of 
chronic  alcoholics.  They  in- 
cluded speeding,  failure  to  stop 
and  failure  to  yield. 

DISCUSSION 

Since  this  study  is  primarily  a 
survey  of  driving  records  of  per- 
sons who  were  diagnosed  as 
chronic  alcoholics,  very  little  in- 
formation is  offered  on  the 


reasons  why  their  accident  and 
violation  rates  differ  from  those 
of  other  drivers  in  the  same 
general  environment.  Only  the 
factors  of  age,  sex,  and  county 
of  residence  were  equalized 
when  the  study  group  was  com- 
pared to  the  population  of  King 
County  drivers. 

Factors  that  may  significantly 
affect  this  group  are  driving  ex- 
posure, physiological  impair- 
ment, and  character  disorder. 
The  nature  of  our  agreement 
with  King  County  Hospital  con- 
cerning protection  of  privacy 
prevented  us  from  contacting 
the  persons  and  obtaining  this 
type  of  information. 

not  from  Skid  Road 

In  order  to  determine  if  the 
difference  between  chronic  alco- 
holics and  King  County  drivers 
might  be  due  to  a difference  in 
socio-economic  background,  the 
addresses  of  the  112  members  of 
the  study  group  residing  in  Se- 
attle were  plotted  on  a city  map, 
Figure  1.  The  scattered  distri- 


bution of  the  plotted  points, 
along  with  a knowledge  of  the 
locations  of  the  high  and  low 
socio-economic  areas  of  the  city, 
indicates  that  the  chronic  alco- 
holics are  not  likely  to  be  from 
one  type  of  socio-economic 
background.  Instead,  they  are 
likely  to  be  from  many  different 
backgrounds,  similar  to  those  of 
the  population  to  which  they 
were  compared. 

A misuse  of  the  data  pre- 
sented here  would  be  to  infer 
that  it  represents  the  large 
group  of  “drinking  drivers.”  No 
inference  in  this  direction  is  in- 
tended. Rather,  the  data  are 
intended  to  approximate  the 
population  of  currently  licensed, 
chronic  alcoholics  who  are  op- 
erating motor  vehicles  in  King 
County. 

An  attempt  was  made  to  de- 
termine the  extent  of  current 
driving  exposure  for  the  large 
group  (67  percent)  of  chronic 
alcoholics  who  had  not  been  li- 
censed within  the  preceding  six 
years  but  were  hospitalized.  The 


TABLE  5 

Drivers  categorized  according  to  type  of  accident3 


King  County 

Chronic 

Type  of  Accident 6 

Drivers' 

Alcoholics 

% 

% 

Fatal 

0.27 

0 

Injury 

23.27 

30.59° 

Property  Damage 

76.46 

69.41° 

Total 

100.00 

100.00 

3.  Based  on  valid  driving  records  covering  the  period  January  1,  1961  to 
October  1,  1967. 

4.  Number  of  drivers,  King  County  male  401,927,  female  285,301;  chronic 
alcoholics  male  113,  female  27. 

6.  Number  of  accidents,  King  County,  224,373;  chronic  alcoholies,  85. 
♦Indicates  a statistical  difference  (P<[.05)  when  compared  with  the  popu- 
lation of  King  County  drivers. 
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SNOHOMISH  COUNTY 


Figure  1.  Place  of  residence  of  alco- 
holics studied.  Homes  of  112  were  in 
Seattle,  28  in  King  County  outside 
Seattle. 


Department’s  motor  vehicle  reg- 
istration records  showed  that 
only  9 percent  of  this  group 
owned  automobiles.  Although 
we  cannot  assume  that  any  one 
of  these  persons  currently  oper- 
ates a vehicle  simply  because  a 
vehicle  is  registered  in  his  name, 
we  can  assume  from  this  small 
number  that  the  probable  driv- 
ing exposure  of  this  group  of 
chronic  alcoholics  is  quite  lim- 
ited. 


CONCLUSION 

Information  that  a problem 
driver  is  also  a chronic  alcoholic 
would  be  valuable  in  estimating 
his  likelihood  of  driving  safely. 
Examination  of  violations  and 
accidents  on  a driving  record 
may  be  a clue  to  identification 
of  a person  with  a severe  alcohol 
problem. 

On  the  basis  of  the  data,  the 
likelihood  for  driver  improve- 
ment after  hospitalization  ap- 
pears to  be  small.  This  demon- 
strates the  need  for  developing 
effective  treatment  and  license 
control  programs  for  this  class 
of  drivers.  ■ 

Department  of  Motor 
Vehicles  (98501 ) 
(Mr.  Crancer) 
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1968  Manuscript  Contest  Winner 


Wolfgang  F.  Kluge,  winner  of  the  1968  Manuscript  Contest,  and  Mr.  Fred  F.  Davis, 
manager  of  the  Northwest  Division  of  Encyclopaedia  Britannica,  Inc.  Mr.  Davis  holds 
the  Encyclopaedia  Britannica  plaque  awarded  to  the  winner.  Mr.  Davis  presented  this 
plaque  and  the  24  volume  set  of  Encyclopaedia  Britannica  at  the  September  meeting 
of  Washington  State  Medical  Association.  The  awards  were  accepted  by  Nenad  Belie, 
M.D.,  for  Dr.  Kluge  who  was  visiting  in  Germany  at  the  time. 

Dr.  Kluge  also  won  the  NORTHWEST  MEDICINE  plaque  and  a check  for  $200. 
His  winning  manuscript  appears  in  this  issue. 


Computer  Search  of  Literature  for  the  Northwest 


All  requests  for  search  of  medical  literature 
through  Medical  Literature  Analysis  and  Retrieval 
System  (MEDLARS)  from  Oregon,  Montana, 
Washington,  Idaho,  and  Alaska  are  to  be  sub- 
mitted to  the  Health  Sciences  Library  at  the  Uni- 
versity of  Washington.  This  new  assignment  be- 
came effective  January  1.  It  is  part  of  the  program 
of  the  National  Library  of  Medicine  in  making  each 
regional  library  responsible  for  both  library  service 
and  literary  search  in  its  assigned  area. 

When  a request  for  search  of  the  literature  is 
received  at  a regional  library  it  is  necessary  to 
prepare  what  is  called  a search  formulation.  This 
is  a list  of  key  words  and  a computer  program.  It 
must  be  prepared  by  specially  trained  technicians 
who  understand  both  medical  literary  references 


and  computer  application.  Since  a tremendous 
volume  of  material  is  thus  opened  to  search  for 
pertinent  references,  it  is  necessary  to  have  all 
possible  information  on  the  subject  on  which  infor- 
mation is  being  sought.  The  daily  volume  of 
throw-away  mail  is  nothing  compared  to  the  pro- 
ductive capacity  of  the  computers  at  the  National 
Library  of  Medicine,  unless  the  program  is  pre- 
cise and  narrow. 

With  this  service  added  to  the  excellent  library 
service  now  available,  there  is  ready  access  to  most 
of  the  biomedical  literature  of  the  world  through 
a Northwset  source.  Requests  for  search  should 
be  addressed  to  Pacific  Northwest  Regional  Health 
Sciences  Library,  University  of  Washington,  Se- 
attle, Washington  98105.® 
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Third  Annual 


NORTHWEST  MEDICINE 

MANUSCRIPT  CONTEST 

Open  to  interns  and  residents  of  Hospitals  in  Oregon,  Washington  and  Idaho 

Author  of  winning  manuscript  will  receive: 

$200  cash 

A bronze  plaque  from  NORTHWEST  MEDICINE 
The  Encyclopaedia  Britannica,  24  volumes 
A bronze  plaque  from  Encyclopaedia  Britannica,  Inc. 


RULES 

1.  Those  eligible  to  compete  must  be  enrolled  in  an  internship  or  residency  approved 
by  the  American  Medical  Association. 

2.  The  article  may  present  any  subject  in  the  general  field  of  medicine.  If  in  the  field 
of  fundamental  investigation,  current  or  future  application  to  clinical  medicine  will  be 
considered  by  the  judges. 

3.  The  manuscript  should  not  comprise  more  than  five  and  one-half  double-spaced, 
typewritten  pages.  The  manuscript  should  be  submitted  in  form  described  in  a printed 
list  of  requirements,  obtainable  from  the  editor. 

4.  Manuscripts  must  be  submitted  to  the  Editor  of  NORTHWEST  MEDICINE,  not  later  than 
July  1,  1969.  Accompanying  letter  must  indicate  entry  in  this  competition. 

5.  Manuscripts  will  be  judged  by  a committee  of  the  Editorial  Advisory  Board  of 
NORTHWEST  MEDICINE. 

6.  The  winning  manuscript  will  be  published  in  NORTHWEST  MEDICINE.  Other  manu- 
scripts may  be  accepted  for  publication  if  recommended  by  the  judges.  Such  selection 
shall  constitute  an  Honorable  Mention  award. 

7.  Prize  award  will  be  made  at  an  annual  meeting  of  the  state  medical  association 
of  the  state  from  which  the  manuscript  originated. 
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GENERAL  NEWS 


Medical  Radio  Conferences 


Telephone  and  radio  are  used  to  make  programs 
fit  needs  in  the  conferences  being  presented  jointly 
by  University  of  California  School  of  Medicine  and 
University  of  Washington  School  of  Medicine.  Fac- 
ulty members  at  the  two  medical  schools  seek  ques- 
tions and  comments  during  the  programs  and  will 
accept  collect  calls  to  a telephone  number  announced 
during  each  conference.  The  series  started  Janu- 
ary 14. 

The  conferences  are  broadcast  each  Tuesday, 
12:30  to  1:30  pm,  Pacific  Standard  Time,  and  will 
continue  through  April,  as  now  scheduled.  Addi- 
tional programs  and  inclusion  of  other  topics  will 
depend  on  response  from  listeners.  One-third  of  the 
conferences  will  be  presented  by  the  University  of 
Washington  School  of  Medicine,  one-third  by  the 
University  of  California  School  of  Medicine  and  one- 
third  will  be  joint  programs. 

Major  population  centers  in  Oregon  and  Washing- 
ton will  be  covered.  No  stations  in  Idaho  have 
scheduled  these  programs  as  yet.  All  broadcasts  are 
on  open  circuit  basis,  from  stations  using  frequency 
modulation.  They  are: 


Eugene 

KBMC-FM 

94.5 

Medford 

KBOY-FM 

93.3 

Portland 

KLIQ-FM 

92.3 

Tacoma 

KTNT-FM 

97.3 

Seattle 

KUOW-FM 

94.9 

Bellingham 

KERI-FM 

104.3 

Spokane 

KXLY-FM 

99.9 

PROGRAMS 

21  January— Cystic  Fibrosis  in  Children  and  Adults 

UW  Faculty: 

JACK  M.  DOCTER,  M.D. 

THOMAS  F.  SHEEHY,  M.D. 

STANLEY  J.  STAMM,  M.D. 

28  January— Diabetes 

UW  and  UC  Faculties: 

ROBERT  H.  WILLIAMS,  M.D. 

PETER  FORSHAM,  M.D. 

4 February 

UC  Faculty— To  be  announced 

1 1 February— Non-contraceptive  Use  of  Estrogenic 
compounds 

UW  and  UC  Faculties 

WILLIAM  L.  HEINRICKS,  M.D. 

UC  to  announce 

18  February— Prevention  and  Treatment  of  RH 
Disease 
UW  Faculty: 

ELOISE  GIBLETT,  M.D. 

WAYNE  JOHNSON,  M.D. 

THOMAS  K.  OLIVER,  M.D. 

25  February 

UC  Faculty— To  be  announced 

4 March— Management  Problems  of  Osteomyelitis 

UW  Faculty: 

D.  KAY  CLAWSON,  M.D. 

WILLIAM  M.  M.  KIRBY,  M.D. 


LIFESAVING  BRACELETS 


More  than  170,000  Americans  have 
their  lives  protected  by  this  bracelet. 
The  nonprofit  Medic  Alert  Founda- 
tion of  Turlock,  California,  provides 
the  signaling  device  for  the  one  person 
in  five  who  have  a special  or  “hidden” 
medical  problem.  The  American  Med- 
ical Association  estimates  that  forty 
million  Americans  should  be  wearing 
some  sort  of  medical  warning  device. 
One  side  of  the  emblem  has  the  words 
“Medic  Alert”  and  the  staff  of  Aescu- 
lapius to  warn  emergency  personnel 
that  a special  medical  problem  exists. 


On  the  back  is  engraved  the  member’s 
medical  problem,  such  as  “Diabetes,” 
“Allergic  to  penicillin,”  et  cetera.  A 
24-hour  a day  collect  telephone  num- 
ber and  an  individual  serial  number 
also  engraved  on  each  emblem  pro- 
vides an  additional  link  with  life  for 
the  member.  A one-time  basic  fee  of 
$5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to: 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 
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OREGON 


Oregon  Medical  Association- 2164  s.w.  park  place,  Portland,  Oregon  97205 


president  J.  Richard  Raines,  M.D.,  Portland 

secy.-treas.  Lawrence  M.  Lowell,  Portland 

executive  secy.  Robert  O.  Bissell,  Portland 

Annual  Meeting,  Sept.  23-27,  1969,  Portland 


Medical  Society  Names  President-Elect 


JOHN  BUSSMAN,  M.D. 


John  Bussman  was  named  president-elect  of  the 
Multnomah  County  Medical  Society,  and  will  be- 
come its  48th  president  December  1969.  Thomas 
L.  Meador  received  the  Society’s  annual  “Service 
Award”  for  his  many  contributions  in  furthering  the 
Society’s  goals  of  promoting  the  science  and  art 
of  medicine  and  the  betterment  of  public  Health. 

Roscoe  K.  Miller,  who  retired  December  31,  1968, 
as  executive  secretary  of  the  Oregon  Medical  Asso- 
ciation, was  given  honorary  membership  in  the 
Multnomah  County  Medical  Society— one  of  seven 
persons  to  hold  this  distinction  at  present. 

Dr.  Bussman  is  a specialist  in  pediatrics  and  in 
pedriatic  cardiology',  in  private  practice  in  Portland. 
He  graduated  from  the  Unversity  of  Minnesota  Med- 
ical School  in  1947  and  has  served  as  first  vice 
president,  secretary  and  treasurer  of  the  Multnomah 
Comity  Medical  Society.  He  is  now  an  associate 
clinical  professor  of  pediatrics  at  the  University  of 
Oregon  Medical  School. 


THOMAS  L.  MEADOR,  M.D. 


Dr.  Meador,  who  has  served  as  Portland’s  City 
Health  Officer  for  the  past  26  years,  prior  to  its 
merger  with  the  Multnomah  County  Division  of 
Public  Health  in  July  of  this  year,  received  the 
“Service  Award”  from  outgoing  Medical  Society 
President  Clinton  McGill. 

“The  past  year  saw  the  climax  to  Dr.  Meador’s 
long  and  dedicated  efforts  in  urging  a merger  and 
consolidation  of  the  city  and  county  health  depart- 
ments,” Dr.  McGill  said. 

Dr.  Meador  graduated  from  UOMS  and  received 
a Master  of  Public  Health  degree  from  Yale  Uni- 
versity. He  was  named  Assistant  City  Health  Of- 
ficer in  1938,  and  became  City  Health  Officer  in 
1942,  serving  in  that  department  until  the  city  and 
county  departments  merged  this  year.  Dr.  Meador 
now  serves  as  Assistant  Health  Officer  for  the  com- 
bined health  departments.  ■ 
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You  Can  Write  a Good  Grant  Application 


M.  RONALD  PARELIUS,  U.B.,  Portland,  Oregon 


To  prepare  and  write  a planning  grant  you  must 
first  have  all  the  facts  on  what  the  granting  agency 
wants  to  support  and  on  the  program  you  plan  to 
submit.  Once  the  facts  are  in  hand,  logic  serves  as 
the  guide  in  developing  the  program  and  writing 
the  application. 

The  actual  putting  together  of  an  application  can 
best  be  divided  into  two  segments.  First,  techniques 
in  planning  and  writing  an  application  and,  second, 
points  that  should  be  stressed  within  the  application. 

These  are  some  of  the  techniques  to  keep  in  mind: 

1.  Get  a copy  of  all  the  rules  and  regulations  is- 
sued by  the  granting  body  and  review  them  thor- 
oughly. Carefully  note  any  possible  conflict  between 
the  program  being  authorized  by  the  granting  agen- 
sy  and  the  one  you  intend  to  present.  In  addition  to 
rules  and  regulations,  note  such  basic  requirements 
as  layouts,  order  of  material  presentation,  number  of 
copies  to  be  provided,  borders,  and  other  specifica- 
tions. 

Once  this  material  has  been  digested,  use  the 
telephone  to  clear  up  any  remaining  questions. 
Using  the  phone  instead  of  writing  serves  a dual 
purpose.  Your  questions  are  answered  and  you  es- 
tablish personal  contact  with  one  or  more  individuals 
in  Washington  representing  the  granting  agency. 
And,  it  is  quite  possible  that  the  same  people  may 
be  involved  in  the  process  of  reviewing  your  pro- 
posal. If  an  intermediate  body  is  going  to  review 
your  proposal,  such  as  the  Regional  Advisory  Board 
established  under  the  Heart,  Cancer,  Stroke  Pro- 
gram, requirements  of  this  group  as  well  as  require- 
ments of  the  government  agency  should  be  kept 
clearly  in  mind. 

The  friendlier  your  contact  is  with  the  granting 
agency  representatives  the  better  your  chance  is  of 
getting  the  specific  information  needed  to  insure  the 
most  favorable  treatment  of  your  application.  These 
people,  when  informed  of  your  plans,  can  give  you 
specific  direction  with  regard  to  what  the  granting 
agency  is  seeking.  As  valuable  as  information  on 
what  they  are  seeking,  is  information  on  what  they 
are  not  seeking. 

2.  If  possible,  secure  a copy  of  a successful  plan- 
ning grant  application.  By  successful,  I mean  one 
that  has  been  funded.  This  can  be  difficult  as  the 


Presented  at  a special  conference  on  comprehensive 
health  planning,  Oregon  Medical  Association,  Medford, 
Oregon,  July  28,  1968. 

Mr.  Parelius  is  Director  of  Research  Services,  University 
of  Oregon  Medical  School. 


program  director  may  not  want  to  distribute  copies 
of  his  funded  program.  If  he  does  not,  a personal 
visit  to  the  site  of  the  successful  project  can  be  an 
excellent  substitute.  During  such  a visit  some  sub- 
jects that  might  be  pursued  in  detail  are:  What 
were  the  agency  site  visitors  particularly  interested 
in?  What  questions  did  they  ask?  What  parts  of  the 
application  or  plan  were  praised,  and  what  parts 
were  questioned  closely  or  deleted  from  the  pro- 
gram? What  items  seem  to  strike  a responsive  cord 
among  the  reviewers?  Answers  to  these  questions 
will  give  you  an  invaluable  insight  into  the  areas 
the  reviewers  considered  important. 

3.  Once  steps  1 and  2 have  been  completed  you 
should  review  your  planned  program  in  light  of  all 
the  information  you  have  gathered.  Then,  you 
must  decide  whether  the  requirements  of  the  grant- 
ing agency  will  allow  you  to  carry  out  your  pro- 
gram as  planned.  If  not,  will  changes  you  must 
make  still  provide  a program  of  value  to  you?  You 
might  find  that,  in  order  to  secure  funding,  you  are 
going  to  do  a project  that  will  not  entirely  meet 
your  needs.  Responsibilities  and  obligations  are 
assumed  when  an  application  is  submitted  and  fund- 
ed. Thus,  you  should  be  very  sure  that  the  program 
you  are  submitting  will  actually  serve  your  purpose 
and  is  not  simply  a way  to  raise  funds. 

4.  Writing  of  the  actual  application  should  be 
assigned  to  one  individual.  This  person  should  have 
the  necessary  staff  to  research  the  information  that 
must  be  included  in  the  grant.  He  should  write  the 
entire  document.  I have  seen  instances  of  a multi- 
part program  having  been  written  by  several  indi- 
viduals, each  covering  the  portion  of  the  applica- 
tion with  which  he  was  most  familiar.  Such  an  ap- 
plication is  difficult  for  the  reviewers  to  read  as 
there  is  no  continuity  in  language  or  style. 

The  individual  writing  the  application  should 
have  authority  to  use  his  own  style  and,  insofar  as 
format  allows,  his  own  logically  arranged  presenta- 
tion. Someone  who  has  been  successful  in  previous 
grant  submissions  is,  of  course,  the  ideal  person  to 
write  the  final  draft. 

5.  Actual  preparation  of  the  grant  application 
is  an  exercise  in  clear,  concise  writing.  Several  prin- 
ciples, however,  should  be  kept  in  mind: 

a.  Follow,  exactly,  the  format  provided  by  the 
granting  agency. 

b.  Don’t  go  into  too  much  detail.  Explain 
your  program  without  getting  into  the  specifics  of 
how.  For  instance,  the  statement  may  be  made  that 


52 

Northwest  Medicine,  January,  1969 


D 


statistics  of  disease  prevalence  will  be  gathered 
from  available  sources  such  as  County  Public  Health 
records.  Stop  there— don’t  explain  the  method  of 
gathering  this  information  unless  it  is  necessary  to 
clarify  another  step  in  the  plan  or  possibly  to  sup- 
port some  budgetary  item  such  as  a statistician  or 
research  associate.  Tell  what  will  be  done,  not  how 
it  will  be  done. 

c.  Don’t  try  to  overwhelm  the  reviewers  with 
your  knowledge  in  a technical  field.  I once  saw  a 
grant  application  that  consisted,  in  part,  of  five 
pages  of  advanced  mathematical  equations.  Only 
two  or  three  members  of  the  granting  agency  re- 
view panel  could  possibly  wade  through  this  infor- 
mation with  any  degree  of  understanding.  In  such 
cases,  the  chances  of  approval  become  negligible;  in 
fact,  non-existent. 

d.  Make  it  simple.  An  application  that  went 
through  one  National  Institute  of  Health  Study 
Section  very  rapidly  was  one  in  which  the  investi- 
gator stated  his  problem  very  simply.  He  began  by 
explaining  that  as  a part  of  previous  research  he 
was  pursuing  a given  line  of  inquiry.  In  doing  so, 
he  used  a standard  test  that  had  been  developed 
and  had  appeared  in  the  earlier  literature.  In  per- 
forming this  test,  however,  he  observed  a result  not 
previously  described  in  any  publication.  He  ex- 
plained that  if  the  result  he  saw  was  indeed  factual, 
it  had  very  definite  implications.  He  then  outlined 
the  implications.  With  this  background  he  then 
simply  asked  for  the  funds  necessary  to  pursue  a 
given  course  of  action  that  would  establish  the 
validity  of  his  observation.  His  application  went 
through  the  reviewing  body  with  very  few  questions 
being  asked  and  his  program  was  funded  in  its 
entirety. 

e.  If  the  application  is  turned  down,  find  out 
why.  Was  it  simply  a lack  of  funds,  or  were  there 
some  problems  in  the  proposed  program  that  caused 
the  reviewing  body  to  disapprove  it?  With  this 
information  you  can  evaluate  the  possibilities  of 
approval  upon  reapplication. 

In  addition  to  these  items  of  technique  there  are 
a number  of  points  that  should  be  stressed  in  the 
application.  All  grant  application  formats  allow 
their  inclusion,  even  though  they  may  not  be  spe- 
cifically requested. 

1.  The  reviewer  must  understand  that  you  have 
an  individual  professionally  qualified  to  conduct  the 
program  as  outlined  and  to  accomplish  its  objective. 
The  availability  of  this  individual,  or  individuals  in 
the  case  of  larger  programs,  with  the  necessary  skills 
and  time  is  imperative.  Regardless  of  program  con- 
tent, if  you  do  not  have  a qualified  person  to  direct 
the  project,  there  is  little  likelihood  of  its  being 
funded. 


2.  Equally  important  as  having  a professionally 
qualified  director  is  the  availability  of  needed  sup- 
portive staff  and  physical  facilities.  If  key  staff 
members  are  to  be  hired  you  should  state  that 
qualified  individuals  are  available.  The  same,  of 
course,  should  be  done  for  any  special  facilities  that 
will  be  necessary  in  the  program. 

3.  A detailed  plan  of  procedure  must  be  included. 
The  details  should  clarify,  yet  exclude  minutiae. 
Make  the  statement  concise,  remembering  that  re- 
viewers will  have  many  applications  to  read  and 
review.  If  you  set  forth  your  problem  and  its  solu- 
tion in  a short,  intelligible  manner,  you  will  make 
it  easier  for  the  reviewers  to  understand  it,  and 
consequently,  easier  for  them  to  approve. 

4.  Include  in  the  application  a detailed  plan  for 
program  evaluation.  One  of  the  biggest  problems 
in  many  of  the  medical  care  and  treatment  programs 
funded  in  the  past  few  years  is  the  lack  of  a de- 
tailed evaluation  procedure.  As  this  deficiency  has 
become  more  and  more  noticeable,  greater  emphasis 
has  been  placed  on  this  particular  aspect  by  all 
reviewing  bodies. 

5.  If  cooperation  of  individuals  or  agencies  not 
participating  in  the  grant  application  will  be  needed, 
indicate  in  your  application  that  exploratory  talks 
have  been  undertaken  and  that  the  necessary  help 
in  the  program  will  be  forthcoming.  If  the  program 
involves  the  practicing  physician,  has  his  opinion 
been  taken  into  consideration  in  drawing  up  the 
final  application  and  program?  If  nurses  or  some 
of  the  other  allied  health  personnel  are  to  be  a part 
of  the  program,  have  they  been  consulted  and  have 
they  basically  approved  the  approach  being  made? 
Three  items  should  be  mentined  in  this  regard: 

a.  Be  sure  to  explain  your  planned  system  of 
communication— both  the  distribution  of  informa- 
tion and  the  feedback  mechanism.  Once  the  program 
is  under  way  this  is  almost  the  only  way  of  insur- 
ing proper  follow-through. 

b.  Indicate  the  resources  and  information  al- 
ready available  within  the  state  and  the  willingness 
of  the  various  agencies  to  cooperate  in  providing 
information. 

c.  Discuss  other  programs  that  are  similar 
in  nature,  if  they  exist.  In  the  case  of  the  Compre- 
hensive Health  Planning  Program,  the  Heart,  Can- 
cer, Stroke  legislation  should,  of  course,  be  con- 
sidered. 

6.  Include  a description  of  the  program’s  total 
administrative  structure.  Explain  the  structure  as  it 
exists  within  the  community  as  well  as  within  the 
state,  or  other  planning  unit. 

7.  Show  how  the  project,  if  successful,  will 
benefit  others,  beyond  your  local  community  boun- 
daries. Is  any  thing  novel  being  incorporated?  Is 
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there  a new  method  or  procedure  included  that 
will  either  help  establish  a principle  of  medical  care 
or  point  out  a more  efficient  method  of  handling 
the  vast  number  of  patients?  Although  the  program 
focus  may  be  strictly  within  a state,  an  ability  to 
show  that  it  could  possibly  provide  a much  broader 
base  or  application  will  definitely  help  the  applica- 
tion when  granting  agency  funds  are  in  short  supply. 

8.  Another  item  that  should  be  stressed,  if  it 


exists,  is  the  future  self-supporting  nature  of  your 
program.  Once  again  in  times  of  fund  shortages 
this  may  be  the  saving  feature  within  the  program 
itself. 

While  the  above  points  may  be  valuable  as 
touchstones  in  writing  a grant  application,  common 
sense  and  a clear,  concise  plan  are  the  basic 
requirements.  ■ 


UOMS  Appointments 


ANN  GARNER,  PH.D. 


Appointment  of  Ann  Garner,  Ph.D.,  as  professor 
of  medical  psychology  in  the  Crippled  Children’s 
Division,  and  John  B.  Marks,  Ph.D.,  as  associate 
professor  of  psychiatry  (child  psychology)  has  been 
announced  by  Charles  N.  Holman,  dean  of  the 
University  of  Oregon  Medical  School. 

Dr.  Garner  received  her  bachelor’s  degree  from 
Carleton  College  in  Northfield,  Minnesota;  her  mas- 
ter’s degree  from  Radeliffe;  and  her  doctorate  from 
Stanford  University.  Before  joining  the  Medical 
School  faculty  she  had  served  on  the  faculties  of 


JOHN  B.  MARKS,  PH.D. 


Stanford,  the  University  of  Wisconsin,  the  Univer- 
sity of  Illinois  Medical  School  and  the  University 
of  Nebraska. 

Dr.  Marks  earned  his  bachelor’s  degree  from  the 
University  of  Chicago;  his  master’s  from  the  Uni- 
versity of  Wisconsin;  and  his  Ph.D.  from  the  Uni- 
versity of  California.  He  has  worked  in  various  fed- 
eral government  bureaus  and  Veterans  Administra- 
tion hospitals,  was  on  the  faculty  at  the  College  of 
Puget  Sound  (Tacoma,  Washington)  and  prior  to 
joining  UOMS  was  director  of  the  Mental  Health 
Research  Institute  at  Ft.  Steilacoom,  Washington.  ■ 


Pitcairn  Takes  Post 


Donald  M.  Pitcairn,  formerly  Professor  of  Medi- 
cine at  the  University  of  Oregon  Medical  School, 
has  been  appointed  Chief  of  the  Physician  Edu- 
cation Branch  in  the  Division  of  Physician  Man- 
power, National  Institutes  of  Health. 

Dr.  Pitcairn  attended  Harvard  College  from  1939 
to  1942  when  he  entered  UOMS  from  which  he 
graduated  in  1945.  After  completing  his  intern- 
ship at  the  UOMS  Hospitals  and  Clinics  and  his 
military  service  at  Veterans  Administration  Hos- 
pitals in  Walla  Walla  and  Vancouver,  Washington, 
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Dr.  Pitcairn  undertook  further  training  in  thoracic 
surgery  and  internal  medicine  at  UOMS.  From 
1949  to  1952  he  was  instructor  in  physiology  at 
UOMS.  He  then  spent  two  years  as  an  assistant 
in  medicine  at  Peter  Bent  Brigham  Hosjfital,  Boston, 
returning  to  academic  medicine  at  the  University  of 
Oregon  in  the  Department  of  Medicine. 

He  served  as  Director  of  the  Pulmonary  Function 
Laboratory,  Head  of  the  Division  of  Chest  Diseases 
and  assisted  in  the  early  development  of  the  open 
heart  surgical  program  at  the  Medical  School.  ■ 


GRASS  ROOTS  STIRRINGS 


Organized  Medicine  and  Politics 

Labor  lobbyist,  physicians,  welfare  mother,  attorney— all  spoke  by  request 
on  Organized  Medicine  and  Politics.  They  presented  the  first  annual  ‘‘Great  De- 
cisions in  Medicine”  program,  a feature  of  the  fall  1968  OMA  meeting. 

John  Tysell,  who  spoke  first,  is  a Eugene  internist,  a past  president  of  OMA, 
active  in  OMA  and  AMA  affairs,  the  founder  and  a member  of,  the  Grass  Roots 
Committee. 


Dr.  Tysell:  The  House  of  Delegates  of  the  OMA, 
in  1967,  directed  the  president  to  appoint  a Grass 
Roots  committee  to  examine  the  functioning  of  our 
Association.  I have  acquired  a liberal  education  by 
appointing  myself  to  this  Grass  Roots  Committee.  I 
am  very  proud  to  take  the  credit  for  appointing  this 
committee,  and  I think  it  took  a certain  amount  of 
courage,  because  really  its  purpose  was  to  criticize 
and  analyze  the  functioning  of  “the  establishment.” 

My  own  personal  fanaticism  is  in  trying  to  figure 
out  how  to  make  the  democratic  process  work  bet- 
ter, not  only  in  our  government,  which  I think  is 
terribly  important,  but  also  in  organized  medicine 
and  other  groups  that  we  have,  some  of  which  are 
represented  here  at  the  table.  It’s  no  good  to  have 
a group  action  if  they  implement  decisions  not  truly 
made  by  a well  functioning  democratic  process. 

This  democratic  process  that  we  talk  about  is  a 
pretty  cumbersome  thing.  It’s  an  outgrowth  of  the 
English  common  law  system,  the  adversary  system. 
For  here  are  various  competing  centers  of  power, 
pushing  and  pulling,  and  using  their  selling  power 
and  influence  to  make  their  will  prevail.  It  is  im- 
precise, it  is  sometimes  ambiguous  and  it  is  always 
frustrating.  Mr.  Churchill  said  “it’s  the  worst  pos- 
sible form  of  government  ever  invented  except  for 
all  known  alternatives.”  And  this  is  my  thesis:  that 
we  understand  it;  that  we  be  patient  with  it:  and 
that  we  see  that  all  competing  centers  of  power 
have  the  right  to  push  and  pull,  and  are  motivated 
to  do  so,  so  that  we  can  come  up  with  a truly  just 
result.  You  know  what  happens,  and  I am  sure  it 
happens  in  our  legal  system,  when  we  have  a very 
powerful  defense  and  no  prosecution  or  vice  versa. 
We  have  to  have  a balanced  and  well-planned  effort 
to  come  up  with  what  we  call  justice.  This  is  not 
always  identical  with  the  truth. 

The  Grass  Roots  Committee  then  was  appointed 
in  an  effort  to  examine  the  methods  by  which  the 
Oregon  Medical  Association  established  policy,  and 
to  study  the  ways  in  which  decisions  are  made  and 
to  recommend  ways  to  improve  our  system.  One  of 
the  programs  that  they  recommended  was  that  we 
select  a topic  each  year  and  debate  it  for  a whole 


year.  We  are  here  today  to  initiate  that  program. 
We  are  urged  to  debate  it  in  our  homes,  in  our 
hospitals  and  locker  rooms  and  medical  meetings, 
and  on  the  golf  course.  Wherever  doctors  get  to- 
gether they  should  argue  and  discuss  and  try  to  be 
informed  about  the  political  process,  and  the  first 
topic  has  been  chosen  (I  believe  this  idea  was 
stolen  from  the  League  of  Women  Voters,  bless  ’em 
and  compliment  ’em).  They  have,  for  years,  had  an 
annual  discussion  topic.  So  the  Grass  Roots  Com- 
mittee has  proposed  that  the  subject  for  this  year 
be  “Medical  Legislation  and  Politics.”  I would  like 
to  make  the  plea  at  this  point  that  we  extend  this 
a little  bit  for  clarity,  and  say  the  Role  of  Organized 
Medicine  in  Medical  Legislation  and  Politics. 

I think  there  is  need  for  defining  our  terms.  My 
little  Webster’s  International  Collegiate  Dictionary 
defines  Joe  Miller  as  a politician.  Politics  is  defined 
by  Webster  as  competition  between  competing  in- 
terest groups  or  individuals  for  power  and  leadership 
in  a government  or  other  organized  group.  So  we 
have  people  of  various  points  of  view  and  when  you 
argue  for  your  point  of  view  you  are  in  politics. 

Now  we  have  to  define  what  we  are  talking  about. 
Are  we  talking  about  working  for  better  health 
laws  which,  traditionally,  organized  medicine  has 
always  done?  We  have  the  minutes  of  the  Oregon 
Medical  Association  for  its  nearly  100  years  of  life. 
One  of  the  first  motions  made,  seconded,  and  passed 
in  the  Oregon  Medical  Association  100  years  ago 
was  that  the  Oregon  Medical  Association  write  and 
lobby  and  work  for  a public  health  department  in 
Oregon  which  did  not  exist  prior  to  that  time.  The 
history  of  organized  medicine  has  been  history  of 
backing  good  public  health  laws,  sanitation  laws, 
licensing  laws  and  working  for  better  medical 
schools.  Some  of  you  may  be  interested  to  know  that 
the  Oregon  Medical  Association  worked  for  modifi- 
cation of  our  medical  licensing  law  in  the  last  ses- 
sion of  our  legislature.  It  has  really  been  modern- 
ized and  now  certification  of  the  National  Board  is 
acceptable  in  Oregon.  I am  sure  this  will  please 
many  of  you.  This  type  of  work  is  going  on  all  the 
time. 
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So  I would  make  a plea  that  we  define  what  we 
are  talking  about.  Are  we  talking  about  general 
health  legislation?  Are  we  talking  about  political 
action,  or  politics  such  as  Joe  Miller  has  been  en- 
gaged in,  or  are  we  talking  about  electing  candi- 
dates? The  latter,  I think,  we  should  call  Political 
Action,  and  this  should  be  separate  and  I think 
voluntary.  The  whole  thing  adds  up  to  whether  or 
not,  as  doctors,  we  wish  to  be  good  citizens.  We 
can  be  good  citizens  individually  by  voting  and 
working  for  candidates  of  our  choice  and  I hope 
we  all  will  be.  But  I know  we  don’t  do  enough. 

We  can  also  work  by  making  our  views  known 


in  our  own  pressure  group,  “organized  medicine,” 
in  the  give  and  take  of  the  democratic  system. 
When  pressure  groups  are  our  friends  and  they 
agree  with  us,  we  call  them  high-minded  civic 
groups,  but  when  they  disagree  with  us,  they  are 
pressure  groups;  regardless  of  what  we  call  them, 
they  are  all  operative  and  what  we  decide  in  this 
group  will  not  change  the  system.  They  will  still 
either  operate  with  us  or  they’ll  operate  without  us, 
but  the  system  will  go  on.  I hope  and  pray  that  it 
will,  because  as  Churchill  says  “it’s  the  worst  pos- 
sible system  except  for  all  known  alternatives.” 


The  audience  wrote  the  following  notes  in  response: 

Good  thinking,  well  presented. 

Thanks  for  amending  the  title  of  our  topic  of  discussion  to  “ The  Role  of 
Organized  Medicine  in  Legislation  and  Politics.” 

Should  doctors  assume  responsibility  for  all  social  ills—i.e.,  rats  and  garbage? 

Listen  to  the  pressure  groups.  Go  where  they  are.  Meet  the  grass  roots  people 
on  their  own  level.  Be  open  to  what  the  people  are  saying.  Isolation  of  pro- 
fessional people  is  detrimental  to  all  concerned. 

How  does  comprehensive  community  health  planning  fit  into  your  concept 
of  the  doctors  role? 

Should  medicine  initiate  legislation  or  should  we  mold  ourselves  to  give 
service  as  desired? 

I like  the  quote  from  Winston  Churchill;  also  a good  introduction. 

Why  bother?  Isnt  it  enough  to  do  a good  job  practicing  medicine? 

Next  month  in  this  space  a mother  on  welfare  will  present  her  views. 

Like  it  or  not,  you  are  a part  of  this  discussion.  As  you  speak  up  through 
OMA  and  OMPAC,  you  influence  partisan  politics  and  legislation.  Silence  offers 
no  escape.  When  you  do  not  speak,  when  the  OMA  does  not  speak,  the  silence 
is  deafening  and  of  equal  influence.  The  influence  of  good  but  silent  men  can 
serve  evil  ends. 

Openly  expressed  opinions  in  this  series  may  generate  discussion  and  con- 
troversy. We  hope  they  will.  The  “Great  Decisions”  we  make  in  October  1969, 
on  Organized  Medicine  and  Politics  should  follow  examination  throughout  this 
year,  of  all  views  and  conflicting  evidence. 

Finally,  a word  about  the  second  annual  “Great  Decisions  in  Medicine” 
topic.  What  is  important  enough  in  Oregon  to  engage  the  attention  and  effort 
of  two  thousand  trained,  capable,  prosperous,  influential  physicians?  You  might 
think  on  it.  You  might  have  an  answer  ready  for  the  poll  soon  to  come.  Let  not 
your  silence  make  our  choice  a bad  one. 

The  Grass  Roots  Committee 
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For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen*  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (’A  gr.).  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2'/i  gr  ).  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’A  gr.  (No.  2),  Vi  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A H.  ROBINS  COMPANY  /t  |J  nflDIMC 
RICHMOND,  VA.  23220  Sl'lYl /U  D 1 HO 


WASHING  TO  A 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  9sn 5 


president  William  E.  Watts,  M.D.,  Seattle 

secretary  Carl  E.  Madge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Animal  Meeting,  Sept.  14-17,  1969,  Seattle 


Physicians  Planning  Scientific  Program 


The  first  of  a series  of  meetings  to  develop  the 
scientific  program  for  the  1969  Washington  State 
Medical  Association  Annual  Meeting  was  held  De- 
cember 11,  1968.  The  Scientific  Program  Commit- 
tee has  been  meeting  frequently  since  that  time  to 
consider  guest  scientific  speakers  and  to  discuss 
program  content. 

Physicians  who  are  interested  in  presenting  a 
scientific  paper  or  exhibit  at  the  1969  WSMA  An- 
nual Meeting  should  contact  the  appropriate  com- 
mittee chairman  indicated  below.  The  early  sub- 
mission of  abstracts  and  applications  is  most  help- 
ful to  the  development  of  a good  program. 

Call  for  Scientific  Papers 

Physicians  are  invited  to  submit  a brief  two  or 
three  paragraph  abstract,  with  title,  of  the  scientific 
paper  they  would  like  to  present  at  the  1969  WSMA 
Annual  Meeting  September  14-17,  in  Seattle.  Ab- 
stracts should  be  sent  to:  Robert  W.  Simpson,  M.D., 
Chairman,  WSMA  Scientific  Program  Committee, 


444  NE  Ravenna  Roulevard,  Seattle,  Washington 
98115. 

The  program  committee  will  review  all  abstracts 
submitted  and  those  accepted  will  be  scheduled  for 
presentation  during  specialty  or  general  sessions. 

Scientific  Exhibit  Applications 
Available  at  WSMA  Office 

Applications  are  now  available  for  scientific  ex- 
hibit space  at  the  1969  WSMA  Annual  Meeting, 
September  14-17  at  the  Olympic  Hotel,  Seattle. 
Exhibits  will  be  selected  on  the  basis  of  those  pro- 
viding new  and  useful  techniques  for  practicing 
physicians.  Applications  for  exhibit  space  may  be 
obtained  by  writing  to:  Howard  M.  Dale,  M.D., 
Chairman,  WSMA  Scientific  Exhibit  Committee,  444 
NE  Ravenna  Boulevard,  Seattle,  Washington  98115. 

Closing  date  for  the  receipt  of  completed  appli- 
cations is  April  15,  1969.  The  Scientific  Exhibit 
Committee  will  meet  shortly  thereafter  to  select 
exhibits  to  be  shown.  ■ 


Practical  Neurology  Course  Offered 


“Practical  Neurology”— a post-graduate  course- 
will  be  presented  by  the  Virginia  Mason  Medical 
Center  January  31  and  February  1. 

This  course  stresses  the  practical  aspect  of  the 
neurological  examination  and  the  current  methods 


of  detecting  and  dealing  with  common  neurologic 
problems.  Illustrative  cases  will  be  presented  to- 
gether with  film  strips,  slides  and  x-rays.  A booklet 
summarizing  the  course  material  wil  be  available 
for  participants. 
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PROGRAM 
Friday,  January  31 


9:00-  12:15  am 

Neuroanatomy  and  the  Neurologic  Examination 


9:00  am 
9:30  am 
10:00  am 
10:45  am 
11:15  AM 
11:45  am 


Basic  Clinical  Neuroanatomy 

R.  I.  BIRCHFIELD,  M.D. 

General  Evaluation  of  the  Patient 

JOHN  S.  TYTUS,  M.D. 

Mental  Status  Examination 

DAVID  G.  FRYER,  M.B. 

Motor  System  and  Reflexes 

J.  B.  MACLEAN,  M.D. 

Sensory  Examination 

EDWARD  REIFEL,  M.D. 

Special  Senses 

R.  C.  LINDEMAN,  M.D. 

R.  I.  BIRCHFIELD,  M.D. 


1:15-4:45  PM 

Clinical  Problems:  Detection,  Diagnosis 
and  Treatment 


1 : 15  pm 


1 : 45  pm 


2: 15  pm 


3:00  PM 


3:30  pm 


4-4:45  PM 


Headache 

R.  I.  BIRCHFIELD,  M.D. 
EDWARD  REIFEL,  M.D. 

Dizziness 

DAVID  G.  FRYER,  M.B. 

R.  C.  LINDEMAN,  M.D. 

Seizures 

J.  B.  MACLEAN,  M.D. 

JOHN  S.  TYTUS,  M.D. 

Peripheral  Neuropathy 

R.  I.  BIRCHFIELD,  M.D. 

DAVID  G.  FRYER,  M.B. 

Demyelinating  Disease 

J.  B.  MACLEAN,  M.D. 

R.  I.  BIRCHFIELD,  M.D. 

Panel:  Questions  and  Answers 


Saturday,  February  1 

9 am  - 12:30  pm 


Clinical  Problems 


9:00  am 


9:30  am 


10:00  am 
10:45  am 

11:15  am 
11:45- 
12:30  PM 


Movement  Disorders 

DAVID  G.  FRYER,  M.B. 

J.  B.  MACLEAN,  M.D. 

Dementia 

R.  I.  BIRCHFIELD,  M.D. 

EDWARD  REIFEL,  M.D. 

Pain,  john  s.  tytus,  m.d.  and  Panel 
Hysteria 

DAVID  G.  FRYER,  M.B. 

Coma,  j.  b.  mac  lean,  m.d.  and  Panel 
Panel:  Questions  and  Answers 


For  further  information  contact  K.  R.  Wilske,  M.D.,  Director, 
Continuing  Education,  Virginia  Mason  Medical  Center,  1118 
9th  Avenue,  Seattle,  Washington  98101.  H 


Basic  Science  Repeal  Sought 

Washington  State  Medical  Association  is  seeking 
repeal  of  the  law  requiring  practitioners  of  the 
healing  arts  to  pass  an  examination  in  basic  science 
before  license  is  granted.  Major  factors  influencing 
the  decision  were  failure  of  the  present  law  to 
accomplish  the  purposes  for  which  it  was  originally 
designed,  and  interference  by  the  present  law  with 
movement  into  the  state  of  qualified  physicians. 
(See  editorial  “Basic  Science  Problems”  this  issue.) 

Washington’s  basic  science  law  was  enacted  in 
1927  to  set  minimum  educational  standards  for  any 
person  desiring  to  practice  any  of  the  healing  arts. 
The  examinations  were  fair  and  could  be  passed 
readily  by  most  graduates  of  medical  schools.  Those 
having  had  education  inferior  to  that  required  to 
obtain  the  M.D.  degree  were  usually  not  able 
to  pass. 

This  all  changed  in  1957  when  reciprocity  was 
granted  on  the  basic  science  examination.  There 
was  immediate  influx  of  practitioners  whose  edu- 
cation had  included  little  instruction  in  the  basic 
sciences. 

More  serious,  however,  was  the  barrier  faced  by 
qualified  physicians  wishing  to  enter  the  state  but 
reluctant  to  be  examined.  With  many  communities 
urgently  needing  physicians,  it  now  appears  that 
the  basic  science  law  in  Washington  is  not  accom- 
plishing the  purpose  for  which  it  was  designed.  ■ 


ACCURATE  - EASY  - SIMPLE 
NO  STETHESCOPE  - NO  GUESSING 


Read  blood  pressure  electronically 
with  SPHYGMOSTAT  ELECTRONIC 
BLOOD  PRESSURE  METER 

Precise  indication,  systolic  and  diastolic  by  sight 
or  by  sound  or  both.  Lifetime  guarantee 

MODERN  - EFFICIENT  — RELIABLE 

Write  for  information: 

Name 

Address 

Zip 

CHARLES  B.  KRAUSI,  agent 

Route  1,  Box  313 
Graham,  Washington  98338 
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So  hell  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 

But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

TABLETS 

Equagesic’ 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 

IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy  : Safety  for  use  during  pregnancy  or  lactation  has  not  been  established ; therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex -addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  [usually  requires  whole 
blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamineand  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


Robert  A.  Spencer,  Everett  (1),  holds  the 
low  gross  trophy  which  he  lost  by  the  flip  of  a coin, 
with  the  tourney  winner  John  Comfort,  Tacoma 


Low  net  winner  at  the  Annual  WSMA  Golf  Tourney 
William  L.  Rohner,  Tacoma  (r),  receives  his  trophy  from 
Tourney  Chairman  Ralph  H.  Loe,  Seattle.  Dr. 

Rohner  won  with  a low  gross  score  of  64. 


Pierce  County  Wins 
Golf  Championship 

Tacoma  won  the  County  Medical  Society  team 
competition  during  the  1968  Annual  Meeting  of 
the  Washington  State  Medical  Golf  Association. 
Winning  members  of  the  Pierce  County  team  were 
William  L.  Rohner,  G.  Marshall  Whitacre,  H.  A. 
Anderson,  and  John  R.  Comfort.  On  a Hip  of  the 
coin,  John  Comfort  of  Tacoma  also  won  low  gross 
honors  with  a score  of  76.  He  had  tied  with  R.  A. 
Spencer,  Everett.  William  L.  Rohner,  Tacoma,  won 
the  low  net  honors  utilizing  a 13  handicap  for  a 
low  gross  score  of  64. 


Tournament  Committee  for  the  1968  Washington 
State  Medical  Golf  Association  Annual  Meeting, 
from  left:  Eric  R.  Sanderson.  Paul  R.  Rollins, 
and  Tourney  Chairman  Ralph  H.  Loe,  all  of  Seattle. 


Golfers:  John  E.  Lucas,  Mercer  Island;  Warren  J. 
Kraft,  Wenatchee,  and  Ed  W.  Nash,  Cashmere. 


Golfers:  H.  J.  Greer,  Mt.  Vernon;  Arthur  C. 
Linkletter,  Shelton;  Dick  Croghan  and  Maynard 
L.  Johnson,  Mt.  Vernon. 


Asking  for  strokes  because 
of  rain:  Ralph  M.  Buttermore  (1) 
and  Harold  D.  Phelps,  Pullman. 


Everett  golfers  from  left:  Daniel  A.  La- 
gozzino,  R.  A.  Spencer,  runnerup  for 
low  gross  honors,  John  F.  Fiorino  and 
Schuyler  M.  Bissell. 


>\ 


^Resolution 


JRhcreas,  the  Washington  State  Legislature  is  a Citizen  Legislature, 
with  individuals  from  all  walks  of  life,  professions  and  vocations  serving, 
and 


Plheroas,  State  Representative  Alfred  O.  Adams,  physician,  has  rep- 
resented the  people  of  the  6th  District,  Spokane,  in  the  Washington  State 
Legislature  during  the  past  sixteen  years,  through  eight  regular  and  seven 
extraordinary  sessions,  and 


JiRicrcas,  such  key  health  legislation  as  the  Medical  Practice  Act, 
Medical  Disciplinary  Board  Act,  Registered  and  Licensed  Practical  Nurse 
Acts  have  been  either  written  or  amended  with  Dr.  Adams’  guidance  and 
support,  and 


3$Ifj£rcas,  Dr.  Adams  has  contributed  his  time  and  intellect  to  many 
legislative  areas,  including  workmen’s  compensation,  dangerous  drugs,  and 
abused  children,  and 


33Rf|crcas,  Dr.  Adams’  service  in  the  Legislature  has  brought  de- 
served credit  to  him  as  a citizen,  it  has  also  brought  credit  to  him  as  a 
physician,  and  to  the  entire  medical  profession,  and 


3RRl]ereas,  Dr.  Adams  is  completing  his  sixteenth  year  as  an  out- 
standing member  of  the  State  Legislature,  Be  It  Therefore 


JResolftofr  that  the  House  of  Delegates  of  the  Washington  State  Med- 
ical Association,  speaking  for  the  physicians  of  this  state,  express  by  this 
Resolution  their  deep  gratitude  and  thanks  to  Dr.  Alfred  O.  Adams  for  his 
dedication  to  his  profession,  and  his  state. 


Unanimously  Adopted  September  25,  1968 
Seattle,  Washington 
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WILLIAM  E.  WATTS,  M.D. 


Destroy  the  AM  A— a goal  of  certain  medical 
student  organizations.  I hear  you,  fellow 
students.  I understand  your  purpose.  How?  When? 
Today!  Right  now!  It  represents  status  quo.  It  has 
no  concern  for  the  Negro  or  the  poor.  It  supports 
decadent  fee-for-service.  It  protects  the  fat  cats. 
It  represents  archaic,  stodgy,  grasping,  middle-aged 
or  aged  medical  capitalists. 

You  are  just  starting  a task  I have  been  working 
on  for  25  years,  and,  with  some  pride,  my  con- 
temporaries and  I can  report  considerable  success. 
Not  one  of  the  old  guys  remains  in  office.  All  have 
been  replaced,  and  by  new  people  with  new  ideas. 
The  old  organization  and  structure  has  been  revised. 
The  old  postures  and  attitudes  have  changed  start- 
lingly. The  new  breed  forces  its  component  societies 
to  eschew  discrimination  in  membership.  It  urges 
its  membership  to  cooperate  with  and  aid  govern- 
ment in  its  efforts  to  insure  the  best  possible  care 
for  all.  It  proposes  to  government  new  health  care 
delivery  laws  inconceivable  to  AM  A officials  of 
25  years  ago;  laws  broader  in  scope  than  those 
proposed  by  such  groups  as  AFL-CIO— all  in  keep- 
ing with  the  nation’s  philosophy,  1969.  So  you  see 
the  struggle  has  not  been  in  vain. 

And  struggle  it  has  been.  All  over  the  country 
by  packing  an  election  here  or  by  attrition  there, 
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Destroy  the  AMA 


by  influencing  minds,  by  studying  the  problems,  by 
serving  on  committees  and  by  appearing  to  be  like 
them,  we  have  ousted  the  scoundrels.  Our  methods 
could  compare  to  those  of  multiple  communist  cells 
boring  into  government.  We  didn’t  even  know  each 
other’s  identity,  but  little  by  little  we  have  taken 
over.  AMA  is  ours. 

You  can  do  it,  too.  Destroy  the  AMA.  Create 
anything  you  want.  Even  call  it  “AMA,”  but  don’t 
let  it  look  or  act  like  this  one.  Bore  from  within. 
Look  like  them,  act  like  them,  but  keep  your  own 
thoughts.  And  your  cool. 

It  may  take  time.  Rome  wasn’t  built,  nor  did  it 
fall,  in  a day.  But  get  at  it.  You  can’t  destroy  it 
from  without,  but  you  have  a special  opportunity 
by  virtue  of  your  M.D.  to  change  it  from  within. 
Start  soon.  It  takes  time,  —and  work.  But  the  job 
needs  to  be  done.  Destroy  AMA,  piece  by  piece, 
dogma  by  dogma,  policy  by  policy.  But  you  can’t 
leave  a vacuum.  You  must  replace  it  with  some- 
thing. If  you  don’t,  someone  else  will.  Replace  it 
with  what?  I don’t  know.  That  is  your  problem.  ■ 
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president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


IDAHO  NEWS  NOTES 


elected  to  Legislature 

John  A.  Edwards,  Council,  was  elected  to  the 
Idaho  State  Legislature  as  Representative  from  Dis- 
trict 9A.  Dr.  Edwards  served  a previous  term  in  the 
House  of  Representatives  and  will  also  serve  as 
Legislative  Physician  during  the  40th  session. 

new  officers 

Leon  W.  Nowierski  took  office  as  president  of 
the  Boise  Valley  Chapter,  American  College  of  Sur- 
geons, at  the  organization’s  35th  annual  meeting  in 
Boise,  November  30,  succeeding  Norman  H.  Hede- 
mark.  Edward  J.  Kiefer  was  named  president-elect 
and  Glenn  E.  Talboy  was  re-elected  secretary- 
treasurer.  All  are  from  Boise. 

AMA  clinical  delegates 

Idaho  was  represented  by  four  association  officers 
at  the  22nd  Annual  Clinical  Session  of  the  American 
Medical  Association  in  Miami,  November  30-De- 
cember  4.  Attending  were  AMA  Delegate  Alexander 
Barclay,  Coeur  d’Alene;  AMA  Alternate  Delegate 
Donald  K.  Worden,  Lewiston;  President  O.  D.  Hoff- 
man, Rexburg;  and  President-Elect  John  M.  Ayers, 
Moscow.  Immediate  Past-President  James  R.  Kir- 
cher,  Burley,  a member  of  the  Medical  Advisory 
Board  of  the  Sears-Roebuck  Foundation,  also  at- 
tended. 

orthopedic  association 

Plans  for  organization  of  the  Idaho  Orthopedic 
Association  were  launched  at  a meeting  of  ortho- 
pedic surgeons  in  Boise  November  20.  The  session 
was  organized  by  L.  Stanley  Sell,  Idaho  Falls.  Dr. 
Sell  was  named  temporary  chairman  of  the  organi- 
zation; William  R.  Tregoning,  Boise,  was  named 
permanent  secretary,  and  Keith  A.  Taylor,  Boise, 
was  named  delegate  to  the  Idaho  Medical  Asso- 


ciation. Preparation  of  the  Constitution  and  By-Laws 
is  underway. 

ophthalmology  society  formed 

A meeting  of  all  ophthalmologists  in  Idaho  was 
held  in  Boise,  December  14,  for  the  purpose  of 
forming  the  Idaho  Society  of  Ophthalmologists, 
H.  Theodore  Thoreson,  Boise,  announced. 

medical  society  officers 

New  officers  of  three  component  medical  socie- 
ties have  been  elected.  They  include: 

Bonner-Boundary  District  Medical  Society:  Presi- 
dent J.  P.  Munson,  Sandpoint;  President-Elect  Fred 
E.  Marienau,  Sandpoint;  Secretary-Treasurer  C.  J. 
Edwards,  Bonners  Ferry;  Delegate,  Dr.  Munson; 
Alternate  Delegate,  Dr.  Marienau. 

Kootenai-Benewah  District  Medical  Society:  Pres- 
ident H.  Don  Moseley,  Coeur  d’Alene;  President- 
Elect  John  T.  Brockley,  Coeur  d’Alene;  Secretary- 
Treasurer  Harold  R.  Thysell,  Coeur  d’Alene:  Dele- 
gates: W.  Wray  Wilson,  E.  R.  W.  Fox,  and  Duane 
A.  Daugharty,  all  of  Coeur  d’Alene. 

Southeastern  Idaho  District  Medical  Society:  Pres- 
ident David  C.  Miller,  Pocatello;  President-Elect 
Clark  T.  Parker,  Pocatello;  Secretary-Treasurer 
Merrill  J.  Sharp,  Pocatello. 

elected  to  membership 

The  following  physicians  have  been  elected  to 
membership  in  the  Southwestern  Idaho  District 
Medical  Society:  Ercil  R.  Bowman,  Jr.,  Robert  C. 
Olding,  John  H.  Truska,  all  of  Nampa;  and  Gerald 
R.  Holcomb,  Caldwell. 

officers  and  councilors  travel 

During  the  past  six  weeks,  several  of  the  officers 
and  councilors  of  the  Idaho  Medical  Association 
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visited  with  officers  and  members  of  four  of  the 
component  medical  societies  in  North  Idaho. 

They  visited  North  Idaho  District  Medical  So- 
ciety, Lewiston,  October  16;  Bonner-Boundary  Med- 
ical Society,  Sandpoint,  November  12;  Kootenai- 
Benewah  District  Medical  Society  and  Shoshone 
County  Medical  Society  in  Coeur  d’Alene,  Novem- 
ber 12. 

Association  officials  making  the  trips  were:  Presi- 
dent O.  D.  Hoffman,  Rexburg;  President-Elect  John 
M.  Ayers,  Moscow;  Secretary-Treasurer  William  R. 
Tregoning,  Boise;  Councilor,  District  No.  1,  E.  R. 
W.  Fox,  Coeur  d’Alene;  AMA  Delegate  Alexander 
Barclay,  Coeur  d’Alene;  AMA  Alternate  Delegate 
Donald  K.  Worden,  Lewiston,  and  Executive  Sec- 
retary Armand  L.  Bird. 

medical  education  committee 

The  association’s  new  Medical  Education  Com- 
mittee, under  the  chairmanship  of  E.  R.  W.  Fox, 
Coeur  d’Alene,  held  its  first  meeting  in  Boise,  No- 
vember 21.  Members  of  the  committee  attending 
the  session  included  George  E.  Brown,  Jr.,  vice 
chairman,  Twin  Falls;  Miles  E.  Thomas,  Boise; 
William  P.  Marineau,  Moscow;  David  M.  Barton, 
Boise;  Dauchy  Migel,  Idaho  Falls,  and  E.  V.  Simi- 
son,  Pocatello.  The  Committee  considered  a three- 
part  agenda  which  included  Medical  Education, 
Continuing  Medical  Education  in  Idaho,  and  Re- 
gional Medical  Education  Programs. 

nurses  advisory  committee 

The  Nurses  Advisory  Committee  of  the  Idaho 
Medical  Association  met  November  23  in  Boise. 
Chairman  Joseph  W.  Marshall,  Twin  Falls,  and 
members,  John  R.  Nielsen,  Caldwell;  Terrell  O. 
Carver,  Boise;  and  Ronald  K.  Lechelt,  Idaho 
Falls,  discussed  a joint  statement  of  policy  on  pro- 
cedures in  the  dependent  area  of  nursing  practice 
with  representatives  of  the  Idaho  State  Nurses  As- 
sociation. Duane  A.  Daugharty,  Coeur  d’Alene,  was 
unable  to  attend. 


temporary  licenses 

Ralph  R.  Stevenson,  Ashton.  Graduate  Duke 
University  Medical  School,  Durham,  North  Caro- 
lina, March  1932.  Internship,  Strong  Memorial 
Hospital  and  Rochester  Municipal  Hospital,  Roches- 
ter, New  York,  1932-33.  Assistant  Resident  and 
Resident  in  Pathology,  Baltimore  City  Hospital, 
1933-35;  Surgery,  Walter  Reed  Army  Hospital, 
1935-38;  Assistant  Resident  and  Chief  Resident, 
Gynecology,  Johns  Hopkins,  Baltimore,  Maryland, 


1944-46.  Granted  TL-415,  November  1,  1968.  Gen- 
eral Practice. 

Andrew  W.  McRoberts,  Pocatello.  Graduate  St. 
Louis  University  School  of  Medicine,  St.  Louis, 
Missouri,  June  4,  1960.  Internship,  St.  Louis  Uni- 
versity Group  of  Hospitals,  St.  Louis,  1960-61.  Sur- 
gery Residence  St.  Louis  University  Hospitals,  1961- 
66.  Granted  TL-416.  November  5,  1968. 

new  administrator 

Sister  Mary  Kevin,  S.M.,  administrator  of  Mercy 
Hospital  at  Nampa,  has  been  reassigned  to  Joplin, 
Missouri.  She  will  be  succeeded  by  Mr.  Charles 
Kaczmarek,  who  has  been  assistant  administrator  of 
a Sisters  of  Mercy  Hospital  at  Council  Bluffs,  Iowa, 
and  who  is  the  Nampa  hospital’s  first  lay  admin- 
istrator. 

Idaho  Heart  Association 

The  Fourth  Annual  Scientific  Session  of  the  Idaho 
Heart  Association  will  be  held  in  Sun  Valley,  Janu- 
ary 18-19.  Roy  O.  Shaub,  Twin  Falls,  is  chairman 
of  the  sessions,  sponsored  in  cooperation  with  the 
Idaho  Department  of  Health. 

Guest  speakers  will  be  Homer  R.  Warner,  Salt 
Lake  City,  Professor  and  Chairman,  Department  of 
Biophysics  and  Bioengineering,  University  of  Utah 
College  of  Medicine,  and  Director,  Cardiovascular 
Laboratory,  L.D.S.  Hospital;  George  C.  Sutton, 
Chicago,  Associate  Professor  of  Medicine,  North- 
western University  Medical  School,  and  Assistant 
Director,  Department  of  Adult  Cardiology,  Cook 
County  Hospital;  and  Robert  F.  Rushmer,  Seattle 
Director,  University  of  Washington  Bioengineering 
Program,  Professor  of  Bioengineering,  College  of 
Engineering,  and  Professor  of  Physiology  and  Bio- 
physics, University  of  Washington  School  of  Medi- 
cine. 

1969  calendar 

February  28-March  2:  McCall— Winter  Clinics  of 
the  Ada  County  and  Southwestern  Idaho  District 
Medical  Societies.  Scientific  and  skiing.  Shore 
Lodge. 

March  12-15:  Las  Vegas— American  Medical  As- 
sociation-American  Bar  Association,  Medical-Legal 
Symposium.  Caesar’s  Palace. 

April  11-12:  Idaho  Falls— Annual  meeting,  Idaho 
Academy  of  General  Practice.  Scientific. 

July  2-5:  Sun  Valley— 77th  Annual  meeting,  Idaho 
Medical  Association,  hosting  the  Rocky  Mountain 
Medical  Conference,  Scientific,  Social  and  Relaxa- 
tion. Lodge,  Lodge  Apartments,  Challenger  Inn.  ■ 
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OutCaafa 


at  the  77th  Annual  Meeting  of 
Idaho  Medical  Association 
featuring  the 
ROCKY  MOUNTAIN 
MEDICAL  CONFERENCE 

fatcf  2-5,  1969 

Sun  9/ alley 


. . . Distinguished  medical  edu- 
cators and  clinicians 
. . . Significant  special  addresses 
. . . Recreation  unlimited  — golf, 
swimming,  ice  skating,  ten- 
nis, riding  and  more 
. . . Unique  social  event— includ- 
ing the  delightful  Trail  Creek 
Barbecue 
Plus  relaxation 

. . all  in  an  atmosphere  of  easy  in- 
formality. 


PRE-REGISTRATION 
77th  Annual  Meeting— July  2-5,  1969 


(Please  print) 


Address 

City  State Zip  .. 


Name 


IDAHO  MEDICAL  ASSOCIATION 
407  West  Bannock 
Boise,  Idaho  83702 


HIGHLIGHTS 


• Region  to  have  centralized, 
automated  tumor  registry  soon 

• Four  new  projects  funded 

• Alaska  Health  Sciences  Library 
open  house  slated  for  Jan.  17 

• Comments  on  W/ARMP 
featured  in  the  mailbag 


)L.  2,  NO.  1 


JANUARY  1969 


Alaska  Library 
In  Full  Operation 


MBERS  OF  THE  MOUNTAIN  States  RMP  in  Montana  chat  informally  about  continuing 
ication  with  Donald  H.  Williams,  M.D.,  right,  professor  and  head  of  the  CME  depart- 
nt  at  the  University  of  British  Columbia.  They  were  guests  at  a meeting  of  Community 
irdinators  given  by  W/ARMP,  WSMA  and  the  University  of  Washington  Division  of 
E last  month.  From  left  are  Leonard  Brewer,  M.D.,  assistant  director  and  Sidney 
tt,  M.D.,  director. 

HYSICIANS  10  COORDINATE 
CONTINUING  EDUCATION 


Jineteen  physicians  will  serve  as 

Eiunity  Coordinators  in  continu- 
edical  education  in  a pilot  proj- 
ponsored  by  the  Washington 
Medical  Association,  the  Uni- 
/ of  Washington  School  of  Med- 


icine and  the  Washington/Alaska  Re- 
gional Medical  Program. 

Each  Coordinator  will  direct  ef- 
forts of  his  medical  community  in  de- 
termining the  type  of  continuing  edu- 
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Alaska’s  first  medical  library  to 
provide  state-wide  service  is  in  full 
operation  and  the  official  open  house 
is  set  for  January  17  announced  M. 
Walter  Johnson,  M.D.,  director. 

The  grand  opening  will  be  held 
from  12  noon  to  7 p.m.  and  all  health 
care  personnel  are  invited  to  attend 
and  view  the  new  library  facilities  lo- 
cated in  the  Alaska  Native  Medical 
Center  in  Anchorage. 

Established  last  year  by  a grant 
from  W/ARMP  and  the  U.S.  Public 
Health  Service,  the  new  health  sci- 
ences library  offers  to  physicians  and 
all  allied  health  personnel  in  Alaska 
the  same  reference  services  and  cur- 
rent medical  literature  which  are 
available  in  the  largest  of  medical 
centers. 

Requests  will  be  made  to  the  Pa- 
cific Northwest  Regional  Health  Sci- 
ences Library  located  at  the  Univer- 
sity of  Washington  for  material  un- 
available in  Alaska. 

Even  before  the  library  was  fully 
equipped  and  staffed  six  months  ago, 
use  of  the  library  then  indicated  a 
great  need  for  its  services. 

From  July  25  through  Oct.  25,  the 
library  loaned  1,138  journal  articles 
and  books;  of  this  total  349  were  re- 
quested by  private  physicians. 

Journal  titles  have  increased  from 
80  in  July  to  220  as  of  this  month, 
according  to  Ursula  Strash,  librarian. 

Library  shelves  will  accommodate 
7,500  volumes  and  there  is  seating 
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WARM  I3  SPOTLIGHT 

— — 


Jack  R.  Gustafson,  M.D. 


1 Dr.  Jack  R.  Gustafson,  Yakima  sur- 
geon, is  the  Director  of  a continuing 
• education  program  for  physicians  in 
Central  Washington  which  has  cap- 
tured the  interest  of  medical  edu- 
cators nationally,  both  in  the  Division 
of  Regional  Medical  Programs  and  in 

• schools  of  medicine. 

Before  the  Washington/Alaska  Re- 
gion was  established  in  1966,  Dr. 
Gustafson  and  his  colleagues  in  Yak- 
ima recognized  the  opportunities  in- 
herent in  the  Regional  Medical  Pro- 
gram law  and  they  organized  a com- 
mittee to  study  the  needs  and  re- 
sources of  their  area. 

The  proposal  they  submitted  to 
W/ARMP  was  regarded  as  an  ideal 
example  of  how  local  physicians 
through  regional  cooperative  ar- 
rangements with  hospitals  and  medi- 

• cal  schools  can  develop  and  carry 
out  creative  and  effective  programs 
to  meet  local  needs. 

The  project,  which  is  well  under- 
way, includes  a 36-program  television 
series  on  heart  disease,  cancer  and 
stroke  patient  care,  preceptorships 
for  Central  Washington  physicians, 
staff  exchanges  with  Seattle  medical 
community  and  hotline  ECG  trans- 
mission between  Yakima  suburban 
hospitals  and  Yakima  cardiologists. 

Physicians  from  other  medical 
communities  are  planning  to  adapt 
the  continuing  education  plan  of  Cen- 
tral Washington  to  suit  the  needs  of 
their  own  area. 

Dr.  Gustafson  is  a graduate  of  the 
University  of  Michigan  School  of 
Medicine  and  taught  surgery  there 
for  four  years  before  coming  to  Yaki- 
,t  ma  in  1950. 

i He  is  a diplomate  of  the  American 
Board  of  Surgery,  fellow  of  the  Amer- 
ican College  of  Surgeons,  president- 
elect of  the  Frederick  A.  Coller  Sur- 
gical Society,  past  president  of  the 
Yakima  County  Medical  Society,  and 
member  of  the  North  Pacific  Surgical 
Association,  AMA,  and  WSMA. 
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CONTINUING  MEDICAL  EDUCATION  COURSES 
CHANNELS  9 and  47 


All  programs  at  7:35  a.m.  Repeated  at  8:00  a.m. 

Tues.,  Jan.  7 —“Detection  and  Treatment  of  Cervical  Cancer” 

Tues.,  Jan.  14— “Indications  for  and  Methods  of  Breast  Biopsy” 
Tues.,  Jan.  21— “Benign  and  Borderline  Breast  Lesions” 

Tues.,  Jan.  28—12  noon,  St.  Elizabeth’s  Hospital,  Yakima. 

Wrap-up  session  presented  in  person  by  course  Instructors: 

Drs.  Thomas  T.  White,  Eric  R.  Sanderson,  William  B.  Hamlin,  Orliss 
Wildermuth  and  Raymond  J.  Clark  all  of  The  Swedish  Hospital 
Medical  Center,  Seattle. 

Courses  were  produced  for  the  Central  Washington  Continuing  Educa- 
tion Project  by  the  Information/Education  Support  Unit  of  W/ARMP. 


PHYSICIANS  PARTICIPATE 
IN  CAI  PILOT  PROGRAM 


PORT  TOWNSEND  PHYSICIANS  experimented  with  computer-aided  instruc- 
tion, a new  concept  in  continuing  medical  education.  Port  Townsend  was  one 
of  four  cities  selected  by  W/ARMP  for  demonstrating  the  computer  as  a 
means  of  keeping  up  with  current  medical  knowledge.  William  Scheyer,  M.D., 
is  seated  at  a special  typewriter  which  actually  is  a computer  terminal  linked 
directly  by  telephone  to  a computer  at  the  University  of  Washington.  Pro- 
grams have  been  developed  by  the  CAI  project  on  malignant  melanoma,  renal 
hypertension,  kidney  function  in  pregnancy,  electrocardiography  and  cardiac 
arrhythmias.  Physicians  from  left  are:  Alton  Ross,  Harry  Plut,  Robert  McAlis- 
ter, Bruce  Bridges  and  Mr.  Donald  Miller,  CAI  project  coordinator. 


REGIONAL  TUMOR  REGISTRY 
rO  ADD  11  MORE  HOSPITALS 


The  Washington  / Alaska  central- 
zed,  automated  tumor  registry  will 
>egin  processing  cancer  information 
text  month  from  all  hospitals  with 
established  individual  registries  in 
he  two-state  region. 

The  centralized  registry  system  has 
jeen  operating  in  five  test  hospitals 
or  the  past  three  months.  The  ex- 
jansion  brought  an  additional  11 
lospitals  into  the  system,  including 
wo  from  Alaska. 

Tumor  registry  secretaries  from 
ill  16  hospitals  attended  a three-day 
workshop  in  November  sponsored  by 
/V/ARMP  in  Seattle  to  discuss  work- 
ng  definitions,  classification  prob- 
ems  and  general  format  of  the  sys- 
em. 

The  centralized  system,  which  is 
i joint  effort  of  W/ARMP  and  the 
Washington  State  Health  Department, 
meets  the  basic  requirements  for 
lospital  certification  established  by 
he  American  College  of  Surgeons. 

Hospitals  participating  in  the  sys- 
em  tabulate,  code  and  abstract  in- 
ormation  about  their  cancer  patients 
jn  a common  form.  These  data  are 
•elayed  to  the  centralized  registry 


SEATTLE  CANCER  REGISTRY  SECRE- 
TARIES check  a print-out  of  information 
in  cancer  patients  at  the  Systems  Analysis 
computer  center.  These  four  secretaries, 
ilus  one  from  Tacoma  General  Hospital 
lave  been  participating  in  the  centralized, 
lutomated  tumor  registry  pilot  project. 


where  they  are  programmed  and  fed 
into  the  computer.  Patient  data  can 
be  stored  in  a minimum  amount  of 
space  and  retrieved  by  the  computer. 

Data  for  the  Washington/Alaska 
system  are  being  recorded  from  1960 
to  the  present.  The  task  of  transfer- 
ring past  records  of  cancer  patients 
on  the  computer  forms  is  being  done 
by  the  cancer  registry  secretaries. 

Monthly  follow-up  reports  on  can- 
cer patients  will  be  issued  to  partici- 
pating hospitals  and  physicians;  also 
furnished  will  be  bimonthly  reports  of 
statistical  information  and  interpre- 
tive comment  on  one  of  the  six  can- 
cer sites. 

Objective  of  the  centralized,  auto- 
mated tumor  registry  is  to  provide 
better  follow-up  and  care  of  patients 
and  a focus  for  continuing  medical 
education  programs. 

Eventually  the  system  will  be  ex- 
panded to  enable  all  hospitals  in  the 
region  to  participate  in  the  registry. 
Part-time  secretarial  service  will  be 
provided  at  minimal  cost  to  hospitals 
unable  to  maintain  full-time  registry 
personnel. 


Next  month  1 1 more  hospitals  join  the  cen- 
tralized system.  From  left  are:  Mrs.  Pat 
Houser,  Virginia  Mason;  Mrs.  Katharan 
Spike,  King  County;  Mrs.  Joan  Andenes, 
Group  Health  and  Mrs.  Myrtle  DeClouet, 
U.S.  Public  Health. 


COMMUNITY  COORDINATORS 
continued  from  page  1 

cation  programs  that  are  needed.  He 
will  also  aid  in  the  development  and 
evaluation  of  programs  in  coopera- 
tion with  the  sponsoring  organiza- 
tions. 

Audio-visual  equipment,  including 
movie,  slide  and  filmstrip  projectors 
will  be  supplied  by  W/ARMP  to  each 
of  the  19  Coordinators  for  use  in  his 
area.  CME  presentations  to  be  used 
in  the  machines  are  being  produced 
by  the  Education  / Information  Sup- 
port Unit  of  W/ARMP. 

First  of  a ser- 
ies of  meetings 
planned  in  contin- 
uing medical  edu- 
cation was  held  for 
Community  Coor- 
dinators and  other 
interested  physi- 
cians last  month. 

Attending  the 
CME  orientation 
meeting  were  rep- 
resentatives of  the 
WSMA,  W/ARMP, 

University  of  Washington  Division  of 
CME,  other  schools  of  medicine  and 
other  Regional  Medical  Programs. 

Community  Coordinators  are:  Rob- 
ert Bright,  Bremerton;  Rodney  Brown, 
Olympia;  Allen  E.  Doan,  Bellevue; 
Burton  Gowing,  Wenatchee;  Jack  R. 
Gustafson,  Yakima;  Robert  Jamison, 
Walla  Walla;  Robert  Kramer,  Pasco; 
Wenzel  Leff,  Seattle;  Marcel  Malden, 
Tacoma;  J.  P.  Nolan,  Everett;  Stan 
Norquist,  Longview;  John  Phillips, 
Seattle;  Robert  Robards,  Seattle; 
Walter  Schwindt,  Bellingham;  Charles 
C.  Strong,  Vancouver;  William  Shaw, 
Kent;  Kenneth  Wilske,  Seattle;  John 
Wright,  Seattle  and  Chadwick  Baxter, 
Spokane. 

Guest  speakers 
at  the  meeting 
were  Donald  H. 
Williams,  M.  D. 
professor  and 
head,  department 
of  CME,  Universi- 
ty of  British  Co- 
lumbia; Robert 
Lawrence,  direc- 
tor of  continuing 
education,  Green 
River  Community 
College,  and  from 
the  University  of 

John  n.  Lein,  M.D.  Washington  were 

John  N.  Lein,  M.D.,  director  of  CME 
and  associate  director  of  CME  for 
W/ARMP  and  Charles  Dohner,  Ph.D., 
director,  research  in  medical  educa- 
tion. 


S.  Spencer  Meighan,  M.D. 
Director,  Medical  Educa- 
tion Good  Samaritan  Hos- 
pital, Portland. 
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More  Planned 


CASHMERE  PHYSICIAN  Edgar  Meyer  uses  the  treadmill  during  the  CCU  course  offered 
to  physicians  by  W/ARMP  and  the  University  of  Washington  School  of  Medicine.  Dem- 
onstrating the  treadmill  is  John  McDonough,  M.D.,  Division  of  Cardiology  on  left  and 
Gladys  Pettet,  ECG  technician,  University  Hospital. 

Small  Discussion  Groups 
And  Equipment  Demonstrations 
Popular  in  Coronary  Care  Program 


ecu  COURSE 
RESPONSE  GOOD 

The  five-day  refresher  course  in 
coronary  care  attended  by  16  physi- 
cians in  October  was  so  well  re- 
ceived that  a similar  program  is  be- 
ing planned  by  W/ARMP  and  the 
University  of  Washington  School  ol 
Medicine  in  March. 

Opinions  of  the  course  were  ex- 
pressed by  the  Washington  and  Alas- 
ka physicians  in  their  post-course 
questionnaire.  They  were  asked: 
“What  did  you  get  out  of  this 
course?”  Answers  included:  “Confi- 
dence.” “Incentive  to  study.”  “Con- 
tact with  consultants.”  “Awareness  of 
my  limitations.”  “Sense  of  direction 
for  training  R.N.’s  and  other  M.D.’s.” 
and  “More  than  I would  care  to  ad- 
mit.” 

The  informal,  lecture  - discussion 
format  which  offered  a variety  of  op- 
tional activities  each  day  proved  pop- 
ular. Specifically,  physicians  rated 
highly  the  emphasis  placed  on  prac- 
tical information  through  demonstra- 
tions and  use  of  equipment,  comput- 
er-aided instruction,  dog  lab,  experi- 
ence on  the  treadmill  and  rehabilita- 
tion seminar. 

Assistance  in  presenting  the  course 
was  given  by  practicing  cardiologists, 
University  of  Washington  School  of 
Medicine  faculty  and  CCU  project 
staff. 

Participants  met  with  cardiologists 
in  the  morning  sessions  and  were  di- 
vided into  three  small  groups  for  op- 
tional activities  in  the  afternoon. 

Options  included  ECG  tutorial, 
rounds,  W/ARMP  CCU  mock-up  ex- 
perience, observation  of  cardiac  ca- 
therization  and  surgery,  computer- 
aided  instruction,  treadmill  run  and 
discussion  of  reading  materials  and 
problem  cases. 

Course  coordinators  were  Werner 
Samson,  M.D.  and  Stephen  Yarnall, 
M.D.  For  information  on  the  next  CCU 
course,  contact  Noel  Mhyre,  CCU 
project,  No.  238  University  District 
Building,  Seattle. 


SMALL  GROUP  DISCUSSIONS  of  problen 
ECG  cases  were  part  of  the  five-day  CCL 
course  for  physicians.  Seated  from  left  are 
James  E.  Gouaux,  M.D.,  Missoula,  Mon- 
tana; G.  Campbell  Dowd,  M.D.,  Vancouver 
and  W.  Neal  Manor,  M.D.,  Coupeville 
Standing  is  course  coordinator  and  in- 
structor Werner  Samson,  M.D.,  practicing 
cardiologist  who  is  also  a clinical  asso- 
ciate  professor,  University  of  Washington 
School  of  Medicine. 
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From  the  Mailbag... 


Four  New  Projects 
Receive  Funds 


| (Ed.  Note:  FROM  THE  MAILBAG  will 
| be  a regular  feature  of  “Results.”  Pub- 

Ilished  will  be  entire  letters  or  ex- 
cerpts as  space  permits  to  project 
directors  and  W/ARMP  staff  regard- 
ing our  activities.  Comments  are  wel- 
come.) 

To  Central  Washington  Project  Director: 

! In  the  Ellensburg  area  seven  physicians 
viewed  all  three  television  programs  on  the 
“Bedside  Diagnosis  of  Stroke"  and  they 
concurred  that  the  tapes  were  very  com- 
plete, concise  and  well  done. 

The  physicians  said  they  enjoyed  the 
programs  and  received  considerable  bene- 
fit from  them.  They  also  agreed  that  this 
was  an  excellent  way  of  establishing  a re- 

Bview  and  conducting  a course  in  post- 
graduate medical  education. 

The  pamphlets  were  of  considerable 
i help  to  me  personally  in  being  able  to  an- 
ticipate the  contents  of  the  tape  and  to  de- 
velop continuity  in  thinking  prior  to  view- 
ing the  tape.  It  will  be  especially  helpful  to 
pe  able  to  see  and  talk  to  the  gentlemen 
}who  presented  the  material.  We  concur 
'that  this  is  an  excellent  way  of  teaching 
oost-graduate  medical  education  and  hope 
that  it  will  be  continued  past  the  initial 
hree  series. 

James  A.  Cobb,  M.D. 
The  Valley  Clinic,  Ellensburg 
Hospital  Coordinator, 
Central  Washington  Project 


10  Project  Director,  Laboratory  Training: 

I found  the  week  of  refresher  training 
t Dr.  Gibbs’  Laboratory  in  Bellingham  to 
e very  helpful  in  many  areas.  It  was  es- 
ecially  so  in  the  bacteriology  department 
here  so  many  small  labs,  such  as  ours, 
, end  to  grow  rather  stagnant.  Many  meth- 
ods that  heretofore  I had  thought  imprac- 
tical were  found  to  be  ideally  suited  to  our 
ab.  I'm  sure  that  we  will  now  give  much 
better  quality  service  to  the  people  we 
ierve  in  this  department. 

The  automated  procedures  were  very 
nteresting  and  gave  much  food  for  thought 
n future  planning  of  laboratory  facilities 
within  our  hospital.  In  summation,  it  was 
he  most  rewarding  experience  of  several 
years. 

Robert  0.  Lasher,  M.T. 
Cascade  Valley  Hospital, 
Arlington,  Washington 


LASKA  LIBRARY  continued  from  page  1 


opacity  for  20. 

Services  of  the  library  include 
oans  of  journals  and  books  either 
rom  its  own  collection  or  other 
ources,  bibliographies,  literature 
earches,  reference  service,  issuance 
I if  journal  lists  and  “table  of  contents” 
o physicians  who  have  no  access  to 
Durnals. 

- 


To  Project  Director,  Laboratory  Training: 

I wish  to  thank  you  for  the  opportunity 
of  participating  in  the  "Continuing  Educa- 
tion of  Laboratory  Personnel"  program.  My 
recent  experience  at  Providence  Hospital 
in  Anchorage  was  most  rewarding.  Dr. 
Strauss  and  the  laboratory  staff  were  all 
most  eager  to  help  in  any  way  possible.  It 
was  indeed  a very  profitable  week. 

We  here  in  Kodiak  are  quite  isolated,  so 
it  was  particularly  stimulating  to  spend 
some  time  with  persons  in  my  own  field. 
This  is  the  first  time  in  over  tour  years  that 
I have  been  able  to  take  part  in  any  formal 
in-service  refresher  course.  I do  hope  that 
this  program  will  be  continued  so  that 
others  in  circumstances  similar  to  mine 
may  be  able  to  take  part  in  the  venture. 

Sister  Josephine  Patti,  MT  (ASCP) 
Griffin  Memorial  Hospital, 
Kodiak,  Alaska 

To  John  Tytus,  M.D.  and  David  Fryer,  M.D. 
The  Mason  Clinic: 

Your  television  tape  on  the  “ Bedside  Di- 
agnosis of  Stroke"  was  shown  to  the  medi- 
cal community  in  the  Pittsburgh  area  this 
week.  I have  participated  in  this  type  of 
endeavor  and  have  used  television  tapes 
extensively  in  my  neurology  teaching  pro- 
grams. I think  your  contribution  is  the 
finest  I have  ever  seen,  both  from  the  med- 
ical and  the  artistic  standpoints.  I would 
be  very  much  interested  in  having  this  ma- 
terial available  for  future  use  . . . 

James  A.  Rosen,  M.D. 

Associate  Professor  of  Neurology 
University  of  Pittsburgh 
School  of  Medicine 


To  Director  of  Laboratories, 

Swedish  Hospital,  Seattle: 

Everett  General  Hospital  and  I would 
like  to  thank  you  for  the  privilege  of  spend- 
ing three  days  in  your  excellent  bacteri- 
ology-serology department  in  the  capable 
hands  of  Pat  Katona.  The  information  Mrs. 
Katona  and  her  staff  made  available  to 
me  will  be  well  used  by  our  hospital  bac- 
teriology department,  especially  in  the 
field  of  anerobic  bacteriology. 

It  was  gratifying  to  compare  methods  in 
all  areas  of  my  concern  and  find  answers 
to  problems  that  had  been  plaguing  me 
and  others  like  me  in  smaller  hospital  lab- 
oratories. 

Eventually  we  may  become  a training 
laboratory  and  the  assistance  given  to  me 
by  Mrs.  Katona  will  be  invaluable.  I believe 
that  a program  such  as  the  Washington/ 
Alaska  Regional  Medical  Program  can  of- 
fer tremendous  help  to  those  of  us  who 
work  in  small  situations  and  do  not  have 
much  chance  to  be  in  contact  with  larger 
programs. 

Mrs.  Patricia  Harris,  Microbiologist 
General  Hospital  of  Everett 
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Three  projects  on  stroke  care  and 
one  relating  to  renal  and  adrenal  hy- 
pertension were  funded  last  month  by 
the  Division  of  Regional  Medical  Pro- 
grams bringing  the  total  of  W/ARMP 
operational  projects  to  18. 

Stroke  projects  developed  by  staff 
members  of  The  Mason  Clinic  and 
King  County  Harborview  Hospital  will 
provide  new  stroke  care  person- 
nel and  expanded  stroke  education 
courses.  Details  of  this  joint  program 
will  be  forthcoming  in  “Results.” 

A rehabilitation  nursing  program 
which  is  currently  funded  by  the 
Washington  State  Heart  Association 
at  the  Good  Samaritan  Hospital  in 
Puyallup  also  received  a grant.  Funds 
will  be  used  for  expansion  of  the  pro- 
gram to  include  an  additional  instruc- 
tor so  that  more  courses  and  better 
follow-up  would  be  provided. 

Also  approved  was  the  renal  and 
adrenal  hypertension  project  directed 
by  Warren  Chapman,  M.D.,  assistant 
professor,  urolooy  at  the  University 
of  Washington.  The  project  will  make 
available  to  physicians  tests  for  this 
treatable  form  of  hypertension  and 
frequent  precursor  of  stroke. 


LAB  TESTS  OFFERED 
FOR  CHORIOCARCINOMA 

Laboratory  and  consultative  serv- 
ices for  diagnosis  and  treatment  of 
choriocarcinoma  are  now  available 
for  the  first  time  to  physicians  in  the 
Pacific  Northwest. 

The  regional  service  has  been 
made  possible  by  the  establishment 
of  the  Northwest  Regional  Diagnostic 
Laboratory  for  Trophoblastic  Dis- 
eases directed  by  Dr.  C.  Alvin  Paul- 
sen. 

Laboratory  services  provided  in- 
clude both  bioassay  and  newer  ra- 
dioassay methods  for  measuring  cho- 
rionic gonadotrophin  in  the  urine. 

Although  the  disease  is  100  per 
cent  fatal  if  untreated,  better  than  a 
five-year  cure  can  be  achieved  in 
over  75  per  cent  of  the  cases  through 
early  diagnosis  and  appropriate 
chemotherapy. 

The  facilities  are  located  at  the 
U.S.  Public  Health  Service  Hospital 
in  Seattle.  Physicians  who  suspect 
this  type  of  cancer  in  patients  are 
urged  to  contact  Dr.  Paulsen  at  EA 
5-8000,  ext.  344. 


page  5 


EDITORIAL 

I 

by  Neal  R.  Thompson,  M.D., 
Goldendale,  Washington 

If  we  are  to  improve  the  quality  of 
heart  disease,  cancer  and  stroke 
care,  the  continuing  education  of 
physicians  treating  most  of  these  pa- 
tients is  necessary.  The  education, 
however,  cannot  be  accomplished  by 
attending  a one  or  two  week  post- 
graduate CME  course  every  year  or 
so. 


To  reach  the  majority  of  practicing 
' physicians,  the  instruction  has  to  be 
brought  to  us  where  we  practice  and 
be  applied  as  part  of  our  routine. 

For  me,  two  such  programs  have 
been  provided  by  the  Central  Wash- 
ington Project  of  the  Regional  Medi- 
cal Program.  The  videotape  television 
programs  on  stroke  diagnosis  and  ar- 
rhythmias recognition  and  treatment 
were  valuable  because  they  brought 
practical  information  conveniently 
without  disrupting  our  everyday  prac- 
tice. These  televised  courses,  how- 
ever, are  only  a start  and  the  pro- 
gram needs  expansion  to  include 
those  who  are  “out  of  the  habit”  of 
learning. 

A preceptorship  in  coronary  care 
offered  by  the  Central  Washington 
Project  last  summer  was  another 
practical  program.  It  has  already 
changed  the  type  of  myocardial  in- 
farction care  in  our  area.  Initiated  on 
i a local  level  to  meet  the  needs  of 
participants,  the  week-long  session 
j furnished  unexpected  dividends  lo- 
cally. In  addition  to  giving  practical 
I day-to-day  management  of  the  acute 
j|  infarction,  it  helped  to  clarify  instruc- 
j tional  goals  for  our  nursing  education 
in  coronary  care,  it  stimulated  other 
p physicians  to  seek  out  similar  courses 
j,  and  it  awakened  the  dormant  educa- 
; tion  program  among  our  nurses.  This 
preceptorship  strengthened  the  bond 
between  our  area  and  Yakima  and 
also  opened  the  door  for  help  when 
management  problems  in  coronary 
care  develop  in  my  practice. 

We  participants  in  the  Central 
l)  Washington  project  have  found  the 
learning  process  to  be  infectious. 
When  one  or  two  members  of  the 
medical  community  are  participating 
, in  post-graduate  education  others  are 
[ stimulated  to  do  likewise.  This  is  one 
j infection  that  could  well  be  tolerated 
I by  all  of  us  in  medical  practice,  and  I 
believe  the  means  to  initiate  this  is 
j through  local  action  groups  working 
with  the  Washington/Alaska  Regional 
Medical  Program. 


STOCKING  THE  SHELVES  of  Alaska’s  first  cal  Center  in  Anchorage  was  established 

health  sciences  library  is  Mrs.  Christine  by  the  U.S.  Public  Health  Service  and 

A.  Schaedler,  assistant  librarian.  The  new  W/ARMP.  Grand  opening  will  be  Jan.  17. 
library,  located  at  the  Alaska  Native  Medi- 


RMP  TICKER  TAPE 


MEDICAL  RADIO  CONFERENCES 

. . . Medical  Radio  Conferences  on 
KUOW  FM  in  Seattle  will  resume  with 
the  winter  schedule  every  Tuesday 
at  12:30  p.m.  starting  Jan.  14.  Lec- 
turers are  from  the  University  of 
Washington  School  of  Medicine  as 
well  as  University  of  California 
School  of  Medicine  where  the  pro- 
grams originate  and  the  University  of 
Oregon  Medical  School. 

RAC  APPOINTEE 

. . . Newest  member  appointed  to 
the  Regional  Advisory  Committee  is 
Joseph  Worral,  M.D.,  from  Fairbanks. 
Dr.  Worral,  an  obstetrician-gynecolo- 
gist, is  also  on  the  Alaska  Advisory 
Committee  of  W/ARMP. 

CONTINUATION  PLANNING  GRANT 

. . . W/ARMP  was  awarded  a con- 
tinuation and  supplemental  planning 
grant  from  the  Division  of  Regional 
Medical  Programs  of  $655,958  for 
the  third  year  effective  September  1, 
1968,  through  August  31,  1969.  Mon- 
ies will  support  Seattle  and  Alaska 
Core  staff  activities  and  planning 
studies  underway  including  Myocar- 
dial Infarction  and  Heart  Surgery 
Registries,  Stroke  Care  Study  and 
Conference  for  Nurses. 


SITE  VISIT 

. . . Representatives  of  DRMP  will 
be  in  Seattle  for  a site  visit  on  Janu- 
ary 20  and  21  to  review  the  entire 
W/ARMP  operation. 

CME  SURVEY 

. . . Results  of  a questionnaire  on 
continuing  medical  education  sent  to 
physicians  in  Washington  State  have 
been  published  and  are  available 
upon  request  from  W/ARMP  or 
the  WSMA  Education  and  Research 
Foundation,  joint  sponsors  of  the  sur- 
vey. Funds  have  been  requested  from 
DRMP  to  finance  the  cross-matching 
of  answers  in  the  questionnaire  with 
information  contained  in  the  WSMA 
physician  data  bank. 

INACTIVE  NURSES 

. . . Special  report  on  the  status  of  j 
Inactive  Nurses  in  Washington  State 
has  been  prepared  by  Louise  Shores, 
R.N.  and  director  of  continuing  nurs- 
ing education  for  W/ARMP.  Copies 
are  available  upon  request. 

SOUTHEASTERN  ALASKA 

. . . Richard  Twiss,  Yakima  cardi- 
ologist. will  visit  hospitals  in  Juneau, 
Ketchikan,  Sitka  and  Mt.  Edqecumbe  l 
for  teaching  and  consultation  this 
month.  The  staff  exchange  is  one  of 
a series  sponsored  by  the  Southeast 
Alaska  Project  of  W ARMP.  Other 
consultants  will  be  John  Downing. 
Yakima  radiologist  in  February  and 
Frank  Parker,  M.D.  and  associate 
professor  of  medicine  at  the  Univer- 
sity of  Washington  in  March. 
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Butisol 

IUM  BUTABARBITAL 


SODIUM® 


I 


the  "daytime  sedative"  for 
' everyday  situational  stress 


I When  stress  is  situational — environmental  pressure, 

1 worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
; predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 


Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (34  gr.)  to  30  mg.  {}A  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (lA  gr.), 

30  mg.  (14  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (H  gr.),  30  mg.  ( ]/2  gr.). 

(McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 
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abtro^ 


Each  fJuidounce  contains:  80  mg. 
Benadryl ® ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENY LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENY  LIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like  action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


heavenly  relief 
for  unearthly  cough 
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New  hormone  ratio 
In  lowdosn&e 
oral  eonlraeepdon 

Noriml 

1^80 

(norethindrone  1 mg  with  mestranol  0.08  mg) 

21&28 

day  regimens 
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\ norethindrone  1 mg  with 
mestranol  0.08  mg) 


woman. 


Oral  contraceptives  are  different  because 
women  are  different. 

Just  being  secure  in  the  knowledge  that 
her  oral  contraceptive  is  effective  is  not 
enough.  She  also  wants  to  be  secure  in  the 
knowledge  that  her  oral  contraceptive  is 
right  for  her. 

Nowt  you  have  a new  choice  in  prescrib- 
ing a lowr-dosage  oral  contraceptive. 

Norinyl  1 — (—  80  is  a new  combination, 
consisting  of  1 milligram  norethindrone 
and  a slightly  increased  amount  of  mes- 
tranol (80  micrograms  instead  of  the  usual 
50) . This  important  adjustment  may  be  par- 
ticularly suitable  for  her  if  she  requires  a 
slightly  higher  ratio  of  estrogen. 

And  it’s  the  woman  who  must  accept  her 
oral  contraceptive. 

Please  see  last  page  of  advertisement  for 
prescribing  information. 
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woman 


4V»Imt  regimen 

No  matter  how  effective  ^ ^ her  oral  contraceptive  is . . 

if  she  forgets,  she  loses  the  protection  she’s  striving  for. 

Norinyl®  1+80  gives  her  the  easiest  regimen  choice  possible: 
either  21- day  (3  weeks  on.  1 week  off)  or  28 -day  continuous  therapy  (21  active 
tablets  and  7 placebos).  Both  are  simple  and  regular.  Cycle  days 
are  replaced  by  weekdays  ^ — the  way  she  lives  her  life. 


liewMemorette 

Norinvl  1+80  comes  to  her  in  the  new  Memorette  tablet  dispenser. 
Feminine  and  attractive.  Designed  for  the  modern  woman  who  has  more  on 
her  mind  than  medication.  No  charts  or  calendars . . .just  the 
beautiful  Memorette  for  her  convenience. 


Voiiuyl 

i^so 

(norethindrone  1 mg  with 
mestranol  0.08  mg) 

day  regimens 


CONTRAINDICATIONS 

1.  Patients  with  thrombophlebitis, 
thromboembolic  disorders,  cerebral  apo- 
plexy, or  with  a past  history  of  these  con- 
ditions. 

2.  Patients  with  markedly  impaired 
liver  function. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast. 

4.  Patients  with  known  or  suspected 
estrogen-dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital 
bleeding. 

WARNINGS 

1.  The  physician  should  be  alert  to  the 
earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascu- 
lar disorders,  pulmonary  embolism,  and 
retinal  thrombosis).  Should  any  of  these 
occur  or  be  suspected,  the  drug  should  be 
discontinued  immediately. 

Studies  conducted  in  Great  Britain  and 
reported  in  April  1968  estimate  there  is 
a seven-  to  tenfold  increase  in  mortality 
and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contracep- 
tives. In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and 
58  hospitalizations  due  to  “idiopathic” 
thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed 
between  users  and  nonusers  were  highly 
significant. 

The  conclusions  reached  in  the  studies 
are  summarized  in  the  table  below: 

COMPARISON  OF  MORTALITY  AND 
HOSPITALIZATION  RATES  DUE  TO 
THROMBOEMBOLIC  DISEASE  IN  USERS  AND 
NONUSERS  OF  ORAL  CONTRACEPTIVES 
IN  BRITAIN 


Category 

Mortality  Rates 

Hospitalization 
Rates  (Morbidity) 

Ages  20-34 

Ages  35-44 

Ages  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100.000 

Nonusers 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  avail- 
able in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  mag- 
nitude of  the  increased  risk  to  the  in- 
dividual patient,  cannot  be  directly  ap- 
plied to  women  in  other  countries  in 
which  the  incidences  of  spontaneously  oc- 
curring thromboembolic  disease  may  be 
different. 

2.  Discontinue  medication  pending  ex- 
amination if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papillede- 
ma or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

3.  Since  the  safety  of  oral  contracep- 
tives in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regi- 
men. If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of 
pregnancy  should  be  considered  at  the 
time  of  the  first  missed  period. 

4.  A small  fraction  of  the  hormonal 
agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiv- 
ing these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined 
at  this  time. 


PRECAUTIONS 

1.  The  pretreatment  physical  examina- 
tion should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Pap- 
anicolaou smear. 

2.  Endocrine  and  possibly  liver  func- 
tion tests  may  be  affected  by  treatment 
with  oral  contraceptives.  Therefore,  if 
such  tests  are  abnormal  in  a patient  tak- 
ing an  oral  contraceptive,  it  is  recom- 
mended that  they  be  repeated  after  the 
drug  has  been  withdrawn  for  2 months. 

3.  Under  the  influence  of  estrogen-pro- 
gestogen preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  car- 
diac or  renal  dysfunction,  require  careful 
observation. 

5.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam, 
nonfunctional  causes  should  be  borne  in 
mind.  In  undiagnosed  bleeding  per  vagi- 
nam, adequate  diagnostic  measures  are 
indicated. 

6.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed 
and  the  drug  discontinued  if  the  depres- 
sion recurs  to  a serious  degree. 

7.  Any  possible  influence  of  prolonged 
oral  contraceptive  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  func- 
tion awaits  further  study. 

8.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  oral 
contraceptive  therapy. 

9.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  oral  contraceptives 
should  be  used  judiciously  in  young  pa- 
tients in  whom  bone  growth  is  not  com- 
plete. 

10.  The  age  of  the  patient  constitutes 
no  absolute  limiting  factor,  although 
treatment  with  oral  contraceptives  may 
mask  the  onset  of  the  climacteric. 

11.  The  pathologist  should  be  advised 
of  oral  contraceptive  therapy  when  rele- 
vant specimens  are  submitted. 

ADVERSE  REACTIONS  OBSERVED  IN 
PATIENTS  RECEIVING  ORAL 
CONTRACEPTIVES 

A statistically  significant  association 
has  been  demonstrated  between  use  of 


oral  contraceptives  and  the  following  se- 
rious adverse  reactions: 
Thrombophlebitis 
Pulmonary  embolism 
Although  available  evidence  is  sugges- 
tive of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted 
for  the  following  serious  adverse  reac- 
tions: 

Cerebrovascular  accidents 
Neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are 
known  to  occur  in  patients  receiving  oral 
contraceptives: 

Nausea 

Vomiting 

Gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating) 
Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Edema 

Chloasma  or  melasma 
Breast  changes:  tenderness, 
enlargement  and  secretion 
Change  in  weight  (increase  or 
decrease) 

Changes  in  cervical  erosion  and 
cervical  secretions 
Suppression  of  lactation  when  given 
immediately  postpartum 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Rise  in  blood  pressure  in  susceptible 
individuals 
Mental  depression 

Although  the  following  adverse  reac- 
tions have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been 
neither  confirmed  nor  refuted: 
Anovulation  post-treatment 
Premenstrual-like  syndrome 
Changes  in  libido 
Changes  in  appetite 
Cystitis-like  syndrome 
Headache 
Nervousness 
Dizziness 
Fatigue 
Backache 
Hirsutism 
Loss  of  scalp  hair 
Erythema  multiforme 
Erythema  nodosum 
Hemorrhagic  eruption 
Itching 

The  following  laboratory  results  may 
be  altered  by  the  use  of  oral  contracep- 
tives: 

Hepatic  function:  Increased 

sulfobromophthalein  and  other  tests 
Coagulation  tests:  Increase  in 

prothrombin  Factors  VII,  VIII,  IX, 
and  X 

Thyroid  function:  Increase  in  PBI  and 
butanol  extractable  protein-bound 
iodine,  and  decrease  in  T3  uptake 
values 

Metyrapone  test 
Pregnanediol  determination 
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‘•Breathing's  a snap  again”  he  said  gingerly. 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)—  along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R. I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


( COMPLIMENTS  OF  DIMETAPP) 

Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied : Bottles  of  100  and  500. 


A. IT.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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RAYMOND  L.  WHITE,  M.D. 


dr.  Raymond  l.  white,  55„  Boise,  Idaho,  Execu- 
tive Vice  President  for  Planning  of  the  Idaho  Foun- 
dation for  Medicine  and  Biology,  Inc.,  died  Decem- 
ber 18,  1968. 

Born  December  19,  1913,  at  New  Plymouth,  he 
attended  Loyola  School  of  Medicine  in  Chicago, 
graduating  in  1939.  He  received  his  internship 
training  at  Mary’s  Help  Hospital,  San  Francicso, 
the  following  year. 

Dr.  White  received  his  license  to  practice  medi- 
cine and  surgery  in  Idaho  on  July  10,  1940. 

A veteran  of  four  years  military  duty,  Dr.  White 
was  Chief  of  Surgery  at  the  US  Army  Base  at 
Hickam  Field,  Hawaii,  at  the  time  of  the  December 
7,  1941  attack  on  Pearl  Harbor.  He  retired  from 
the  Army  in  1944  with  the  rank  of  Major. 

Dr.  White  was  an  active  member  of  the  Idaho 
Medical  Association.  He  held  numerous  positions, 
including  secretary -treasurer  of  the  Southewstern 
Idaho  District  Medical  Society  in  1947;  president 
of  the  society  from  1948  to  1950;  delegate  from 
the  society  to  the  Idaho  Medical  Association  from 
1947  through  1961. 

He  was  the  Idaho  Medical  Association  s alternate 
delegate  to  the  American  Medical  Association  from 
1952  to  1957  when  he  was  elected  to  the  position 
of  delegate  and  represented  his  state  medical  asso- 
ciation until  1961.  He  served  as  chairman  of  the 
association’s  Medical  Practice  Act  Revision  Com- 
mittee in  1948-49,  and  led  in  the  development  of 
the  present  Idaho  law  governing  licensure  and  the 
practice  of  medicine  and  surgery. 

He  served  as  speaker  of  the  Idaho  Medical  Asso- 
ciation’s House  of  Delegates  for  1966-67  and  was 
a member  of  the  AMA’s  Council  on  Legislative 
Activities  from  1959  through  1961. 

In  1954  Dr.  White  was  elected  to  the  Board  of 
Directors  of  the  Idaho  Public  Health  Association, 
and  served  as  president  from  1952  to  1954.  He  was 


also  active  in  the  Idaho  Division  of  the  American 
Cancer  Society  and  served  as  the  chairman  of  the 
society’s  Executive  Commitee  for  nine  years  from 
1950  through  1959. 

Dr.  White  was  a member  of  the  American  Medi- 
cal Association,  the  American  Public  Health  Asso- 
ciation, the  World  Medical  Association,  the  Na- 
tional Commission  on  Community  Health  Services, 
the  US  Surgeon  General’s  National  Advisory  Com- 
munity Health  Committee,  and  a member  of  the 
Board  of  Trustees  of  the  College  of  Idaho,  Caldwell. 

Dr.  White  was  active  in  Republican  politics  and 
served  as  Ada  County  State  Senator  from  1953 
through  1955.  He  was  a member  of  the  Senate 
Health  and  Welfare  Committee  in  1952-53  and  was 
its  chairman  in  1954-55.  He  was  also  a member  of 
the  Senate’s  Education  Committee,  Forestry  and 
Public  Lands  Committee,  Military  and  Civilian  De- 
fense Committee,  Banks  and  Banking  Committee 
and  served  as  Chairman  of  the  Legislative  Interim 
Committee  on  Medical  Care  Programs  in  1954-55 
which  led  to  the  creation  of  Idaho  State  Board  of 
Health. 

Dr.  White  was  an  active  member  of  the  medical 
staff  of  both  St.  Luke’s  and  St.  Alphonsus  Hospitals 
and  served  as  president  of  the  staff  at  St.  Luke’s 
from  1951  through  1953.  He  was  secretary  of  the 
staff  at  St.  Alphonsus  Hospital  in  1948. 

Because  of  his  wide  variety  of  activities.  Dr. 
White  was  the  recipient  of  a number  of  awards 
for  outstanding  service,  including  the  Annual  Award 
from  the  Idaho  Public  Health  Association  in  1954; 
the  American  Cancer  Society’s  Bronze  Medal  for 
Contributions  to  the  Control  of  Cancer  in  1955;  the 
Alumni  Citation  Award  from  Loyola  University 
School  of  Medicine,  Chicago,  1964;  the  J.  L.  Price 
Memorial  Award  of  the  National  Association  of 
Medical,  Dental  and  Hospital  Business  Bureaus  of 
America  for  contributions  to  medical  economics, 
1965. 

In  1958  Dr.  White  served  as  the  Governor’s 
Representative  to  the  White  House  Conference  on 
Aging,  in  Washington,  D.C.,  and  i vas  a member 
of  the  White  House  Conference  on  Health,  held  in 
the  Nation’s  capitol  in  1965. 

Dr.  White  was  engaged  in  the  private  practice 
of  general  surgery  in  Boise  from  September  1914 
through  September  1961  when  he  accepted  a posi- 
tion as  Director  of  the  Division  of  Socio-Economic 
Activities  for  the  American  Medical  Association,  and 
moved  to  Chicago.  He  served  in  this  capacity  until 
June  1965  when  he  resigned  to  return  to  Idaho. 

Since  that  time  he  served  as  a consultant  on  socio- 

continued  on  page  87 
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You  know  the  patient  who  takes 
his  troubles  out  on  his  gut.  He’s 
the  one  who  reacts  to  worry  or 
frustration  with  emotional  symp- 
toms of  nervous  tension  and 
physical  distress  as  spasm, 
irritation  or  hypersecretion  of  the 
GI  tract. 

Belap  is  for  him.  It  is  specifi- 
cally formulated  to  relieve  anxiety 
with  its  gentle  sedative  action, 
while  it  restores  normal  GI 
motility  with  its  antispasmodic- 
anticholinergic  effects.  Belap 
provides  dependable,  effective 
symptomatic  relief  of  smooth 
muscle  spasm,  spastic-tension 
states  such  as  peptic  and  duodenal 
ulcers,  pylorospasm,  nausea  and 
vomiting  of  pregnancy,  motion 
sickness  and  other  conditions 
requiring  smooth  continuous 
antitensive-anticholinergic  action. 


BELAP  ® Tablets 

Each  tablet  contains: 

No.  0 No,  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage:  One  tablet  three  times  daily. 

BELAP"  Ty-Med®  (Modified  formula) 
Each  tablet  contains: 

Amobarbital  50  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage:  One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurred  vision, 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  skin 
may  occur  at  higher  dosage  leve 
Precautions:  Administer  wii 
caution  to  patients  with  incipie 
glaucoma  or  urinary  bladder  n 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contrai: 
dicated  in  glaucoma,  advanced 
hepatic  or  renal  disease  or  hyp 
sensitivity  toanyoftheingredie: 
Caution:  Federal  law  prohit 
dispensing  without  prescriptioi 
How  supplied:  Available  in 
bottles  of  100  and  1000  tablets, 


BRAND  OF  PHENOBARBITAL  AND  BELLADONNA  EXTRACT 


HAACK  LABORATORIES.  INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COMPfl 
PORTLAND.  OREGON  97208 


See  next  page  for  prescribing  information 
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You’ve  made  it 
one  of  your  specific: 
in  acute  otitis  media 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  the 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  this  : 
coverage  may  be  important.  However,  some  strain 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  action 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 


DECLOMYCIN 


rexia,  nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocoliti 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a rai 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivit 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney— rise  in  BUI 
apparently  dose-related.  Transient  increase  in  urinary  output,  som< 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions- urt 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining  (ye 
low-brown)  in  children  of  mothers  given  this  drug  during  the  latter  ha 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  pei 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontini 
medication  and  institute  appropriate  therapy.  Demethylchlortetr 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingtissi 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shoul 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
impaired  by  the  concomitant  administration  of  high  calcium  contei 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococc, 
infections  should  continue  for  10  days,  even  though  symptoms  ha\ 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  3C 
mg,  150  mg  and  75  mg  of  demethylchlortetr  I 


Side  Effects:  Gastrointestinal  system-ano-  DEMETHYLCHLORTETRACYCLINE  cycline  HCI. 
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LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 
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economic  activities  to  the  executive  vice  president 
of  the  American  Medical  Association. 

In  January  of  1966  Dr.  White  became  the  execu- 
tive vice  president  of  the  Idaho  Foundation  for 
Medicine  and  Biology,  Inc.,  and  served  in  this 
capacity  until  recently  when  illness  caused  him  to 
relinquish  this  position  to  W.  B.  Ross,  Nampa.  At 
that  time  Dr.  White  became  the  executive  vice  pres- 
ident for  planning  for  the  Foundation. 

Dr.  White  was  also  a consultant  to  Philip  R.  Lee, 
Washington,  D.C.,  Assistant  Secretary,  Health,  Edu- 
cation and  Welfare,  and  a consultant  to  Lockheed 
Missiles  and  Space  Company,  Systems  Development 
for  Hospital  Information  Project. 


dh.  jerome  k.  burton,  59,  Boise,  Idaho,  died  De- 
cember 8,  1968.  He  was  born  March  51,  1909,  in 
Pittsburgh,  Pennsylvania.  After  pre-medical  studies 
at  Johns  Hopkins  University,  he  graduated  from  the 
University  of  Mayrland  School  of  Medicine,  Balti- 
more, in  1936.  He  served  his  residency  in  ortho- 
pedics in  Baltimore  and  practiced  there  in  1941 
and  1942. 

Dr.  Burton  was  granted  License  No.  M-1692  to 
practice  medicine  and  surgery  in  Idaho  on  July  30, 
1942,  and  practiced  in  Boise  until  his  death. 

He  was  a member  of  the  Ada  County  Medical 
Society,  the  Idaho  Medical  Association  and  the 
American  Medical  Association.  A past  president  of 
the  Northern  Pacific  Orthopedic  Society,  he  was 
also  a member  of  the  Western  Orthopedic  Society. 
Before  the  Southwestern  Idaho  District  Medical 
Society  was  divided  to  form  the  Ada  County  Med- 
ical Society,  he  was  a delegate  to  the  Idaho  Medical 
Association  in  1950  and  1951,  and  from  1958  to 
1961.  He  was  a vice  president  of  the  Southwestern 
Society  in  1954.  Dr.  Burton  was  a member  of  the 
state  association’s  Advisory  Committee  to  the  De- 
partment of  Public  Health  from  1951  to  1957,  and 
chairman  of  the  American  Medical  Educational 
Foundation  Committee  from  1956  through  1960. 
He  was  a member  of  the  Polio  Committee  from 
1949  to  1951. 


ROBERT  E.  STALEY,  M.D. 

dr.  robert  e.  staley,  64,  Hayden  Lake,  Idaho, 
a past  president  of  the  Idaho  Medical  Association, 
died  December  14,  1968. 

Born  in  DeWitt,  Nebraska,  August  13,  1904,  he 
graduated  from  the  University  of  Nebraska  College 
of  Medicine  in  1930.  He  took  his  internship  train- 
ing at  the  Swedish  and  Children’s  Orthopedic  Hos- 
pitals, Seattle,  the  following  year. 

Dr.  Staley  received  License  No.  M-1604  to  prac- 
tice medicine  and  surgery  in  Idaho  May  19,  1939. 
He  became  co-owner  and  operator  with  Glenn  Mc- 
Caffery  of  the  Wardner  Hospital  in  Kellogg. 

Dr.  Staley  served  organized  medicine  in  many 
capacities,  both  as  an  officer  of  the  Shoshone  Coun- 
ty Medical  Society  and  as  a member  and  chairman 
of  several  committees  of  the  Idaho  Medical  Asso- 
ciation. From  1957  until  1960,  he  was  Councilor  for 
District  No.  1 of  the  Idaho  Medical  Association 
and  President  of  the  Association  in  1962.  He  was 
a member  of  the  American  Medical  Association  and 
a Fellow  of  the  American  College  of  Surgeons. 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DMy : Glyceryl  guaiaco- 
late,  50  mg..  Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 

/H-l'[^0BINS 
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tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic 
ulcer,  ulcerative  colitis,  mental  depression,  renal  impairment  or 
shutdown.  Warnings:  Consider  the  possibility  of  sensitivity  reac- 
tions in  patients  with  history  of  allergy  or  bronchial  asthma.  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with 
antihypertensive  therapy,  may  be  associated  with  small  bowel 
lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred. 
Such  tablets  should  be  used  only  when  indicated  and  when  ade- 
quate dietary  supplementation  is  not  practical.  They  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea, 
vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy.-  Exercise  cau- 
tion, since  thiazides  cross  the  placental  barrier  and  may  cause 
fetal  or  neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered 
carbohydrate  metabolism;  adverse  reactions  seen  in  the  adult  may 


occur  in  the  newborn.  Use  reserpine  in  women  of  child- 
bearing age  only  when  essential  to  patient  welfare.  In- 
creased respiratory  secretions,  nasal  congestion,  cyano- 
sis, and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers.  Precautions:  Butisol  (butabarbital)  — 
Exercise  caution  in  moderate  to  severe  hepatic  disease. 
Elderly  or  debilitated  pa- 
tients may  react  with 
marked  excitement  or  de- 
pression. Hydrochlorothi- 
azide-May induce  elec- 
trolyte imbalance;  when 
used  with  digitalis  or  one 
of  its  glycosides  and  in  pa- 
tients with  severe  hepatic 
insufficiency,  cardiac  ar- 
rhythmias or  symptoms  of 
impending  hepatic  coma  may 
occur.  Discontinue  and  in- 
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The  “beauty” of  Butiserpazide®  is  that  it  adds 
the  mildly  sedative  effect  of  Butisol  (butabarbital) 
to  the  classic  thiazide/reserpine  formula. 

“It  would  appear  that  the  addition  of  an 
anxiety-relieving  agent  [Butisol]  to  a drug 
combination  utilizing  well-established 
compounds  proved  useful  in  reducing  hypertensive 
symptoms  in  over  half  the  patients. . . 


That’s  the  “Buti”of 


Butiserpazide 

Prestabs®Tablets 

BUTISOL®  (butabarbital)  30  mg.  + reserpine  0.1  mg.  + hydrochlorothiazide  25  or  50  mg. 


You  have  a choice  of  2 strengths.  Just  one  tablet  once  or  twice  a day  is  usually  sufficient. 

Butiserpazide-25  Prestabs®  ’Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50  Prestabs®  ’Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


stitute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hy- 
pochloremic alkalosis,  is  contraindicated  in  hepatic  disease.)  May 
produce  elevated  serum  uric  acid  levels  (and,  infrequently,  gout)  or 
reduce  glucose  tolerance,  altering  insulin  requirements  in  dia- 
betics. Reserpine-Obse[\ie  for  signs  or  symptoms  of  peptic  ulcer  or 
ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in 
history  of  mental  depression.  May  produce  cardiac  arrhythmias 
when  used  with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks  before 
surgery;  inform  the  anesthetist  in  event  of  emergency  surgery.  Ex- 
ercise caution  in  history  of  epilepsy.  Discontinue  1 to  2 weeks  be- 
fore ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions;  Oizziness,  drowsiness,  weakness,  nasal  conges- 
tion, leg  cramps,  nausea,  palpitations,  superficial  skin  bruises, 
palmar  erythema,  headache,  dehydration,  skin  rash,  "hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia, 


photosensitivity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  throm- 
bocytopenia, leukopenia,  agranulocytosis,  aplastic  anemia,  anorexia, 
gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated 
by  alcohol,  barbiturates,  or  narcotics),  increased  salivation  and 
gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina- 
like syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  ner- 
vousness, paradoxical  anxiety,  rarely  atypical  Parkinsonian  syn- 
drome, central  nervous  system  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of 
mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased 
libido.  Usual  Adult  Dosage:  BUTlSERPAZlDE®-25  or  BUTISERPAZIDE®- 
50:  1 tablet  daily  or  b.i.d.  When  used  with  other  antihypertensive 
agents  reduce  dosage  of  both  drugs  about  50%  and  observe  care- 
fully for  changes  in  blood  pressure.  / \ 

Before  prescribing  or  administering.  I TM’fl'i  TVTX1  T T.  I 
see  package  insert. 

1.  Coodley,  E.  L.  Curr.  Therap.  Res.  mcneil  laboratories,  inc. 

4:460,  1962.  fort  Washington,  pa.  19034 


( McNEIL 
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Trivialis  et  Jovialis 


"UMM” 

AINSLIE  MEARES,  M.D.,  D.P.M., 
Melbourne,  Australia 


I have  exhorted  my  patients  and  nothing  hap- 
pened. In  vain  I have  shown  them  where  they  have 
gone  wrong.  I have  talked  and  persuaded,  and  what 
was  the  use  of  it?  More  than  this:  I have  explored 
their  conflicts,  dug  up  the  things  of  the  past,  ter- 
rible things  that  could  have  well  been  left  where 
they  were.  And  what  of  it?  Nothing!  They  were  as 
tense  and  anxious  as  ever! 

But  now  I say  “Umm,”  and  they  have  changed; 
and  I have  changed  too. 

He  is  tense  and  anxious,  and  has  been  like  this 
for  years.  I listen  to  his  heart;  I feel  his  tummy.  His 
reflexes  are  hyperactive,  and  he  immediately  senses 
that  they  are  too  jumpy. 

“Umm,”  I say,  very  slowly,  very  leisurely,  with 
all  my  own  relaxation  behind  it.  This  is  easy,  be- 
cause I know  that  it  works.  And  of  course,  it  does. 
Most  of  the  stiffness  of  his  legs  has  gone.  He  is 
aware  he  has  relaxed  a bit;  I am  aware  of  it  too. 
That  brings  us  closer  together. 

I have  often  thought  about  it.  It  is  a strange  thing, 
but  you  have  to  do  something  when  you  say, 
“Umm;”  otherwise  it  does  not  work.  That  is  why  I 
test  the  knee-jerks. 

Now  I pick  up  his  arm.  He  is  so  tense  he  half 
lifts  it  himself.  I let  it  go.  But  because  of  the  tension 
it  does  not  flop  down  as  it  should. 

So  I say,  “Umm.”  I say  it  as  I breathe  out,  because 
it  is  best  that  way.  He  looks  at  me.  I look,  too.  But 
I do  not  see  much.  You  do  not  see  much  when  you 
are  very  relaxed.  And  if  you  know  that  it  works, 
it  is  very  easy  to  be  relaxed.  When  you  are  really 
relaxed,  your  eyes  are  pretty  well  closed.  I think 
mine  are  sometimes. 

It  helps  to  do  it  again,  so  I take  a bit  of  a breath 
and  I say,  “Umm,”  just  as  he  breathes  out.  And 
this  time  his  arm  flops  quite  relaxed,  and  this  time 
he  does  not  look  at  me,  instead  his  eyes  have  closed. 

I want  to  tell  him  to  relax.  But  you  cannot  tell 
anyone  who  is  tense  to  relax.  They  only  try  to  do 
what  they  cannot  do,  and  become  more  tense  than 
ever.  So  I say  “Umm;”  and  I say  it  so  that  he 
knows  what  I mean.  He  knows  what  I mean  all 
right,  because  we  understand  each  other.  I have 
been  feeling  his  tummy.  The  weight  goes  off  my 
hand  as  he  breathes  in.  He  senses  it  because  it  is 
easier  for  him  that  way.  And  when  he  breathes  out 
there  is  just  the  natural  weight  of  my  hand  on  the 
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muscles.  In  this  way  I am  conscious  of  his  breath- 
ing and  the  rhythm  of  it.  So  I let  my  breathing  go 
with  his.  And  there  comes  a kind  of  rhythm  be- 
tween us.  So  when  I say,  “Umm,”  for  him  to  relax, 
he  knows  what  I mean  all  right,  and  does  not  have 
to  think  about  it;  he  just  relaxes.  No,  that  is  not 
quite  it.  Belaxation  comes. 

And  when  relaxation  comes  like  this,  as  it  always 
does,  he  is  thankful,  because  he  has  not  been  re- 
laxed like  this  for  a long,  long  time.  And  he  feels 
closer  because  he  knows  that  I have  helped  him. 
And  when  I say  “Umm,”  again  he  knows  exactly 
what  I mean. 

So  I say  “Umm;”  and  I say  it  so  that  he  can 
understand.  But  that  is  not  quite  right.  It  is  not  for 
him  to  understand  in  the  ordinary  way.  I used  to 
say  things  for  them  to  understand,  and  it  never  did 
any  good.  I say  it  for  him  to  understand  deep  down, 
deep  in  that  primitive  part  of  his  mind  where  you 
do  not  understand,  where  you  just  know  that  it  is 
right. 

This  is  the  strange  part  about  it,  he  knows  what 
I mean  by  “Umm,”  but  you  do  not  know.  You  can- 
not know.  You  can  never  know.  He  knows  because 
I have  my  hand  on  his  tummy  and  it  moves  as  he 
breathes;  and  he  looked  at  me  and  I looked  at  him 
though  I did  not  see  much  because  my  eyes  were 
so  relaxed;  and  he  breathes  and  I breathe  and  there 
is  rhythm  between  us;  it  is  only  then  that  you  can 
understand  what  “Umm”  really  means. 

It  means,  “I  am  with  you;”  “I  understand;”  “I 
am  relaxed;”  “We  can  both  relax  together;”  “Things 
can  be  better.”  But  it  does  not  mean  this  at  all. 
This  is  only  what  it  would  mean  in  your  language, 
which  has  no  proper  words  for  these  important 
things.  Our  language,  the  “Umm”  language,  is  the 
true  language,  because  you  do  not  have  to  think 
about  it.  There  is  no  logic  to  keep  us  alert  and 
critical  and  worried.  It  is  relaxed  language.  It  is 
the  language  of  long  ago,  of  long  ago  when  we 
were  primitive  and  things  were  simple.  That  is 
why,  when  we  talk  it,  his  mind  goes  back  to  long 
ago;  and  works  simply  like  it  did  long  ago;  primi- 
tively; that  is  why  he  loses  his  tension,  and  is  calm 
when  he  is  like  this. 

When  he  wakes  he  says  he  has  not  been  relaxed 
like  this  for  years.  And  it  stays  with  him  for  half 
a day  or  so.  But  we  do  it  again,  and  this  time  it 

continued  on  page  93 
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Derived  from  seaweed,  and  long  used  to  impart 
velvety  consistency  to  foods,  alginates— a Warner- 
Chilcott  contribution  to  antacid  palatability— help 
1)  erase  the  chalkiness  and  grittiness  found  with  some 
other  antacids;  2)  dispel  unpleasant  aftertaste.  Like 
ice  cream,  Gelusil-M  is  smooth  and  creamy;  and  it  has 
a cool  mint  flavor.  Thus,  for  your  patients  Gelusil-M 
may  be  better  to  start  on  and  easier  to  stay  on. 


introducing  new 

GELUsiirr 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 

•U.S.  Patem  No.  3.326755 

a consistent  buffering  anticostivef  antacid 

tAvoids  constipation. 


oducing  alginates  to  antacids 


difference 
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See  next  page  for  prescribing  information  ^ 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 
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Gelusil-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 f I.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


GelusiT  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 
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stays  with  him  for  two  or  three  days.  We  do  it  a 
few  more  times,  and  he  comes  to  get  the  hang  of 
it  himself,  and  it  stays  with  him. 

I have  told  some  of  the  big  doctors  about  this. 
They  do  not  understand  “Umm.”  They  shake  then- 
heads,  and  say  he  will  be  as  bad  as  ever  in  a couple 
of  weeks,  as  he  has  no  insight.  But  ask  him  after 
six  or  seven  years,  and  he  will  tell  you  something 
different,  and  there  are  a lot  like  him  who  would 
tell  you  the  same  thing.  It  is  just  that  they  do  not 
understand  “Umm.”  But  then  you  could  not  expect 
them  to.  Perhaps  they  will  some  day. 


summary 

During  the  process  of  evolution  the  functions  ol 
mind  have  progressed  from  relative  simplicity  to 
greater  and  greater  complexity.  In  atavistic  regres- 
sion our  mind  returns  to  the  simple  and  more  prim- 
itive mode  of  functioning.  By  non-verbal  communi- 
cation, atavistic  regression  can  be  induced  to  allay 
anxiety  and  reduce  the  patient’s  general  level  of 
tension. 
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The  writer  of  this  tribute  to  a physician  teas  well  aware  of  the  fact  that 
health  is  not  a commercial  product,  at  so  many  dollars  per  unit,  and  that  the 
most  human  of  human  needs  are  not  met  by  science  alone.  It  was  published  in 
catholic  northwest  progress  and  is  copied  here  by  permission  of  the  editor. 
Times  have  indeed  changed  but  human  needs  have  not.  We  trust  that  Father 
Gustafson’s  concluding  paragraph  is  in  error.  Ed. 


Our  Family  Doctor 


By  REV.  JOSEPH  GUSTAFSON  SS 

Our  beloved  family  physician  died  this  morning, 
August  25  at  10:20  a.m.  He  was  93;  full  of  years, 
full  of  wisdom  and,  thank  God,  his  wonderfully 
cantankerous  self  almost  to  the  end. 

One  would  have  had  to  know  him  personally  over 
the  years  to  realize  how  his  various  little  human 
weaknesses  contributed  to  the  fullness  of  the  man. 
We  used  to  laugh  at  some  of  them  fondly.  Stub- 
born, yes.  Hot-tempered,  indeed.  The  “boss,”  oh 
absolutely.  We  cherished  these  very  quirks.  They 
were  part  of  this  unforgettable  character. 

Our  own  fondest  memories  of  him  concern  his 
deep  immutable  Faith.  One  of  Seattle’s  leading 
surgeons  for  years,  he  never  went  to  surgery  with- 
out a prior  sometimes  lengthy  visit  to  the  Blessed 
Sacrament  in  old  Columbus  (now  Cabrini)  Hos- 
pital. Thus  he  steadied  his  hand  before  he  picked 
up  that  potentially  dangerous  knife;  he  sought  guid- 
ance in  decisions  he  might  not  be  able  humanly 
to  foresee;  he  prayed  for  the  health  and  well-being 
of  his  patient. 

Those  whom  in  his  prime  he  cared  for  could 
never,  however  naive  their  beliefs,  accept  with  full 
confidence  his  younger  successors. 

Our  own  mother  felt  that  if  only  Dr.  Dalton 


were  still  in  practice,  he  would  restore  her  to  health. 
Miraculously?  She  would  not  have  been  surprised  if 
Tolbert  worked  merely  another  miracle.  He  had,  to 
use  a term  currently  a fad-word  but  as  old  as 
St.  Paul,  a “charisma.”  Those  he  took  care  of  would 
have  swallowed  lye  if,  per  impossible,  he  had  pre- 
scribed it. 

We  felt  the  same  way  about  him  ourselves— a 
mixture  of  filial  love  and  deep  respect.  We  knew 
all  along  that  he  loved  us  because  he  had  loved 
our  father  and  mother  and  they  had  loved  him  in 
their  turn. 

The  once  sacred  phrase  “family  doctor”  pretty 
well  sums  it  all  up.  He  was  the  man  you  called  at 
2 am  and  he  roused  himself  grousing,  perhaps 
muttering  splendid  rolling  expletives,  perhaps  only 
two  hours  in  bed  himself.  And  when  he  got  there, 
we  all  realxed.  Even  the  anguished  patient  began 
to  perk  up. 

What  a beautiful  phrase,  “family  doctor.”  We 
can  only  regret  that  some  no  longer  can  enjoy  the 
privilege  of  having  a doctor  in  the  family,  in  the 
intimate  family. 

We  understand  perfectly.  Times  have  changed  so 
utterly  that  his  like  will  not  be  seen  again.  He  and 
other  thousands  mark  the  end  of  an  era. 
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REVIEWS 


Mountaineering  Medicine,  3rd  Ed. 

By  Fred  T.  Darvill,  Jr.,  M.D.,  Fellow  of  the  American  College 
of  Physicians,  Diplomat  of  the  American  Board  of  Internal 
Medicine.  35  pp.  Illustrated.  Price  $1.00.  Skagit  Mountain 
Rescue  Unit,  Inc.,  Mount  Vernon,  Wash.  1968. 

Mountaineering  in  the  Pacific  Northwest  has  be- 
come a complex  sport  exposing  its  members  to 
certain  unique  injuries  and  emergencies  as  well  as 
requiring  of  them  a multiple  of  skills.  For  some 
time,  there  has  been  a particular  need  for  a guide 
book  to  the  care  of  injuries  occurring  in  the  moun- 
tains. 

Dr.  Darvill  has  in  a brief  booklet  (35  pages,  0.6 
ounces)  excellently  succeeded  in  outlining  the 
methods  of  care  for  common  injuries  and  illnesses 
that  may  be  encountered  by  the  climber.  The 
booklet  is  designed  to  be  used  by  someone  who  has 
had  a standard  first  aid  course.  It  is  suitably  cau- 
tious and  not  likely  to  result  in  over-zealous  treat- 
ment. 

A plan  of  rational  action  for  the  various  members 
of  a party  encountering  an  accident  is  emphasized. 
The  importance  of  coordinating  rescue  efforts  with 
care  of  the  injured  cannot  be  over-stressed. 

Prevention  and  treatment  of  exposure  is  given 
good  coverage.  One  might  wish  that  the  insidious 
effects  of  exposure  upon  judgment  would  be  further 
stressed.  Improvised  splinting  of  simple  fractures  is 
plainly  illustrated.  Since  the  book  has  been  pub- 
lished, certain  complications  of  the  pneumatic 
splints  have  been  encountered. 

The  list  of  first  aid  equipment  is  well  chosen. 

In  summary,  physicians  would  seem  able  to  en- 
dorse the  book  as  a well-planned  guide  for  climbers 
and  other  outdoor  groups. 

JOHN  W.  ARNOLD,  M.D. 


Blood  Coagulation  Simplified 

By  F.  Nour-Eldin,  Ph.D.,  M.B.,  B.Ch.,  L.M.S.S.A.,  M.C.  Path., 
Consultant  Clinical  Pathologist,  Shenley  and  Harperbury  Hos- 
pitals, Herts;  Formerly  University  Department  of  Haematology, 
Royal  Infirmary,  Manchester;  Blood  Transfusion  Centre,  Brent- 
wood, and  Department  of  Clinical  Pathology,  South  Mead 
Hospital,  Bristol.  160  pp.  Illustrated.  Price  $4.90.  Appleton- 
Century-Crofts,  New  York.  1968. 

The  author’s  purpose  in  writing  this  short  manual 
was  to  provide  sufficient  information  about  blood 
coagulation  for  students  of  laboratory  technology  to 
pass  their  examinations. 

Thus,  much  of  the  structural  biochemistry  of 
blood  clotting  reactions  as  well  as  the  “cascade 
theory”  of  sequential  enzymatic  reactions  is  omitted 


for  the  sake  of  simplicity.  What  remains  is  a brief 
historical  account,  a description  of  the  clotting  fac- 
tors, directions  for  performing  laboratory  tests,  and 
a section  on  the  application  of  these  tests  in  various 
clinical  situations. 

The  book  could  be  useful  to  the  non-specialist 
who  wishes  to  review  the  rudiments  of  clotting  and 
to  read  about  the  kinds  of  tests  that  are  available 
for  carrying  out  a diagnostic  workup  and  for  main- 
taining therapy.  It  is  not  recommended  as  a labora- 
tory manual,  both  because  of  its  lack  of  detail  and 
because  the  author  wrote  primarily  for  an  English 
audience,  recommending  equipment  and  reagents 
often  quite  different  from  those  commonly  used  in 
America. 

ELOISE  R.  GIBLETT,  M.D. 


Radioactive  Nuclides  in  Medicine  and  Biology,  3rd 
Ed. 

By  Solomon  Silver,  M.D.  539  pp.  Illustrated.  Price  $12.50. 
Lea  & Febiger,  Philadelphia,  Pa.  1968. 

This  is  the  third  edition  of  Dr.  Silver’s  book  on 
the  use  of  radioactive  materials  in  medicine  and 
biology.  He  has  changed  the  name  in  the  title 
from  isotopes  to  nuclides  in  keeping  with  the  cur- 
rent trend  in  nuclear  medicine.  In  the  preface  to 
his  third  edition  the  author  indicates  that  it  is  quite 
likely  his  last  attempt  to  bring  a single-authored 
text  into  this  rapidly  expanding  field.  Despite  this 
Dr.  Silver  has  done  a good  job  in  organizing  the 
content  of  the  book.  One  of  its  major  attributes  is 
the  very  comprehensive  bibliography  that  accom- 
panies each  chapter. 

A major  emphasis  again  in  this  edition  is  the  use 
of  radioactive  iodine  in  the  diagnosis  and  treatment 
of  diseases  of  the  thyroid.  This  general  area  occu- 
pies slightly  less  than  one-half  of  the  printed  text 
and  reflects  the  author’s  interest  in  thyroid  diseases. 
In  general,  the  material  relating  to  radioiodine  and 
the  thyroid  is  good  and  complete.  The  author  has 
added  additional  sections  on  the  thyroid  in  preg- 
nancy and  in  the  fetal  and  neonatal  states.  He  does 
not,  however,  provide  a comprehensive  section  on 
scanning  of  the  thyroid.  The  material  relating  to 
thyroid  diagnosis  and  treatment,  as  well  as  the 
understanding  of  iodine  kinetics,  provides  excellent 
text  and  reference  material  for  the  student  and  prac- 
ticing physician,  as  well  as  for  the  individual  specif- 
ically involved  in  nuclear  medicine. 

As  before,  Dr.  Silver  emphasizes  the  use  of  radio- 
nuclides in  other  forms  of  treatment.  Approximately 
four  and  one-half  chapters  relate  to  therapy  which 
includes  treatment  of  polycythemia,  leukemias  and 
other  diseases  of  the  bone  marrow  organ  as  well  as 
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the  intracavity,  interstitial  and  superficial  use  of 
radionuclides  for  therapy.  These  forms  of  therapy 
are  not  widely  used  and  the  book  devotes  more 
space  to  these  topics  than  is  necessary. 

In  the  remainder  of  the  text,  the  author  does 
cover  most  areas  of  current  diagnostic  uses  of  radio- 
nuclides such  as  iron  metabolism  and  ferrokinetics, 
fat  and  vitamin  B]2  absorption  and  studies  of  body 
water  and  electrolyte  spaces.  Although  not  compre- 
hensive in  their  text,  the  chapters  are  well  refer- 
enced. 

In  this  edition  the  author  has  added  new  ma- 
terial on  radioisotope  scanning  including  scanning 
of  the  liver,  kidney,  brain  and  lung.  Again,  the 
material  presented  provides  the  reader  with  a survey 
of  what  is  being  done,  or  what  is  available,  but  it 
does  not  provide  critical  or  comprehensive  discus- 
sion of  the  individual  techniques.  In  this  sense 
these  chapters  serve  as  a reference  source  for  the 
reader  rather  than  an  authoritative  or  definitive  text. 

WIL  B.  NELP,  M.D. 


Surgical  and  Allied  Malpractice 

By  Bernard  J.  Ficarra,  A.B.,  ScB.,  LL.B.,  M.D.,  Sc.D.,  Ph.D., 
LL.D.,  J.D.  1234  pp.  Price  $60.00.  Charles  C Thomas,  Spring- 
field,  III.  1968. 

This  book,  which  is  a large,  very  inclusive  work, 
contains  a wealth  of  information  which,  if  digested 
by  every  physician  practicing  in  the  United  States, 
should  virtually  eliminate  the  malpractice  prob- 
lem. It  is  written  by  an  experienced  practicing  sur- 
geon who  obviously  has  had  a very  great  interest 
and  knowledge  of  the  law,  and  as  a result  has 
written  this  from  the  viewpoint  of  the  practicing 
physician  in  language  that  is  readily  understandable 
by  members  of  the  medical  profession.  The  book  is 
one  in  which  very  helpful  material  can  be  obtained 
for  those  who  are  threatened  with  a malpractice 
suit,  and  likewise,  information  and  advice  for 
those  who  would  practice  in  a way  to  keep  mal- 
practice litigation  to  a minimum.  The  contents  of 
the  book  encompass  the  basic  definitions  of  the 
problem,  the  relationships  of  the  doctor  and  the  law, 
and  much  of  the  legal  knowledge  which  would  be 
helpful  in  a physician’s  confrontation  with  the  law. 
It  then  goes  on  in  detail  to  discuss  the  potential 
areas  of  trouble  in  the  various  anatomical  regions 
of  the  entire  body,  and  in  all  areas  there  are  many 
examples  and  case  citations  which  are  not  only  of 
help,  but  very  interesting. 

A great  deal  of  time  is  given  to  the  role  of  pre- 


vention, with  suggestions  for  the  physician  in  the 
way  he  conducts  his  personal  relationships.  The 
author  goes  rather  deeply  into  the  ethics  of  prac- 
tice, and  not  only  the  legal,  but  the  moral  responsi- 
bilities of  the  physician,  and  his  relationships  with 
his  patients.  There  are  comprehensive  discussions 
relative  to  the  legal  domain  usually  unknown  to 
most  physicians,  such  as  libel,  slander,  assault, 
battery,  implied  consent,  the  doctrine  of  res  ipsa 
loquitor,  breach  of  contract,  warranty,  and  many 
other  areas.  He  goes  as  well  into  the  area  of  work- 
men’s compensation  insurance,  medical  partnership, 
ghost  surgery,  fee  splitting,  hospital  relationships, 
and  such. 

Considering  the  dollar  cost  of  liability  insurance 
and  the  magnitude  of  settlements,  the  book  is  a few 
years  out  of  date  already,  but  this  does  not  detract 
at  all  from  its  overall  worth,  provided  the  reader  is 
aware  of  the  trend  and  the  current  figures. 

The  author  is  quite  obviously  a very  knowledge- 
able man,  not  only  in  his  own  field  of  surgery,  but 
in  law  as  well,  and  has  a very  profound  interest  in 
history,  psychology,  and  philosophy.  Many  of  the 
chapters  have  a very  concise  but  interesting  his- 
torical background.  There  are  areas  where  his  own 
philosophical  concepts  show  forth  rather  clearly, 
such  as  in  his  very  firm  conviction  relative  to  such 
problems  as  euthanasia  and  birth  control.  One  may 
not  always  agree  with  him  in  these  areas,  but  the 
reasoning  and  logic  behind  it  are  very  clearly  stated, 
at  least  for  one  point  of  view. 

This  book  is  one  that  should  be  of  great  help  as 
a reference  book  because  of  its  completeness,  and 
there  is  a very  lengthy  bibliography  and  list  of 
references  which  can  be  utilized  if  anyone  is  inter- 
ested in  pursuing  in  more  detail  any  of  the  areas 
involved  in  these  problems.  Although  the  book  is 
probably  best  used  as  a reference  book,  it  is  written 
in  a way  that  makes  very  interesting  reading,  and 
a few  chapters  a week  should,  in  the  course  of  time, 
make  any  reader  very  knowledgeable,  much  to  his 
benefit.  The  author  seems  to  delight  in  the  use  of 
words  rarely  seen  in  common  usage  and  probably 
unknown  to  most  readers,  and  this  does  tend  to 
slow  the  reading  down  somewhat.  However,  there 
is  appended  a glossary  which  does  help.  Unfortu- 
nately, those  physicians  who  need  the  knowledge 
contained  in  this  work  the  most,  are  probably  those 
least  likely  to  read  it,  but  for  anyone  who  is  at  all 
interested  in  the  prevention  of  malpractice,  or  in 
being  guided  through  the  many  treacherous  paths 
which  we  must  tread  if  unfortunate  enough  to  be- 
come involved,  this  indeed  is  a very  worthwhile 
treatise. 

DONALD  T.  HALL,  M.D. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED-For  further  information 
write  Box  368,  Forks,  Wa.  98331. 

OPENING  FOR  TWO  GPS',  INTERNIST  & PEDIATRICIAN-To 

join  established  GP  in  new  Med. -Dent.  Center.  Located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Additional  GP's  and  specialists  added  as  needed.  Write 
Box  12-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 

GENERAL  PRACTICE  OPPORTUNITY— T°  practice  with  1 other 
physician  in  beautifully  situated  Cascade  town  80  miles  east 
of  Seattle  by  4-lane  super-highway.  New  clinic  building  ad- 
jacent to  17-bed  hospital.  Basic  salary,  office,  personnel 
provided  by  local  pre-paid  medical  plans  plus  opportunity 
to  use  all  facilities  for  additional  private  practice.  Excel- 
lent climate,  schools  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann 
Lower,  Roslyn  Cle  Elum  Beneficial  Association  Hospital, 
Cle  Elum;  or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 
INTERNIST  WANTED— To  join  7-physician  clinic  in  Central 
Washington  College  town.  Top  salary  with  partnership 
after  2 years.  Fine  clinic  facilities  and  new  hospital.  Write 
Box  27-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 

SEVERAL  SURGICAL  PRECEPTORSHIPS-For  one  or  two-year 
appointments.  Open  July  1,  1969  with  80-doctor  clinic.  If 
foreign  graduate,  ECFMG  and  immigrant  visa  required. 
American  board  credit  if  3-year  approved  residency  in- 
cluding senior  year  has  been  served.  Send  complete  cur- 
riculum vitae  first  letter.  Lewis  E.  Hughes,  M.D.,,  Perma- 
nente  Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 

AN  ASSOCIATE  WANTED— Preferably  recent  graduate,  to 
share  complete  facilities  and  practice  with  solo  GP.  North- 
west Washington  small  town  with  general  hospital.  Write 
Box  28-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 

GP  NEEDED,  WEISER,  IDAHO— Excellent  climate  and  recrea- 
tional facilities.  Population  5,000,  drawing  area  15,000.  Of- 
fice space  available — new  building.  Share  expenses  and 
equipment,  if  desired.  Well  equipped  hospital.  Write  Rich- 
ard J.  Giever,  M.D.,  Weiser,  Idaho  83672. 

OPHTHALMOLOGIST— For  80-man  Permanente  Clinic  serving 
the  Kaiser  Foundation  Prepayment  Insurance  Program  of 
Oregon.  Excellent  income,  insurance  benefits,  retirement 
program.  Norman  W.  Frink,  M.D..  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217. 

GP,  ENT,  PSYCIATRIST  OR  INTERNIST-Wanted  for  associate 
practice  with  established  M.D.’s  in  new  medical  building, 
Crossroads  district  of  Bellevue,  15  miles  east  of  Seattle. 
Very  attractive  rapid  growing  area,  patient  potential  tre- 
mendous, recreational  opportunities  great.  Write  or  call 
collect,  L.  Clarke  Aaronson,  M.D.,  1811  - 156th  N.E.,  Belle- 
vue, Wa.  98004  (204)  746-6500. 

NEUROSURGEON— The  Permanente  Clinic  seeks  a neurosur- 
geon. Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments,  re- 
tirement and  other  benefits.  Starting  income  $30,000.  Nor- 
man W.  Frink,  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland,  Ore.  97217. 

GROUP  OF  3 GENERAL  PRACTITIONERS— Seeking  fourth  man, 
a GP  or  surgeon.  $25,000  guarantee  with  early  partnership. 
Please  call  collect  Area  Code  509,  Rockwell  5-3433,  if 
interested. 


OTOLARYNGOLOGIST— For  65-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 

UROLOGIST— The  Permanente  Clinic  seeks  a 3rd  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 years 
if  mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  Starting  income  $30,000.  Norman  W. 
Frink,  M.D.,  The  Permanente  Clinic.  5055  N.  Greeley,  Port- 
land, Ore.  97217. 

GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  ’round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry.  Administrators,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 

ANESTHESIOLOGIST— The  Permanente  Clinic  is  planning  to 
increase  the  Department  of  Anesthesiology  to  a 4-man  de- 
partment. Part  of  work  includes  supervising  nurse  anes- 
thesists.  Board  certified  or  board  eligible.  Partnership 
after  2 years  if  mutually  satisfactory.  Starting  income  open 
to  negotiation.  Progressive  increases  in  income,  various  in- 
surance benefits.  Norman  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 

ORTHOPEDIST— The  Permanente  Clinic  seeks  a 5th  ortho- 
pedist. Board  certified  or  board  eligible.  Partnership  after 
2 years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $30,000. 
Norman  W.  Frink,  M.D.,  The  Permanent  Clinic,  5055  N. 
Greeley,  Portland,  Ore.  97217. 

OPENING  FOR  GENERAL  PRACTITIONER— Established  GP  (19 
years)  in  Northwest  Washington  near  Tacoma  and  Seattle, 
needs  second  GP.  Adequate  office  space,  Lab,  x-ray,  EKG 
and  physiotherapy  in  office.  OB,  minor  and  intermediate 
surgery  desirable.  150-bed  open  staff  hospital.  New  hos- 
pital under  construction.  Partnership  opportunity.  Write 
Box  32-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 

GENERAL  PRACTITIONER-<U.S.  or  Canadian  trained)  to 
establish  practice  in  Blue  Springs  Hills  of  Southeastern 
Idaho  in  the  town  of  Malad  City  (110  miles  on  Interstate 
15  to  Salt  Lake  City).  Fully  accredited,  17-bed,  short-term 
hospital,  with  approved  funding  for  new  11-bed,  short- 
term and  14-22  bed,  long-term  hospital  to  serve  community 
area  population  of  5,000.  Six-room  suite  in  existing  hos- 
pital will  be  remodeled  and  provided  for  office  and  clinic. 
Experienced  RNs  available.  Reply  to  Administrator, 
Oneida  Hospital,  Malad  City,  Ida.  83252 

GENERAL  PRACTITIONERS— Several  positions  for  those  in- 
terested in  working  with  Department  of  Surgery  multi- 
specialty 80-man  clinic,  in  out-patient  dept.;  emergency 
room,  operating  room.  Partnership  in  two  years  if  mu- 
tually satisfactory.  Starting  income  $22,800,  insurance 
benefits  and  retirement  program.  Lewis  E.  Hughes,  M.D., 
Department  of  Surgery,  The  Permanente  Clinic,  5055  N. 
Greeley,  Portland,  Ore.  97217. 

GENERAL  PRACTITIONER  WANTED-Associate  leading  to  full 
partnership;  salary  or  percentage  if  desired.  No  capital 
needed.  5-year-old  clinic,  7 exam,  rms,  x-ray  & lab.; 
fully  equipped  and  staffed.  Established  practice  in  expand- 
ing Seattle  suburb.  Excellent  opportunity.  Write  Box  30-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 

GP  WANTED  TO  ASSOCIATE-With  2 other  GPs.  Salary  or 
percentage.  Small  community  in  rapidly  growing  North- 
west Washington,  15  minutes  to  hospital.  Charles  R.  Veirs, 
M.D..  Box  668,  Ferndale,  Wa.  98248. 

PHYSICIAN  NEEDED  IN  ALASKA— June  to  August  1969.  Salary 
plus  room,  board,  travel,  license  fees  and  medical  supplies 
are  provided.  Box  AA,  Blaine,  Wa.  98230. 

GENERAL  PRACTITIONER-For  full-time  private  practice  in 
suburan  Lakewood,  near  hospital.  Multispeciality  building 
with  some  shared  overhead.  Full  lab  and  x-ray.  Not  a 
salaried  position.  Contact  Harold  Mayer,  M.D.,  or  David 
M.  Gimlett,  M.D.,  10011  Gravelly  Lake  Dr.,  S.W.,  Tacoma, 
Wa.  98499,  JU  8-4433. 
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SITUATION  WANTED 


GP— 6 YRS.  PRACTICE— with  intermediate  surgery,  OB, 
emergency  experience  desires  change  of  location.  Prefers 
to  work  hard  while  working.  Interested  in  emergency 
room  work  or  small  town  location.  Must  be  near  skiing 
and  have  airport  readily  available.  Licensed  Oregon, 
Washington  and  California.  Write  Box  31-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES  INC.-The  Medical  Capitol  of 
Seattle.  Trained  medical  & business  experienced  person- 
nel for  your  office,  clinic  or  hospital.  Physicians  too.  We 
specialize  in  reliable,  capable,  confidential  help.  Call  or 
write:  247  Logan  Bldg.,  Seattle  98101,  MA  4-4793;  402  Med- 
ical Dental  Bldg.,  Everett  98201,  AL  2-3157. 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE Located  at  3601  So.  McClellan  Street. 

Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 

TO  SUBLET Mercer  Island  office  of  975  sq.  ft.  in  estab- 

lished medical-dental  bldg.  For  details,  call  GL  4-6442. 

MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Eully  serviced 
professional  offices  from  $2.00  to  $3  50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 

OFFICE  SPACE,  BELLEVUE— Near  Overlake  Hospital.  Up  to 
2,000  sq.  ft.  in  building  with  established  group.  Part  or  all 
finished  to  your  needs.  GL  4-8111. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St..  Seattle,  Wa.,  98121. 

NEW  MEDICAL  BUILDING— with  established  physicians  and 
dentists.  Crossroads  area,  Bellevue,  15  miles  from  Seattle. 
Excellent  location  for  quick  practice  start.  Write  or  call 
collect,  L.  Clarke  Aaronson,  M.D.,  1811  - 156th  N.E.,  Belle- 
vue, Wa.  98004,  (206)  746-6500. 

OFFICE  SPACE  AVAILABLE—111  a clinic  building  across  the 
street  from  St.  Joseph’s  Hospital.  2,400  sq.  ft.,  ground  floor 
and  basement.  Radiant  heating  and  air  conditioned  for 
summer.  Population  of  Lewiston,  Ida.,  and  Clarkston,  Wa., 
valley,  approximately  37,000;  good  hunting,  fishing,  skiing 
and  boating  available.  Write  Mr.  Henry  Felton,  P.O.  Box 
365,  Lewiston,  Ida.  83501,  phone  (208)  743-1521, 


EQUIPMENT 


SIERRACIN  CRADLE  WARMER  FOR  SALE-Surplus,  unused, 
asking  price  $750,  but  other  bids  will  be  considered.  Addi- 
tional information,  call  Mr.  Rood,  University  of  Oregon 
Medical  School,  (503)  228-9181  Ext.  519.  Offers  should  be 
mailed  to  Property  Control  Unit,  P.O.  Box  7136,  Salem, 
Ore.  97307. 


BLOOD  PRESSURE  THE  EASY 

assistant  can  read  pressure  ’ 
too.  See  our  ad  on  page  59 
B.  Krausi,  agent,  Graham, 

WAY— Electronic — your  office 
without  mistake.  You’ll  like  it 
and  use  the  coupon.  Charles 
Washington. 

REAL 

ESTATE 

PHEASANT  AND  DUCK  HUNTING  CLUB-Now  forming.  Land 
in  central  eastern  Washington.  Cheap  marginal  land 
which  should  produce  enough  to  pay  for  itself  in  approx. 
10  years.  One  place  large  enough  to  support  approx.  10 
hunters.  Amburn-Wright,  Inc.,  6930  N.E.  Bothell  Way, 
Bothell,  Wa.  98011,  phone  HU  5-3939. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 

Physicians 


97 

Northwest  Medicine,  January,  1969 


Meetings  OF  MEDICAL 

o 


AMA  Annual — July  13-17,  196!),  New 

York  City;  June  21-25,  1970,  Chicago. 


AMA  Clinical— Nov.  30-Dec.  3,  1969, 

Denver;  Nov.  29-Dec.  2,  1970,  Bos- 
ton. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association 
Sept.  14-17,  1969,  Seattle;  Sept.  13- 
16,  1970,  Spokane;  Sept.  19-22,  1971, 
Seattle. 


Idaho  Medical  Association — July  2-5, 
1969,  Sun  Valley;  July  1-5.  1970, 
Sun  Valley;  June  30-July  4,  1971. 


North  Pacific  Pediatric  Society — March 
5-8,  1969,  Hilton  Hotel,  Portland. 

Pres.,  William  A.  Jaquette,  Jr.,  Mer- 
cer Island.  Wash. 

Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting,  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland. 

Pres.,  Bruce  R.  Zimmerman,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  13-15,  1969,  Hilton 
Inn,  San  Diego 

Pres.,  Roy  R.  Matteri,  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


OREGON 


Ore.  Acad.  Ophth.  & Otolar — Cosmo- 
politan Portland  Motor  Hotel,  4th 
Tues.,  Jan. -Nov. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting,  Apr.  9,  1969. 

Pres.,  David  Frisch,  Portland 
Sec.,  Troy  R.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres.,  P.  II.  Blachly,  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — 2nd 
Friday  (Feb.,  Apr.,  Oct.,  Dec.), 
Portland. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed- 
nesday, October-April.  University 
Club,  Portland. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


SOCIETIES 


Oregon  Society  of  Allergy — N.W.  Al- 
lergy Forum,  May  9-10,  1969,  Dimes 
Hotel,  Lincoln  City,  Ore.  Annual 
Meeting,  September  1969. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Soc.  of  Internal  Medicine — 1st 
Wed.,  Portland.  Annual  Meeting, 
May  15-17,  1969,  Salishan,  Gleneden 
Beach,  Ore. 

Pres.,  R.  K.  Hoover,  Eugene 
Sec.,  Marvin  C.  Goldman,  Portland 


Ore.  Soc.  Obst.  & Gynec.  3rd  Fri.  (Oct., 
Nov.,  Jan.  through  May).  Heath- 
man,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Friday  (except  June, 
July,  Aug.),  Portland. 

Pres.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis — last 
Friday  (Sept.-May,  except  Nov.,  3rd 
Friday)  Congress  Hotel,  Portland. 
Pres.,  Paul  Metzger,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Monday,  Medical  Society  Building, 
Portland. 

Pres.,  Robert  J.  Meechan,  Portland 
Sec.,  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tuesday,  Jan. -May,  Sept.-Nov. 
Pres.,  Grant  B.  Hughes,  Portland 
Sec.,  Kenneth  G.  Paltrow,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Thomas  R.  Montgomery,  Port- 
land 

Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  (except  June,  July,  Aug.,  Dec.) 
Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Puget  Sd.  Allergy  Soc. — 1st  Mon.  (Jan., 
Mar.,  May,  July,  Sept.,  Nov.). 
Pres.,  Samuel  H.  Tarica,  Seattle 
Sec.,  Rick  L.  Johnson,  Seattle 


Puget  Sd.  Acad.  Ophth  & Oto. — 3rd 
Tues.  (Oct.- Apr.)  Seattle;  Annual 
Meeting,  Jan.  17-18,  1969,  Olympic 
Hotel,  Seattle. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Gyn.  Soc. — 3rd  Wed.,  (except 
June,  July,  Aug.,  Sept.,  Dec.);  An- 
nual Fall  Assembly,  Sept.  19,  20, 
1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker.  Seattle 
Sec.,  Janice  Keller,  Seattle 

Spokane  Society  of  Internal  Medicine 
— Annual  Meeting,  March  8,  1969. 

Pres.,  Robt.  W.  Burroughs,  Spokane 
Sec.,  Wayne  L.  Attwood,  Spokane 

Seattle  Surg.  Soc.— 4th  Mon.,  (Sept.- 
May).  Annual  Meeting,  Jan.  24-25, 
1969,  Olympic  Hotel,  Seattle. 

Pres.,  Alexander  H Bill,  Jr.,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 

Spokane  Surgical  Society — Quarterly. 
Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 

Tacoma  Acad,  of  Internal  Medicine — 
4th  Tuesday,  Ceccanti’s  Restaurant. 
Annual  Meeting,  March  1969. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 

Tacoma  Surgical  Club — 3rd  Tuesday 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  3,  1969. 

Pres.,  Theodore  R.  Haley,  Tacoma 
Sec.,  Robert  W.  Florence,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June). 

Pres.,  Robert  N.  Joyner,  Jr.,  Seattle 
Sec.,  Burke  Lair,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle.  Annual  Meet- 
ing, May  1969. 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy — 
Annual  Meeting,  May  1969. 

Pres.,  Robert  Rudd,  Bellingham 
Sec.,  Stanley  Zeitz,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly.  Seattle.  Annual  Meet- 
ing, Sept.  1969. 

Pres.,  Richard  L.  Pokorny,  Seattle 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May).  Annual  Meeting, 
May  1969. 

Pres.,  Albert  W.  Bostrom,  Yakima 
Sec.,  Richard  E.  Muzzall,  Yakima 
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FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

® 38  patient  capacity. 


Located  at  9010  13th  Ave.  N.W.  Phone:  SU  4-0781 
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Member  of  the  American  Hospital  Association  Approved  for  Medicare 
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Ovulen  -2/ 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0. 1 mg. 

works  the  way  a 
woman  thinks 

by  weekdays...not  "cycle  days” 


Whether  it  be  “shopping  day,”  “bridge  day” 
or  “housecleaning  day/’  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week . . . because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

7he  same  Ovulen  in  the  same  low  dosage... 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  Jhree  V’eeks  On — One  ll'eek  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication  — Oral  contraception. 

Contraindications  — Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia,  undiagnosed  abnormal  genital 
bleeding. 

Warnings — Watch  for  the  earliest  manifestations  of  thrombotic  disor- 
ders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary'  embolism, 
retinal  thrombosis);  if  present  or  suspected  discontinue  the  drug 
immediately. 

British  studies  reported  in  April  19681-2  estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic  diseases 
in  women  taking  oral  contraceptives.  In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and  58  hospitalizations  due  to  “idio- 
pathic” thromboembolism,  statistical  evaluation  indicated  that  the  differences 
observed  between  users  and  non-users  were  highly  significant.  The  conclu- 
sions reached  in  the  studies  are  summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates 
Due  to  Thromboembolic  Disease  in  Users  and  Non-Users 
of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 

Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to  women  in  other  countries 
in  which  the  incidences  of  spontaneously  occurring  thromboembolic  disease 
may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or  migraine. 
Withdraw  medication  if  papilledema  or  retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  pregnancy  be  ruled  out  for  any  patient  who  has  missed 
two  consecutive  periods  before  continuing  the  contraceptive  regimen.  If  the 
patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
nancy should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range 
effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


Precautions  — Pretreatment  physical  examination  should  include  special 
reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou  smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by  Ovulen. 
Therefore,  it  is  recommended  that  such  tests  if  abnormal  be  repeated  after 
the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the  influence 
of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  consider 
nonfunctional  causes.  Adequate  diagnostic  measures  are  indicated  in 
undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  observed  carefully 
while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen  should 
be  used  judiciously  in  young  patients  in  whom  bone  growth  is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although 
Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  relevant 
specimens  are  submitted. 

Adverse  Reactions  — A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  serious 
adverse  reactions:  cerebrovascular  accidents,  neuro-ocular  lesions,  e.g., 
retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleeding,  spotting,  change 
in  menstrual  flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma 
or  melasma,  breast  changes  (tenderness,  enlargement,  secretion),  change 
in  weight,  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals, 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme 
and  nodosum,  hemorrhagic  eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives: 
hepatic  function:  increased  sulfobromophthalein  and  other  tests;  coagula- 
tion tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and 
decrease  in  T3  uptake  values;  metyrapone  test;  pregnanediol  determination. 

References:  t.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : Brit.  Med. 

J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R. : Brit.  Med.  J. 
2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 
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C.D.  Searle  & Co.,  P.  O.  Box  5110,  Chicago,  Illinois  60680 


Ovulen-22 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

three  weeks  on* ♦♦one  week  off 


Alternatives  to 
Stored  Pooled 


’TO'  : ||TTr  f-rr--  i • - “7 

E X C H II6P4RY 
COLLEGE  F PHY*  OF 
PHILADELPHIA 
1 9 3 . 2 2 N 0 ' T . 
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Plasma 


PLASMANATE® 

Plasma  Protein  Fraction 
(Human)  5%  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na  — 110  mEq  L 
Cl  - 50  mEq  L 

K -0.25  mEq  L 

Na  - 154  mEq  L 
Cl  - 124  mEq  L 
K — .03  to  .05  mEq  L 

Na  - 142  mEq  L 
Cl  - 103  mEq  L 
K - 5 mEq  L 

Plasma 

Proteins 

Present 

Albumin  — 88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  — 57% 

Alpha  Globulin  —14% 
Beta  Globulin  '—  1 7% 
Gamma  Globulin  — 1 2% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4/2% 

Plasmanate® 

Plasma  Protein  Fraction 
(Human),  5%  Solution,  U.S.P. 


Plasmanate®  is  available  in  50  ml.  vial  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  set. 

World  Leader  in  Human  Plasma  Fractions 
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Picture  of 

traumatic  muscle  injury 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions:  | 
Exercise  caution  in  patients  with  known  allergies  or  history  of  ■ 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness,  | 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes,  | 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic  I 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos-  I 
sibly  have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod-  I 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxicity  I 
in  approximately  eighteen  patients,  it  was  not  possible  to  state  ! 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult  I 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets,  I 
imprinted  “McNEIL”  — bottles  of  100. 


References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  al .:  Gastroenterology  44:146, 
1963.  4.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 

*U.S.  PATENT  NO.  2,895,877 
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MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

( LTR23 ) 


noRTtXDGsr  m®cine 

Established  January  1903  • Owned  by  Northwest  Medical  Publishing  Association 

Published  monthly  under  direction  of  the  Board  of  Trustees 


-EDITORIAL  ADVISORY  BOARD- 


Chairman:  William  O.  Robertson,  M.D. 
School  of  Medicine,  University  of  Washington 
Seattle,  Wash.  98105 


Carl  G.  Ashley,  M.D. 

1400  S.W.  5th  Ave.,  Portland,  Ore.  97201 
Ray  L.  Casterllxe,  M.D. 

3 Myrtle  St.,  Medford,  Ore.  97501 
David  H.  Dillard,  M.D. 

1959  N.E.  Pacific  Street,  Seattle,  Wash.  98105 
J.  Thomas  Dowling,  M.D. 

325  9th  Ave.,  Seattle,  Wash.  98104 
R.  Reed  Fife,  M.D. 

9th  & Oxford,  Idaho  Falls,  Idaho  83401 
Myron  R.  Grover,  Jr.,  M.D. 

3181  S.W.  Sam  Jackson  Park  Road, 

Portland,  Ore.  97201 
Max  W.  Hemingway,  M.D. 

600  Harriman  St.,  Bend,  Ore.  97701 
Robert  B.  Hunter,  M.D. 

700  Murdock,  Sedro  Woolley,  Wash.  98284 
Leonard  D.  Jacobson,  M.D. 

132  E.  Broadway,  Eugene,  Ore.  97401 


John  N.  Lein,  M.D. 

1959  N.E.  Pacific  Street,  Seattle,  Wash.  98105 

Joseph  L.  Miller,  Jr.,  M.D. 

1920  N.W.  Johnson  St.,  Portland,  Ore.  97209 

Paul  F.  Miner,  M.D. 

622  Eastman  Building,  Boise,  Idaho  83702 

Clare  G.  Peterson,  M.D. 

3181  S.W.  Sam  Jackson  Park  Road, 

Portland,  Ore.  97201 

Wendell  Petty,  M.D. 

2800  21st  Ave.,  Oakland,  Calif.  94606 

Carl  P.  Schlicke,  M.D. 

312  W.  8th  Ave.,  Spokane,  Wash.  99204 
Robert  S.  Smith,  M.D. 

312  W.  Idaho  St.,  Boise,  Idaho  83702 
Donald  H.  Williams,  M.D. 

Vancouver  8,  B.C. 


Charles  R.  Cavanagh,  Jr.,  M.D. 

West  508  6th  Ave.,  Spokane,  Wash.  99204 
P.  Blair  Ellsworth,  M.D. 

1106  S.  Blvd.,  Idaho  Falls,  Idaho  83401 
R.  Wayne  Espersen,  M.D. 

Veterans  Administration  Hospital 
Roseburg,  Ore.  97470 
John  R.  Hahn,  M.D. 

Arlington,  Wash.  98223 


-BOARD  OF  TRUSTEES- 
President:  Jon  V.  Straumfjord,  M.D. 

812  Exchange  St.,  Astoria,  Ore.  97103 


Robert  W.  Hoffman,  M.D. 

1001  Broadway,  Seattle,  Wash.  98122 

Paul  F.  Miner,  M.D. 

622  Eastman  Building,  Boise,  Idaho  83702 

Franklin  J.  Underwood,  M.D. 

1920  N.W.  Johnson  St.,  Portland,  Ore.  97209 

William  T.  Wood,  M.D. 

212  S.  11th,  Coeur  d’Alene,  Idaho  83814 


Editor 

Herbert  L.  Hartley,  M.D. 

Managing  Editor 
Miss  Carol  Ann  Pete,  B.A. 


-STAFF- 

Advertising  Supervisor 
Mrs.  Zola  Abney 


Secretary 

Mrs.  Alma  F.  Williams 


Address  all  correspondence  to  northwest  medicine,  500  wall  street,  Seattle,  wash.  98121 


MANUSCRIPTS  Acceptance  is  usually  contingent  upon  exclusive 
publication.  Manuscripts  should  conform  to  stondards  outlined 
in  a printed  list,  available  on  request.  These  requirements,  and 
the  possibility  of  duplicating  material  in  course  of  preparation, 
make  editorial  consultation  advisable.  Authors  are  requested, 
therefore,  to  correspond  with  the  editor  before  starting  manuscript 
preparation. 

NEWS  Deadline  for  news  copy  is  the  15th  of  the  month  preceding 
1 date  of  issue. 

CLOSING  AND  PUBLISHING  DATES  Set  copy  and  plates  must  be 
received  by  the  5th  of  the  month  preceding  date  of  issue.  North- 
west Medicine  is  published  on  the  2nd  Saturday  of  each  month. 
*,  Send  plates  to: 


(206)  623-0379 

DISPLAY  ADVERTISING  Advertising  Representative:  Melvin  B.  Tyler, 
693  Sutter  Street,  San  Francisco,  California  94102 
(415)  776-9400 

RATES  Standard  PAC  forms  available  on  request. 

CLASSIFIED  ADVERTISING  All  classified  advertisements  are  set  in 
the  style  of  this  journal  with  a bold  face  headline.  Each  line  is 
charged  at  $1.50.  Copy  must  be  received  by  the  advertising 
supervisor  at  the  editorial  office  not  later  than  15th  of  month 
preceding  date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as 
it  appeared  in  the  journal  accompanies  billing. 

SUBSCRIPTIONS  Distribution  restricted  to  members  of  the  medical 
profession  and  those  in  closely  allied  fields.  Subscriptions  received 
through  medical  association  will  begin  month  membership  be- 
comes effective.  $7.50  per  year  (honorary  association  members, 
residents,  interns,  medical  students,  $3.00  per  year);  single  copies 
$1.00  ($9.00  per  year  for  foreign  countries). 


PACIFIC  PRINTING  CO. 
1945  Yale  Place  East 
Seattle,  Washington  98102 


CHANGE  OF  ADDRESS  Notice  of  change  of  address  must  be  given  at  least  six  weeks  prior  to  date  change  will  become  effective.  Notice  should  be 
directed  to  circulation  manager  at  the  editorial  office.  Include  old  and  new  address  as  well  as  statement  whether  or  not  change  is  permanent.  Duplicates 
cannot  be  sent  to  replace  copies  undelivered  through  failure  to  notify  change  of  address. 

Second-class  postage  paid  at  Seattle,  Washington  Copyright  1969  by  Northwest  Medical  Publishing  Association 


noRTHiDGsr  meDicine 

CONTENTS 

Volume  68  February  1969 

123  Noehreris  Tax  Credit  Concept  Approved  ( editorial ) 

124  Closing  the  Information  Gap  ( editorial ) 

126  The  Consultant’s  Obligation  ( editorial ) 

Exercise  ( editorial ) 

129  Exercise  for  the  Cardio-Pulmonary  Patient,  A Feasibility  Study 
HOWARD  R.  PYFER,  M.D.,  RELVIN  L.  DOANE,  M.S., 

Seattle,  Washington 

135  Neonatal  Survival  in  Premature  and  Term  Infants  in  Vinh  Long 
Province  Hospital 

NEAL  TAYLOR,  M.D.,  Seattle,  Washington 

138  The  Consultant’ s Letter— Progress  Report 

HAIGH  P.  FOX,  R.A.,  WILLIAM  O.  ROBERTSON,  M.D., 

Seattle,  Washington 

141  Surgical  Treatment  of  Cancer  of  the  Trachea 
JOHN  T.  WEST,  M.D.,  Seattle,  Washington 
MYLES  C.  JONES,  M.D.,  Anchorage,  Alaska 

147  Medical  Education  in  England 

CHARLES  A.  PILCHER,  B.S.,  Seattle,  Washington 

170  We  Visit  Our  Governor 

WILLIAM  E.  WATTS,  M.D.,  Seattle,  Washington 

OREGON  MEDICAL  ASSOCIATION 

152  Annual  Bilderback  Lecture 

153  Oregonian  Elected  President  of  Dermatology  Group 
UOMS  Circuit  Courses 

158  Organized  Medicine  and  Politics  ( Grass  Roots  Stirrings) 

WASHINGTON  STATE  MEDICAL  ASSOCIATION 

163  Spokane  Surgical  Society  Focuses  on  Trauma 

166  Annual  Meeting:  Spokane  Society  of  Internal  Medicine 

167  Respiratory  Disease  Symposium 
Heart  Association  Annual  Symposium 

IDAHO  MEDICAL  ASSOCIATION 

172  Idaho  News  Notes 

GENERAL  NEWS 

186  Medical  Radio  Conferences 


Correspondence,  119  Notes,  116  Books  Received,  186 

Book  Reviews,  192  Classified,  194,  195 

Medical  Meetings,  196  Directory  of  Advertisers,  197 


107 

Northwest  Medicine,  February,  1969 


New  Products 


ARUDIN 

(NYLIDRIN  HC1) 


Write  to  Northwest  Medicine,  500  Wall  Street, 
Seattle  98121,  for  source  information. 


SphygmoStat  gives  accurate  reading  of  systolic 
and  diastolic  pressures  without  use  of  stethoscope. 
Sensing  device  in  the  cuff  transmits  to  the  instrument. 
Visual  indicator,  a flashing  light,  may  be  turned  off. 
Volume  of  audible  indicator  is  controlled.  Price 
$168.00.  A less  expensive,  simpler  model  available 
at  $88.00. 


helps  alleviate 
these  symptoms 

intermittent  claudication,  pain, 
ache,  spasm,  paresthesias,  numbness, 
coldness 

associated  with 
these  peripheral 
vascular  disorders 

arteriosclerosis  obliterans,  thrombo- 
angiitis obliterans  (Buerger’s  disease), 
diabetic  vascular  disease,  night  leg 
cramps,  Raynaud’s  phenomenon  and 
disease,  ischemic  ulcers,  acrocyanosis, 
acroparesthesia,  frostbite,  livedo  retic- 
ularis, thrombophlebitis,  cold  feet/ 
legs/hands 


Contraindication:  Acute  myocardial  in- 
farction. Precautions:  Use  with  caution 
in  the  presence  of  a recent  myocardial 
lesion,  paroxysmal  tachycardia,  severe 
angina  pectoris,  thyrotoxicosis.  A dverse 
Reaction:  Occasional  palpitation. 
Dosage:  Usual  effective  dosage  Vi  to 
1 tablet  t.i.d.  or  q.i.d.;  increased,  if 
necessary,  to  2 tablets  t.i.d.  or  q.i.d. 
Parenterally,  0.5  cc.  by  subcutaneous 
or  intramuscular  injection;  increased 
gradually  to  1 cc.  one  or  more  times 
daily,  as  needed.  Supplied:  Tablets, 

6 mg.,  scored;  bottles  of  100  and  1000. 
Parenteral,  5 mg.  per  cc.,  1 cc.  ampuls 
(5  per  box);  10  cc.  multiple-dose  vials 
(1  per  box).  Consult  product  brochure. 


Pulsemeter  is  a transistorized  instrument  giving 
audiovisual  reading  of  pulse  rate.  Price  $195.00. 


(USV) 

USV  PHARMACEUTICAL  CORE 

New  York,  N.Y.  10017 

Producers  of  DBI®-TD  (phenformin  HC1 ) 


Cold  feet 
can  be 
more  than 
skin  deep 


Because  cold  extremities  may  be  a symptom  of  impaired  blood  flow  in 
deeper  peripheral  tissues,  “skin  deep”  vasodilators  may  not  be  enough. 

Arlidin,  unlike  peripheral  vasodilators  that  act  primarily  on 
superficial  vessels,  increases  blood  flow— deep  down— through  an 
unusual  double  action: 

1 . Arlidin,  like  exercise,  dilates  arteries  and  arterioles  in  skeletal  muscle. 

2.  Arlidin,  like  exercise,  increases  cardiac  output— an  action  un- 
common in  a peripheral  vasodilator,  but  important  in  helping  to 
prevent  marked  blood-pressure  changes  during  vasodilation. 


These  exercise-like  benefits  help  relieve  not  only  coldness  but  also 
more  deep-seated  symptoms  of  peripheral  vascular  disease  such 
as  intermittent  claudication,  night  leg  cramps,  pain,  ache  and  spasm. 


ARLIDIN 

(NYLIDRIN  HC1) 


works  deep  in  muscle  to  improve  circulation 


See  adjacent  page  for  brief  summary  of  prescribing  information. 
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heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENY LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYL1N  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


Syntex  announces 


New  hormone  ratio 
in  Ion-dosage 
oral  eoiiiraeeption 


\orinyl 


180 

(norethindrone  1 mg  with  mestranol  0.08  mg) 

21  & 28 


IgSgfe 


day  regimens 


(norethindrone  1 mg  with 
mestranol  0.08  mg) 

& 


woman 


Oral  contraceptives  are  different  because 
women  are  different. 

Just  being  secure  in  the  knowledge  that 
her  oral  contraceptive  is  effective  is  not 
enough.  She  also  wants  to  be  secure  in  the 
knowledge  that  her  oral  contraceptive  is 
right  for  her. 

Now  you  have  a new  choice  in  prescrib- 
ing a low-dosage  oral  contraceptive. 

Norinyl  1 — (—  80  is  a new  combination, 
consisting  of  1 milligram  norethindrone 
and  a slightly  increased  amount  of  mes- 
tranol (80  micrograms  instead  of  the  usual 
50) . This  important  adjustment  may  be  par- 
ticularly suitable  for  her  if  she  requires  a 
slightly  higher  ratio  of  estrogen. 

And  it’s  the  woman  who  must  accept  her 
oral  contraceptive. 

Please  see  last  page  of  advertisement  for 
prescribing  information. 


CtMft 


The 

woman 


X»Imt  regimen 

No  matter  how  effective  ^ ^ her  ora]  contraceptive  is  . . 
if  she  forgets,  she  loses  the  protection  she’s  striving  for. 

Norinyl®  1+80  gives  her  the  easiest  regimen  choice  possible: 
either  21- day  (3  weeks  on.  1 week  off)  or  28 -day  continuous  therapy  (21  active 
tablets  and  7 placebos).  Both  are  simple  and  regular.  Cycle  days 
are  replaced  by  weekdays  w — the  wav  she  lives  her  life. 


newMemoretie 


Norinvl  1+80  comes  to  her  in  the  new  Memorette  tablet  dispenser. 
Feminine  and  attractive.  Designed  for  the  modern  woman  who  has  more  on 
her  mind  than  medication.  No  charts  or  calendars . . .just  the 
beautiful  Memorette  for  her  convenience. 


Voiinyl 

M) 

(norethindrone  1 mg  with 
mestranol  0.08  mg) 

3I&28 

day  regimens 


CONTRAINDICATIONS 

1.  Patients  with  thrombophlebitis, 
thromboembolic  disorders,  cerebral  apo- 
plexy, or  with  a past  history  of  these  con- 
ditions. 

2.  Patients  with  markedly  impaired 
liver  function. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast. 

4.  Patients  with  known  or  suspected 
estrogen-dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital 
bleeding. 

WARNINGS 

1.  The  physician  should  be  alert  to  the 
earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascu- 
lar disorders,  pulmonary  embolism,  and 
retinal  thrombosis).  Should  any  of  these 
occur  or  be  suspected,  the  drug  should  be 
discontinued  immediately. 

Studies  conducted  in  Great  Britain  and 
reported  in  April  1968  estimate  there  is 
a seven-  to  tenfold  increase  in  mortality 
and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contracep- 
tives. In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and 
58  hospitalizations  due  to  “idiopathic” 
thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed 
between  users  and  nonusers  were  highly 
significant. 

The  conclusions  reached  in  the  studies 
are  summarized  in  the  table  below: 

COMPARISON  OF  MORTALITY  AND 
HOSPITALIZATION  RATES  DUE  TO 
THROMBOEMBOLIC  DISEASE  IN  USERS  AND 
NONUSERS  OF  ORAL  CONTRACEPTIVES 
IN  BRITAIN 


Category 

Mortality  Rates 

Hospitalization 
Rates  (Morbidity) 

Ages  20-34 

Ages  35-44 

Ages  20-44 

Users  of  Oral 
Contraceptives 

1.5/100.000 

3.9/100,000 

47/100.000 

Nonusers 

0.2/100,000 

0.5/100.000 

5/100.000 

No  comparable  studies  are  yet  avail- 
able in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  mag- 
nitude of  the  increased  risk  to  the  in- 
dividual patient,  cannot  be  directly  ap- 
plied to  women  in  other  countries  in 
which  the  incidences  of  spontaneously  oc- 
curring thromboembolic  disease  may  be 
different. 

2.  Discontinue  medication  pending  ex- 
amination if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papillede- 
ma or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

3.  Since  the  safety  of  oral  contracep- 
tives in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regi- 
men. If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of 
pregnancy  should  be  considered  at  the 
time  of  the  first  missed  period. 

4.  A small  fraction  of  the  hormonal 
agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiv- 
ing these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined 
at  this  time. 


PRECAUTIONS 

1.  The  pretreatment  physical  examina- 
tion should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Pap- 
anicolaou smear. 

2.  Endocrine  and  possibly  liver  func- 
tion tests  may  be  affected  by  treatment 
with  oral  contraceptives.  Therefore,  if 
such  tests  are  abnormal  in  a patient  tak- 
ing an  oral  contraceptive,  it  is  recom- 
mended that  they  be  repeated  after  the 
drug  has  been  withdrawn  for  2 months. 

3.  Under  the  influence  of  estrogen-pro- 
gestogen preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  car- 
diac or  renal  dysfunction,  require  careful 
observation. 

5.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam, 
nonfunctional  causes  should  be  borne  in 
mind.  In  undiagnosed  bleeding  per  vagi- 
nam, adequate  diagnostic  measures  are 
indicated. 

6.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed 
and  the  drug  discontinued  if  the  depres- 
sion recurs  to  a serious  degree. 

7.  Any  possible  influence  of  prolonged 
oral  contraceptive  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  func- 
tion awaits  further  study. 

8.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  oral 
contraceptive  therapy. 

9.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  oral  contraceptives 
should  be  used  judiciously  in  young  pa- 
tients in  whom  bone  growth  is  not  com- 
plete. 

10.  The  age  of  the  patient  constitutes 
no  absolute  limiting  factor,  although 
treatment  with  oral  contraceptives  may 
mask  the  onset  of  the  climacteric. 

11.  The  pathologist  should  be  advised 
of  oral  contraceptive  therapy  when  rele- 
vant specimens  are  submitted. 

ADVERSE  REACTIONS  OBSERVED  IN 
PATIENTS  RECEIVING  ORAL 
CONTRACEPTIVES 

A statistically  significant  association 
has  been  demonstrated  between  use  of 


oral  contraceptives  and  the  following  se- 
rious adverse  reactions: 
Thrombophlebitis 
Pulmonary  embolism 
Although  available  evidence  is  sugges- 
tive of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted 
for  the  following  serious  adverse  reac- 
tions: 

Cerebrovascular  accidents 
Neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are 
known  to  occur  in  patients  receiving  oral 
contraceptives: 

Nausea 

Vomiting 

Gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating) 
Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Edema 

Chloasma  or  melasma 
Breast  changes:  tenderness, 
enlargement  and  secretion 
Change  in  weight  (increase  or 
decrease) 

Changes  in  cervical  erosion  and 
cervical  secretions 
Suppression  of  lactation  when  given 
immediately  postpartum 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Rise  in  blood  pressure  in  susceptible 
individuals 
Mental  depression 

Although  the  following  adverse  reac- 
tions have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been 
neither  confirmed  nor  refuted: 
Anovulation  post-treatment 
Premenstrual-like  syndrome 
Changes  in  libido 
Changes  in  appetite 
Cystitis-like  syndrome 
Headache 
Nervousness 
Dizziness 
Fatigue 
Backache 
Hirsutism 
Loss  of  scalp  hair 
Erythema  multiforme 
Erythema  nodosum 
Hemorrhagic  eruption 
Itching 

The  following  laboratory  results  may 
be  altered  by  the  use  of  oral  contracep- 
tives: 

Hepatic  function:  Increased 
sulfobromophthalein  and  other  tests 
Coagulation  tests:  Increase  in 

prothrombin  Factors  VII,  VIII,  IX, 
and  X 

Thyroid  function:  Increase  in  PBI  and 
butanol  extractable  protein-bound 
iodine,  and  decrease  in  T3  uptake 
values 

Metyrapone  test 
Pregnanediol  determinrtion 


5YNTEX 

SYNTEX  LABORATORIES,  INC, 
PALO  ALTO,  CALIFORNIA  94304 
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NOTES 


Induced  autoimmunity  may  control  malignancies.  One 
study,  at  a hospital  in  Buffalo,  indicates  that  freezing 
of  tissues  permits  development  of  antibodies.  Primary  and 
secondary  prostatic  carcinoma  has  responded  dramatically 
to  the  technique.  Freezing,  in  the  successful  cases, 
was  carried  out  on  two  occasions,  the  second  presumably 
producing  high  titer  of  antibodies  as  result  of  sensitiza- 
tion at  the  first  procedure. 

In  a press  release  Washington  State  Heart  Association 
says  the  Association  will  supply  nurses,  physicians  and 
dietitians  with  the  new  American  Heart  Association  statement 
on  "Diet  and  Heart  Disease."  I've  asked  them  to  send  a 
dietitian  with  my  copy. 

Posthumous  oliguria?  From  a clinical  pathological 
conference  protocol:  "Urine  output  varied  between  600  cc 
and  1,000  cc  or  more  (he  had  bathroom  privileges  at  times) 
throughout  the  hospital  course  until  the  last  few  days 
of  life,  and  it  was  zero  two  days  before  death  and  not 
recorded  after  that." 

Common  sense  suggestions  about  drugs  are  carried  in  a 
booklet  for  patients,  issued  by  the  Pharmaceutical  Manu- 
facturers Association.  With  a foreword  by  Sue  Boe,  who 
used  to  lived  in  Oregon,  and  24  do's  and  don'ts, 
the  booklet  carries  only  16  pages.  It  is  easy  to  read, 
the  statements  are  short  and  the  explanations  lucid. 

Reasons  are  given  for  the  do's  and  don'ts.  Title  is  "The 
Medicines  Your  Doctor  Prescribes-A  Guide  for  Consumers." 
Copies  are  available  upon  request  to  Pharmaceutical  Manu- 
facturers Association,  1155  Fifteenth  Street  N W, 

Washington,  D.  C.  20005. 

Graphorrhea  legislativa  seems  to  have  hit  the  House 
of  Representatives.  First  day  of  the  91st  Congress  saw 
2,379  bills  introduced  in  the  House.  That's  5.5  bills  writ- 
ten per  Representative  (243  D,  192  R) . There  should  have 
been  2,380 — add  one  to  provide  speed-reading  courses  for 
Congressmen. 

Noise  control  may  become  a part  of  Federal  regulation 
of  industry  if  proposed  revisions  of  the  Walsh-Healey 
Public  Contracts  Act  are  accepted  by  the  Congress. 

Suggested  maximum  sound  level  is  85  decibels. 

Up — up — up,  go  federal  expenditures  for  "health." 

Health  budget  for  fiscal  1970  is  about  four  times  what  it 
was  for  fiscal  1964 — it's  $18.3  billion.  This  will  make 
the  U.S.  Government  the  source  of  about  30  percent 
of  the  nation's  total  expenditure  for  health  services. 
Medicare  and  medicaid  will  take  $9.8  billion;  Veterans 
Administration  and  Department  of  Defense  get  $3.1  billion. 

H.L.H. 


116 

Northwest  Medicine,  February,  1969 


See  next  page  for  prescribing  information 
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bu  Ve  made  it  one 
specifics  in  acute  otitis  media 


©ECIXJMYCIN 

DEM  ETHYLC1 I LOKTETR  ACYCLI NE 


You’ve  made  it 
one  of  your  specifics 
in  acute  otitis  media 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  the 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  this 
coverage  may  be  important.  However,  some  strains 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  action 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system-ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin- maculopapular  and  erythematous  rashes;  a rare 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney^ rise  in  BUN 
apparently  dose-related.  Transient  increase  in  urinary  output,  some- 
times accompanied  by  thirst  (rare).  Hypersensitivity  reactions- urti- 
caria, angioneurotic  edema,  anaphylaxis.  Teeth  - dental  staining  (yel 
low-brown)  in  children  of  mothers  given  this  drugduringthe  latter  hall 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  ir 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinur 
medication  and  institute  appropriate  therapy.  Demethylchlortetra 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingtissu( 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shoulc 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of  high  calcium  conten 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococca 
infections  should  continue  for  10  days,  even  though  symptoms  havf 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  30( 
mg,  150  mg  and  75  mg  of  demethylchlortetra 
cycline  HCI.  398-; 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 

Responsibility  of  the  Prescriber 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I should  like  to  call  the  attention  of  your 
physician  readers  a subject  that  is  of  increasing  con- 
cern to  pharmacists  everywhere,  namely  that  of 
OKaying  prescription  refills. 

Pharmacists  calling  a physician’s  office  before 
refilling  a prescription,  very  frequently  are  briskly 
told  by  the  office  nurse  that  such  a refill  is  OK. 
While  the  pharmacist  is  glad  to  receive  such  per- 
mission, he  frequently  wonders  to  himself  if  the 
physician  himself  has  been  involved  in  the  decision. 


From  the  standpoint  of  liability,  the  physician  of 
course  is  responsible  for  the  operation  and  the 
conduct  of  his  office  and  staff,  but  the  pharmacist 
is  concerned  about  his  own  liability— should  he  refill 
a prescription  upon  receiving  such  approval  as  men- 
tioned above,  then  learn  that  actually  the  physician 
did  not  want  that  prescription  refilled. 

We  recognize  there  are  no  easy  answers  in  this 
matter  of  prescription  refills,  the  pharmacist  does 
not  like  to  take  the  doctor’s  time,  particularly  when 
they  are  so  terribly  busy  as  now,  but  he  violates 
the  law  if  he  does  not  get  valid  approval  of  the 
prescribing  physician.  And  it  is  certainly  in  the  best 
interest  of  the  patient  that  the  physician  be  aware 
of  what  kind  of  medication  and  how  much  of  it  his 
patient  is  taking.  We  believe  that  a notation  should 
be  made  on  a patient’s  record  card,  when  a refill 
is  authorized,  and  we  respectfully  urge  physicians 
themselves  to  make  the  judgment  as  to  whether  or 
not  to  OK  a prescription  refill. 

Sincerely  yours, 

REED  BEMENT 

Executive  Secretary 
Washington  State  Pharmaceutical  Association 


ANNUAL  CANCER  SEMINAR  - RENO,  NEVADA 
April  2,  3 and  4,  1969  Pioneer  Theater  Auditorium,  Reno 


SYMPOSIUM 

ORALOGY,  NASOPHARYNGEAL,  PEDIATRIC  AND  GYNECOLOGIC  MALIGNANCY 


TOPICS 


1.  Treatment  of  the  oro-pharynx  in  the  cancer  patient. 

2.  Pediatric  leukemia  and  lymphomas. 

3.  Endometrial  hyperplasia— excision  or  conversion. 

4.  Dermatologic  manifestation  of  carcinoma. 

5.  Mandibular  tumors— diagnosis  and  treatment. 

6.  Unilateral  ovarian  carcinoma  in  the  young  female. 

7.  Wilms  tumors  and  neuroblastomas— a diagnostic  ap- 
proach. 

8.  Malignancy  centers  in  the  United  States — referral  and 
treatment. 

9.  Roentgenogenic  and  chemotherapeutic  treatment  of 
oropharyngeal  carcinoma. 


10.  Conservative  treatment  of  intra-epithelial  carcinoma 
of  the  cervix. 

11.  Ovarian  carcinoma— after  surgery — what? 

12.  Cancer  of  the  skin— diagnosis  and  treatment. 

13.  Sarcomas  of  childhood. 

14.  Prophylactic— contra-lateral  mastectomy  in  carcinoma 
of  the  breast. 

15.  Pediatric  tumors  of  the  central  nervous  system. 

16.  Radiotherapy  and  chemotherapy — partners  or  oppon- 
ents? 

17.  Radiation  in  endometrial  carcinoma. 


SPEAKERS 


ALTMAN,  Stanley,  M.D. 
BAKER,  T.  Hart,  M.D. 


MILNER,  John,  M.D. 
KUSHNER,  Joseph  H.,  M.D 
STEIN,  Justin,  M.D 
SALL,  Sanford,  M.D. 


KERR,  Donald,  D.D.S. 
HENNY,  Fred,  D.D.S. 
DeLORIMER,  Alfred  A.,  M.D. 


Chemotherapist,  University  of  Utah  School  of  Medicine,  Salt  Lake  City 
Medical  Director,  Kaiser  Foundation  Hospital,  Los  Angeles.  Director 
OB-GYN — Southern  California  Permanente  Hospital.  Associate  Pro- 
fessor U.C.L.A.  Medical  School,  Los  Angeles 

Dermatologist.  Assocate  Professor,  Department  of  Environmental  Health, 
University  of  Washington,  Seattle 

Pediatric  Oncologist— Assistant  Clinical  Professor,  University  of  Cali- 
fornia, San  Francisco 

Director  of  Radiology  and  Chief  Radiation  Therapy  Division  U.C.L.A., 
Los  Angeles 

Director  of  Gynecologic  Malignancy — New  York  Medical  College, 
Flower  & 5th  Avenue  Hospital,  Metropolitan  Hospital  Medical  Center, 
New  York  City 

Oral  Pathologist,  University  of  Michigan,  Ann  Arbor 
Attending  Oral  Surgeon,  Henry  Ford  Hospital,  Detroit 
Pediatric  Surgeon,  University  of  California,  San  Francisco 


Write  for  Brochure  — Box  7432,  Reno 
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Both  breathe  easier  with 


BROJSfKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning— may  be  habit-forming); 
thenyldiamine  HCI  10  mg. 


FOR  RELIEF  OF  SYMPTOMS  IN  EMPHYSEMA  AND  CHRONIC  BRONCHITIS 


RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 
hours,  not  to  exceed  five  times  daily,  Children  over  6:  one 
half  adult  dose.  Dosage  should  be  adjusted  to  the  severity 
of  the  condition  and  response  of  the  individual  patient. 


i 


PRECAUTIONS:  With  Bronkotabs  therapy,  sympa- 
thomimetic side  effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleeplessness.  Bronkotabs 
should  be  used  with  caution  in  the  presence  of  hyper- 
tension, heart  disease  or  hyperthyroidism.  Drowsiness 
may  occur.  Patients  should  be  cautioned  not  to  drive  or 
operate  machinery  when  taking  Bronkotabs. 


SUPPLIED:  Bottles  of  100  and  1,000  scored  tablets. 

BREON  LABORATORIES  INC., 

90  PARK  AVENUE,  NEW  YORK,  N.Y.  10016 


*Ptn1{  Puffer'  Most  typically  the  patient  with 
moderate  to  advanced  emphysema,  thin  “anxious”  appearance  and 
characteristically  overinflated  chest.  Greatly  reduced, ventilatory 
capacity,  increased  residual  capacity.  Marked  dyspnea  on  slight  or 
moderate  exertion.  Significant  respiratory  effort,  dry 
unproductive  cough. 

*Blue  Bloater'  Most  typically  the  patient  with 
a long  history  of  chronic  bronchitis  punctuated  by  acute  inflammatory 
episodes.  May  be  stocky  or  of  average  weight;  may  eventually 
become  edematous.  Elevated  PCO2,  alveolar  hypoventilation,  cyanosis. 
Dyspnea  on  slight  or  moderate  exertion.  Frequent  cough,  often 
purulent  or  mucopurulent  sputum. 

Potent  bronchodilation , 
decongestion  and 
expectorant  action 

Whatever  “color  syndrome”  your  patients  suffer,  Bronkotabs  gives 
symptomatic  relief  and  reassurance.  Bronkotabs  multiple  actions  help 
reduce  frequency  and  severity  of  acute  episodes  in  “pink  puffer”  and 
"blue  bloafer”  alike... help  loosen  secretions,  clear  airways  and 
keep  them  clear.  Sympathomimetic  side  effects  are  minimal. 
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an  antacid  formulated  especially 
for  the  constipation-prone  patient 

• Gelusil-M  has  been  formulated  to  help 
avoid  constipation  in  these  patients: 
hospitalized /bed  ridden /debilitated /seden- 
tary/pregnant/elderly/on a bland  diet/ 
on  anticholinergic-antispasmodic  drugs/ 
when  straining  at  stool  should  be  avoided. 
• Magnesium  content  helps  maintain  intes- 
tinal fluid  volume  and  motility. 

• Some  patients  may  develop  loose  stools 
while  taking  Gelusil-M.  This  condition  is 
usually  dose-related,  and  usually  responds 
to  dose  reduction. 


introducing  new 

GELUSIDM* 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 

*U.S.  Potent  No.  3,3?«,755 

a consistent  buffering 
anticostive+  antacid 

tAvoids  constipation. 


See  next  page  for  prescribing  information  ^ 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusif-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more— between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 
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EDITORIAL 


Noehren’ s Tax  Credit  Concept  Approved 


Tax  credit  for  medical  care  insurance,  first 
proposed  nearly  ten  years  ago  by  Walter 
A.  Noehren,  of  Sandy,  Oregon,  may  soon  be  a 
reality.  A bill,  H.R.  19,  to  provide  it  was 
introduced  at  the  first  session  of  the  91st  Con- 
gress by  Representative  Fulton  of  Tennessee. 
The  basic  concept  of  the  bill  is  precisely  what 
was  proposed  by  Dr.  Noehren. 

After  prolonged  discussion,  and  correspon- 
dence with  many  physicians,  politicians,  econo- 
mists, and  others,  Noehren  took  his  proposal 
before  the  Clackamas  County  Medical  Society. 
It  was  approved  in  April  1961.  It  was  approved 
by  the  Oregon  State  Medical  Society  in  Septem- 
ber and  presented  to  the  AMA  House  of  Dele- 
gates, in  Resolution  16,  at  the  Clinical  Session, 
at  Denver  the  same  year. 

A simple  statement  of  the  plan  was  pub- 
lished in  this  journal  in  May  1962. 1 The  concept 
was  expressed  compactly  in  the  second  para- 
graph of  that  article. 

The  proposal  is  simply  to  legislate  the 
following:  Each  person  whose  income  is 
inadequate  for  the  purchase  of  his  own 
care  can,  upon  his  voluntary  request,  receive 
assistance  from  the  Federal  Government 
for  the  purchase  of  comprehensive  prepay- 
ment care. 

Further  paragraphs  in  the  article  outlined  the 
principle  of  credit  graduated  according  to  in- 
come, using  the  income  tax  mechanism  to  guide 
the  adjustment.  With  characteristic  inertia,  the 
American  Medical  Association  failed  to  use  the 
Noehren  proposal  as  it  might  have  been  used  to 
make  Medicare  and  Medicaid  unnecessary. 

At  Denver,  Resolution  16  was  referred  to  the 
Council  on  Medical  Service  for  consideration 
and  report  back  at  the  1962  Annual  Session. 
At  the  1962  meeting  the  Council  reported  vari- 
ous categories  of  medical  care  being  supported 
by  the  Federal  Government  and  stated  that  the 
Association  had  approved  Federal  care  in  the 
case  of  veterans,  federal  employees  and  others 
but  had  not  direct  federal  intervention  where 
no  such  special  relationship  exists.”  The  House 
accepted  report  of  the  reference  committee 
that  no  definite  decision  with  respect  to  Reso- 
lution 16  be  made. 

Four  years  later,  December  1966,  the  Board 


of  Trustees  reactivated  its  Committee  on  Health 
Care  Financing.  This  committee  held  ten  meet- 
ings, over  a 16-month  period,  studied  numer- 
ous plans  and  interviewed  representatives  of 
many  organizations.  At  the  1968  Annual  Session 
at  San  Francisco  the  Committee’s  report  was 
presented  to  the  House  of  Delegates  as  Report 
Z of  the  Board.  Item  3 stated,  "The  insurance 
and  prepayment  methods  should  be  used  for 
financing  the  charges  for  physicians’  services 
wherever  provided.  Government  should  pay  the 
premium  for  those  whose  care  government  has 
assumed  obligation.” 

Item  11  stated,  “The  federal  income  tax 
system  should  be  used  to  assist,  where  needed, 
in  the  purchase  of  health  insurance.”  The 
Committee  made  no  reference  to  the  Noerhen 
proposal  or  to  previous  presentation  to  the 
House  but  presented  an  explanation  of  the 
way  an  income  tax  credit  system  would  oper- 
ate. The  House  took  no  action  but  accepted  the 
report  for  information.  Resolution  74,  calling 
for  a policy  approving  income  tax  credits  for 
premium  payments,  was  adopted  at  the  1968 
Annual  Session  but  it  did  not  call  for  action. 

The  subject  of  income  tax  credit  was  again 
presented  to  the  House  of  Delegates  by  the 
Board  of  Trustees  at  the  1968  Clinical  Session 
at  Miami  Beach.  In  Report  H the  Board  resub- 
mitted the  report  of  its  Committee  on  Health 
Care  Financing,  emphasizing  the  tax  credit  prin- 
ciple. The  House  again  accepted  the  report  for 
information  but  also  adopted  a resolution  direct- 
ing that  the  AMA  “vigorously  promote  the  en- 
actment of  federal  legislation  which  would 
translate  the  concept  of  income  tax  credits  for 
health  insurance  premiums  into  law.” 

Thus  the  American  Medical  Association  will 
support  the  bill  introduced  by  Mr.  Fulton.  The 
Noehren  proposal,  suggested  nearly  ten  years 
ago,  and  accepted  by  the  Clackamas  County 
Medical  Society  in  1961,  will  probably  become 
the  law  of  the  land.  Dr.  Noehren,  who  first  per- 
ceived the  need  for  such  a plan,  should  be 
recognized  as  the  original  developer  of  the 
concept.  ■ H.L.H. 

REFERENCE 

1 Noehren,  W.  A.,  and  Hegrenes,  J.  R.,  Jr.,  Medical 
care  for  everyman : a proposal.  Northwest  Med  61 :403 
(May)  1962. 
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Closing  the  Information  Gap 


Last  June  saw  Rh  immune  globulin— RhoGAM— 
become  available  for  general  use.  Ad- 
ministered to  the  previously  unsensitized  Rh 
negative  mother  within  the  first  48-72  hours  after 
her  delivery  of  an  Rh  positive  offspring,  or  fol- 
lowing an  abortion  or  miscarriage,  RhoGAM  is 
aimed  at  preventing  her  sensitization  and  circum- 
venting Rh  problems  with  a subsequent  preg- 
nancy. The  responsible  mechanism  apparently 
involves  the  immune  globulin’s  affinity  for  any 
Rh  positive  fetal  cells  which  may  have  escaped 
into  the  maternal  circulation  at  the  time  of  de- 
livery and  which,  left  to  themselves,  would  prime 
her  for  immunity  trouble.  The  globulin-red  cell 
combination  seems  somehow  to  eliminate  the 
antigenic  potential  of  the  fetal  red  cell.  Thus,  a 
simple  injection  has  the  potential  to  virtually 
eradicate  hemolytic  disease  of  the  newborn  due 
to  Rh  incompatibility  and  to  push  its  ultimate 
effect  (a  permanently  damaged  infant)  and  its 
current  treatment  (exchange  transfusion)  far 
down  the  road  toward  extinction. 

In  many  ways  this  very  model  of  a modern 
major  disease  offers  a textbook  picture  of  the 
interplay  of  heredity  and  environment  as  seen 
at  the  molecular  level  (antigen-antibody,  bili- 
rubin), the  cellular  level  (RBC’s  and  lympho- 
cytes), the  organ  level  (uterus,  placenta  and 
liver),  and  the  total  body-mind  combination 
(child’s  IQ  and  behavior  and  parents’  psyche). 
Can  this  complexity  help  explain  why  the  dis- 
ease, first  described  in  the  mule  in  1774— but 
not  recognized  in  the  human  till  1791— had  its 
genetic  mechanism  reported  in  1842— again  in 
the  mule— but  not  in  man  until  1939. 1 Can  it 
possibly  explain  why  Levine’s  1943  observation 
regarding  ABO  incompatibility  protection2  was 
really  not  exploited  for  almost  two  decades  and 
then  by  a butterfly  geneticist  who  alleges  it  was 
his  wife  waking  him  in  the  middle  of  the  night 
who  gave  him  the  idea  of  treatment  simply  by 
using  anti-Rh  serum?3  Is  this  all  simply  due  to 
chance?  The  “p”  value  borders  on  zero.  Rather 
it  exemplifies  the  combination  of  the  right  facts 
in  the  right  mind  at  the  right  time— or  the 
“ah  ha”  phenomenon! 

Real  therapeutic  breakthroughs— despite  sub- 
tle hints  or  press  conferences  to  the  contrary— 


are,  in  fact,  relatively  unusual.  Perhaps  damn 
rare  would  be  a better  term.  Even  rarer  is  a 
therapeutic  maneuver  whose  success  rate  bor- 
ders on  99  percent.  And  almost  unique  is  the 
fact  that  availability  of  Rh  immune  globulin 
occurred  almost  simultaneously  throughout  the 
country  when  government  regulations  permitted 
its  release.  The  time  was  right  to  take  advantage 
of  this  combination  of  events— for  an  entirely 
different  purpose.  The  question:  “Did  three 
months  suffice  for  knowledge  of  this  break- 
through to  diffuse  out  to  the  practicing  physi- 
cian? If  so,  how  did  it  get  there?  And  more 
importantly,  did  it  induce  any  change  in  his 
behavior? 

Through  the  cooperation  of  both  the  King 
County  Central  Blood  Bank  and  the  Snohomish 
County  Blood  Bank  Association  we  were  pro- 
vided with  a list  of  physicians  who  had  delivered 
Rh  negative  patients  (potential  recipients  of  Rh 
immune  globulin)  during  the  three  months  im- 
mediately following  its  release.  The  King  County 
Central  Blood  Bank  had  directed  a letter  of  an- 
nouncement to  every  physician  in  the  county  just 
prior  to  the  product’s  release.  Its  Director,  Dennis 
M.  Donohue,  and  its  Head  of  Immunogenetics, 
Eloise  R.  Giblett,  had  also  directed  a letter  to 
this  Journal4  as  well  as  to  the  Bulletin  of  the 
King  County  Medical  Society.  Dr.  Giblett  had 
further  reinforced  these  efforts  with  a personal 
telephone  call  to  the  physician  of  every  patient 
with  a prenatal  Rh  negative  blood  typing.  The 
Snohomish  Blood  Bank  and  its  Director,  Clayton 
R.  Haberman,  had  pursued  an  analogous  course 
of  action  in  spreading  the  word— particularly  by 
way  of  hospital  staff  meetings.  (In  Spokane 
County  yet  another  reinforcement  was  provided 
via  an  educational  program  for  delivery  room 
and  obstetrical  nurses  in  hospitals. ) When  these 
efforts  were  added  to  those  of  the  bulk  of  pro- 
fessional journals,  medical  magazines,  Time , 
Neivsweek  and  Life,  and  the  many  sessions  of 
professional  groups,  the  word  was  bound  to  get 
around.  The  theoretical  potential  of  Rh  immune 
globulin  and  the  progress  of  field  trials  have 
been  reported  over  the  last  four  years.5  The 
American  developer  of  the  immune  globulin. 
Ortho  Pharmaceutical,  prepared  a detailed  dis- 
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play  at  the  spring  obstetrical-gynecological 
meetings  in  Chicago  and  followed  with  an  in- 
formative pamphlet  to  all  obstetricians  and 
generalists  delivering  babies  at  the  time  of 
RhoGAM’s  release.  But,  did  the  message  get 
through?  And  if  so,  how? 

In  the  King  County  Blood  Bank  sample,  162 
potential  recipients  of  Rh  immune  globulin  were 
identified  during  this  interval.  Of  these,  110 
had  received  it.  For  an  additional  33  it  was 
not  administered  for  reasons  considered  valid. 
However,  19  failed  to  receive  Rh  immune  globu- 
lin. At  the  moment,  there  is  no  reason  detectable 
in  the  Blood  Bank  records  for  these  19.  In  sev- 
eral instances  patient  refusal  is  known  to  have 
occurred  because  of  cost.  The  recent,  still  further 
reduction  in  cost  ought  to  eliminate  refusal. 
Regardless,  at  least  88  percent  of  those  women 
at  risk  had  received  the  indicated  treatment  and 
within  the  first  three  months  of  the  introduction 
of  the  technique.  This  raises  the  question, 
Where  is  the  “application  gap”  to  which  so 
many  allude? 

Remembering  our  focus  was  primarily  on  the 
use,  we  selected  a stratified  sample  of  24  physi- 
cians—14  obstetricians  and  10  general  practi- 
tioners—from  the  listings.  One  of  us  (HF)  then 
telephoned  each,  and  after  an  explanatory  intro- 
duction posed  questions  about  each  of  the  three 
points  noted  below.  Uniformly,  he  was  accorded 
full  cooperation  by  each  of  the  practitioners. 
In  response  to  the  question.  Can  you  recall 
where  you  first  came  in  contact  with  information 
about  RhoGAM?,  12  of  the  14  obstetricians 
responded  via  medical  journal  reading;  only  3 
of  the  10  general  practitioners  pointed  to  journals 
with  7 citing  verbal  encounters  either  with  col- 
leagues, consultants  or  detail  men.  This  supports 
Menzel’s  conclusions  about  the  contrasting  mech- 
anisms for  the  diffusion  of  medical  information 
into  the  practicing  community.0  When  asked  the 
question,  What  convinced  you  to  use  RhoGAM?, 
again  the  obstetricians  pointed  largely  to  the 
written  word;  the  general  practitioners  to  verbal 
confrontations. 

During  the  telephone  conversation  several  in- 
direct questions  were  posed  aimed  at  detecting 
the  physician’s  comprehension  of  the  physiologic 
mechanisms  involved,  i.e.,  Do  you  plan  to  use 
RhoGAM  for  all  your  Rh  negative  pregnant  pa- 
tients? Why— or  why  not?  Twenty-two  of  the  24 
respondents  were  remarkably  precise  in  their 
answers  and,  we  inferred,  accurate  in  their  com- 


prehension and  application  of  the  science- 
knowledge  involved.  Apparently  the  concepts 
involved,  while  new  and  different  for  the  practi- 
tioners—although  they  had  been  postulated  in 
19097— were  absorbed  with  remarkably  little 
effort. 

Obviously  then,  the  appropriate  knowledge 
had  diffused  out  to  the  medical  community  and 
had  brought  about  appropriate  behavior  change. 
Somehow  continuing  education  had  taken  place 
and  its  goal  of  improved  patient  care  had  been 
realized.  Possibly  the  saturation  approach  of 
wide  spread  factual  dissemination  or  emotional 
appeal  is  the  only  successful  one.  If  so,  it  pre- 
sages an  impossible  situation  for  the  future— in 
considering  the  impact  of  the  so-called  “knowl- 
edge explosion”  also  known  as  “publication 
inflation.”  Today,  there  is  far  too  much  to  read, 
far  too  many  meetings  to  attend,  far  too  many 
TV  broadcasts  to  watch  or  radio  programs  to 
listen  to.  Each  relevant  advance— many  ad- 
mittedly not  99.9  percent  effective— cannot  be 
expected  to  bring  about  physician  behavior 
change  simply  by  random  diffusion  or  Brownian 
movement. 

Consider  this  as  a possible  reason  for  par- 
ticipating in  attempts  to  analyze  objectively  a 
multitude  of  your  continuing  education  efforts— 
to  see  if  you  couldn’t  do  it  better.  Insist  on  the 
chance  to  express  your  opinion  on  these  matters, 
and  in  such  a fashion  that  you  won’t  be  ignored. 
Demand  evidence  of  effectiveness  of  the  edu- 
cational efforts.  You  have  already  proven  that 
you  work;  now  the  burden  of  proof  is  with  the 
educational  effort.  ■ 

Haigh  P.  Fox,  B.A. 

William  O.  Robertson,  M.D. 
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The  Consultant's  Obligation 


The  obligation  to  teach,  imposed  by  the 
Oath,  must  be  recognized  by  all  physicians 
but  by  none  more  than  the  university  professor. 
When  the  professor  is  also  a consultant,  the  ob- 
ligation would  seem  to  be  inescapable.  But,  as 
Fox  and  Robertson  state  in  this  issue,  and  as 
Robertson  has  stated  previously,  the  professor- 
consultant  does  not  always  teach  at  one  of  the 
most  opportune  times  available  to  him. 

Neither  Robertson’s  report  of  1966,  nor  the 
current  study,  should  be  taken  as  a criticism  of 
the  hospital  from  which  the  data  were  derived, 
or  of  practice  generally. 

Fox  and  Robertson,  in  pointing  to  an  oppor- 
tunity missed  by  consultants  at  a university  hos- 
pital are  introducing  an  idea  that  can  be  de- 
veloped. If  the  method  is  shown  to  be  good,  it 


can  be  applied  generally  after  proven. 

Referral  of  a patient  ought  to  open  an  avenue 
of  communication  that  can  readily  be  kept  open. 
The  referring  physician  usually  refers  because  he 
feels  that  another  physician  knows  more  than 
he  does  about  a given  problem.  Interest  of  both 
in  the  problem  creates  the  best  possible  teach- 
ing-learning situation.  It  is  surprising  that  the 
opportunity  has  not  been  recognized  and  utilized 
more  frequently. 

Actually,  the  request  for  consultation  is  a re- 
quest for  information,  whether  the  knowledge 
involved  is  to  be  applied  by  the  consultant  or 
the  referring  physician.  It  should  be  provided 
by  the  consultant,  generously,  in  the  spirit  of 
the  Oath,  whenever  it  is  sought.  ■ 

H.L.H. 


Exercise 


Standard  regimen  for  care  of  the  patient  who 
has  had  cardiac  or  pulmonary  disease  may, 
in  the  future,  include  a program  of  graded,  pro- 
gressive exercise.  Extension  of  the  study  reported 
by  Pvfer  and  Doane  in  this  issue  should  yield 
information  on  which  such  a program  should  be 
based.  The  method  they  have  developed  appears 
to  be  capable  of  producing  reliable  data. 

Their  study  was  a pilot  program  only,  and  was 
not  expected  to  indicate  effectiveness  of  exer- 
cise as  therapy.  Nevertheless,  some  of  the  data 
obtained  suggest  that  further  application  of 
their  method  in  a study,  now  being  planned, 
may  provide  substantial  evidence  of  benefit  and, 
more  importantly,  may  indicate  the  specific 
effects  that  are  beneficial.  Their  most  inter- 
esting observations  were  the  lowering  of  tri- 
glycerides and  the  increased  work  tolerance. 
These  factors  will  be  watched  closely  in  the 
new  study. 

Exercise  has  had  its  devotees  and  its  de- 
tractors. Hippocrates  advised  exercise  before 
eating,  for  those  wishing  to  reduce,  but  advised 


against  it  for  those  wishing  to  gain.  Even 
Cicero  observed  that  “Exercise  and  temperance 
can  preserve  something  of  our  early  strength 
even  in  old  age.”  Franklin  urged,  “Use  now 
and  then  a little  exercise  a quarter  of  an  hour 
before  meals.”  But  Jefferson  was  more  demand- 
ing, “Not  less  than  two  hours  a day  should  be 
devoted  to  exercise.” 

Chauncey  Depew  said,  “I  get  my  exercise 
acting  as  a pallbearer  to  my  friends  who  exer- 
cise.” And  an  unidentified  skeptic  said,  “The 
secret  of  my  abundant  health  is  that  whenever 
the  impulse  to  exercise  comes  over  me,  I lie 
down  until  it  passes  away.” 

It  must  be  assumed  that  opinions  and  freely 
given  advice  were  only  expression  of  personal 
preference.  Search  for  the  truth  will  replace 
conjecture  with  the  ultimate  answer  likely  to 
be  found  somewhere  between  Thomas  Jefferson 
and  Chauncey  Depew.  Pyfer  and  Doane  have 
demonstrated  a practical  method  of  searching. 
Facts  to  be  elicited  will  be  both  interesting  and 
useful.  ■ 

H.L.H. 
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Symbols  in  a life  of 
psychic  tension 

B.A. 

cum  laude 

v.p. 

at  thirty-two 

ECG 

and  complete 
examination  normal 

(persistent  palpitations) 


Valium® 

(diazepam) 

for  reliable  relief  of  psychic 
tension  and  associated 
somatic  and  depressive 
symptoms  (including  tension- 
induced  insomnia) . . . 
usually  well  tolerated . . . 
2-mg,  5-mg  or  10-mg  tablets 
t.i.d.  and  h.s. 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  con- 
comitants of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity 


of  grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary 
increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultane- 
ous ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 


Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advis- 
able during  long-term  therapy. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [o«567»] 

900,34  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Exercise  for  the  Cardio-Pulmonary  Patient 

A Feasibility  Study 


HOWARD  R.  PYFER,  M.D.  / BELVIN  L.  DOANE,  M.S.,  Seattle,  Washington 


Ten  men  were  taken  through  a twelve-week  program  of  progressive, 
graded  exercise,  using  facilities  of  a YMCA  gymnasium.  Nine  had  coronary 
artery  disease  and  one  was  a post-pneumonectomy  patient.  After  completion 
of  the  program,  tests  indicated  improvement  in  many  functions,  most  notable 
being  reduction  in  serum  triglycerides  and  improvement  in  exercise  tolerance. 
The  study  was  for  feasibility  but  observations  suggest  that  exercise  was  beneficial. 


To  test  the  feasibility  of  con- 
ducting a group  program  of 
exercise  for  men  with  coronary 
or  pulmonary  disease,  we  took 
a small  number  of  men  through 
a three  month  trial  of  progres- 
sive, graded  exercise.  The  pro- 
gram was  designed  for  practical 
application  of  some  of  the  prin- 
ciples developed  in  exercise  re- 
search, using  facilities  of  the 


Downtown  YMCA  in  Seattle.  It 
was  necessary  to  add  only  a few 
essential  medical  tools  to  the 
equipment  already  available. 

procedure 

Eleven  participants  were  se- 
cured for  this  study  by  referral 
from  private  physicians.  Nine 
had  demonstrable  coronary- 
artery  disease  manifest  as  myo- 


cardial infarction  or  angina- 
pectoris.  One  man  was  referred 
to  this  program  by  his  private 
physician  after  he  had  developed 
bundle  branch  block  during  a 
routine  ECG  exercise  test.  One 
man  was  a post-pneumonectomy 
patient.  Surgery,  in  1954,  was 
for  carcinoma.  There  had  been 
no  evidence  of  disease  since.  He 
was  included  in  the  program  to 
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determine  whether  pulmonary 
patients  would  benefit  from  exer- 
cise. Successful  rehabilitation  of 
pulmonary  cripples  has  been  re- 
ported by  Petty  and  Kasch.1  - 
The  eleventh  man  was  obese 
and  had  non-specific  ECG  chan- 
ges. He  was  included  as  a normal 
participant. 

Physical  measurements  of  each 
participant  included  height, 
weight,  back  flexion  and  exten- 
sion, skin  fold  thickness,  and 
strength  measurement.  Photo- 
graphs were  taken  of  each  sub- 
ject at  the  beginning  of  the  pro- 
gram and  again  at  the  end. 
Blood  pressure  and  pulse  were 
measured  during  rest,  exercise, 
and  post-exercise. 


Exercise  challenge  was  pro- 
vided by  the  Monark  bicycle 
ergometer.  This  ergometer  was 
used  by  Astrand  in  Sweden  for 
his  extensive  research  into  exer- 
cise tolerance.3  The  bicycle  erg- 
ometer was  chosen  over  the 
Master’s  two-step  and  the  tread- 
mill because  of  its  ease  in  hand- 
ling and  its  adaptibility  to  many 
different  kinds  of  participants. 
It  provides  an  easily  reproduci- 
ble, measured,  load  of  work  to 
be  performed  by  the  subject. 
Balance  and  physical  agility  are 
not  necessary  prerequisites  for 
performance  on  the  bicycle 
ergometer.  Shepard,  et  al,  felt 
that  individual  variations  were 
less  on  the  bicycle  than  on  the 


step  and  treadmill  tests.4  They 
also  found  that  changes  in  pulse 
rate  at  a given  oxygen  consump- 
tion were  substantial  on  the 
treadmill,  less  on  the  step  test, 
and  not  measurable  on  the  bi- 
cycle. Reduction  was  assumed 
to  be  due  to  decreased  anxiety. 
Submaximal  and  maximal  exer- 
cise testing  was  carried  out  to 
determine  electrocardiographic 
response  to  exercise,  and  exer- 
cise tolerance. 

Allen  Doan  and  associates 
showed  that  the  treadmill  exer- 
cise test,  when  done  to  maxi- 
mum, is  nine  times  more  sensi- 
tive in  eliciting  ECG  evidence 
of  myocardial  ischemia  on  nor- 
mal men  than  is  the  double 
Master’s  two-step  test/’ 

ECG  recordings  were  made 
on  Lead  I.  Three  electrodes 
were  used,  placed  at  approxi- 
mately the  V-5  position,  above 
the  right  breast,  and  a ground 
electrode  on  the  right  scapular 
region.  An  oscilloscope  was 
used  to  monitor  the  ECG  com- 
plexes before,  during,  and  after 
exercise.  Recordings  were  taken 
at  rest,  at  one  minute  intervals 
for  six  minutes  during  exercise 
at  each  level  and  at  one  minute 
intervals  for  six  minutes  or  more 
following  cessation  of  exercise. 
Blood  pressure  readings  were 
taken  every  2 minutes.  Pulse 
rate  was  read  from  the  ECG 
tracing  at  one  minute  intervals. 

Pulmonary  function  was  meas- 
ured by  the  use  of  the  McKesson 
Vitalor.  It  has  been  shown  to 
be  a reliable  screening  device 
for  pulmonary  function.  The 
Collins  spirometer  is  only  slight- 
ly more  precise  than  the  McKes- 
son instrument  in  clinical  use, 
as  reported  by  Surprenant  and 
Vance.1’  We  recorded  forced 
vital  capacity  ( FVC ) forced  ex- 
piratory volume,  one  second 
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(FEVi)  and  forced  expiratory 
volume,  three  seconds  (FEV3). 

Two-hour  post-prandial  blood 
sugar  was  determined,  using 
Glucola  as  the  test  meal.  Choles- 
terol, triglyceride  and  uric  acid 
levels  were  also  obtained  for 
each  subject. 

A physician  was  present  at 
each  testing  session  and  also  at 
each  exercise  period.  A defibril- 
lator and  oxygen  were  available. 

Exercise  sessions  were  held  on 
Mondays,  Wednesdays,  and  Fri- 
days for  the  twelve-week  period. 
Length  of  sessions  was  30  to  45 
minutes.  Walking,  jogging  and 
calisthenics  were  directed  by  an 
experienced  athletic  supervisor. 
Bowerman,  Harris,  et  al,  advo- 
cate jogging  as  an  ideal  method 
to  improve  cardio-pulmonary 
function.7  They  point  out  that 
when  a person  is  past  30,  his 
bulging  biceps  and  pleasing 
pectorals  may  boost  his  ego  but 
his  life  and  health  may  be  de- 
pendent on  how  fit  his  heart  and 
lungs  are. 

Pollock,  et  al,  have  shown  that 
exercise  sessions,  practiced  dur- 
ing four  days  each  week,  elicited 
a more  significant  improvement 
in  working  capacity,  circulo- 
respiratory  fitness  and  body 
composition  than  did  two  days 
per  week.8  For  practical  reasons 
three  times  per  week  was  chosen 
for  this  study. 

Every  possible  measure  was 
taken  to  improve  the  health  of 
each  participant  during  the  en- 
tirety of  the  program.  Each  man 
was  encouraged  to  continue  his 
customary  daily  physical  activ- 
ity and  if  he  desired  to  increase 
it,  he  was  encouraged  to  do  so. 
They  were  asked  to  make  what- 
ever changes  that  would  help 
improve  their  health,  including 
the  use  of  proper  diet,  physical 
activity,  and  reduction  of  tobac- 
co usage. 


results 

Eleven  men  began  the  pro- 
gram. One  had  to  discontinue, 
due  to  family  difficulties.  The 
remaining  ten  men  were  re- 
tested at  the  end  of  the  program 
to  determine  changes. 

Improvement  was  seen  in 
mean  systolic  and  diastolic 
blood  pressure  at  rest,  at  all 
stages  of  submaximal  exercise, 
and  during  all  stages  of  recov- 
ery. Pulse  rate  was  lower  in 
the  fourth  and  sixth  minutes  of 
exercise,  Table  1. 


Cholesterol  levels  fell  slightly 
—from  277  to  265— but  the  most 
striking  change  was  in  serum 
triglycerides.  Before  the  pro- 
gram the  mean  triglyceride  level 
was  265  and  it  fell  to  186  at 
conclusion  of  the  program, 
Table  2.  All  samples  were  taken 
under  standard  conditions  and 
one  laboratory  performed  all 
tests. 

Blood  sugars,  taken  two  hours 
after  test  meal,  rose  slightly,  as 
did  uric  acid,  but  all  levels  were 
within  normal  limits  and 
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TABLE  1 

Pulse 

rates  and  blood 

pressure,  resting  a 

nd  with 

exercise, 

before 

and  after 

the  program 

Pulse 

Systolic  pressure 

Diastolic  pressure 

lowest  highest 

mean 

m in 

max 

mean 

min 

max 

mean 

Resting 

before  progr 

55  87 

73 

113 

69 

after  prog 

56  92 

77 

111 

69 

Ex  2 min 

before  progr 

109  126 

115 

90 

178 

153 

70 

100 

86 

after  progr 

96  140 

121 

80 

190 

135 

60 

90 

72 

Ex  4 min 

before  progr 

112  150 

130 

120 

190 

166 

70 

110 

82 

after  progr 

100  150 

126 

130 

200 

141 

60 

100 

77 

Ex  6 min 

before  progr 

119  155 

140 

150 

200 

169 

60 

100 

84 

after  progr 

120  160 

138 

150 

200 

167 

60 

96 

77 

Recovery 

before  progr 

110 

160 

136 

50 

90 

74 

2 min 

after  progr 

80 

170 

129 

46 

80 

63 

Recovery 

before  progr 

100 

136 

124 

50 

80 

73 

4 min 

after  progr 

104 

150 

119 

40 

74 

63 

Recovery 

before  progr 

90 

132 

123 

50 

80 

73 

6 min 

after  progr 

96 

140 

108 

50 

84 

68 

changes  were  within  the  range 

TABLE 

o 

of  laboratory  variance.  Skin-fold 

z 

measurements  were  reduced  in 

Blood  Chemistry 

areas  measured  except  posterior 

lowest 

highest 

mean 

thigh.  There  was  mean  loss  of 

Cholesterol 

before  progr 

210 

355 

277 

approximately  7 mm  in  subcu- 

after  progr 

213 

314 

265 

taneous  fat  over  the  abdomen. 

T riglyceride 

before  progr 

76 

428 

265 

Table  3.  Joint  flexibility  im- 

after  progr 

72 

407 

186 

proved,  as  measured  in  shoulder 

Uric  acid 

before  progr 

3.5 

5.6 

4.8 

extension,  and  flexion-extension 

after  progr 

3.7 

6.2 

5.3 

of  the  trunk. 

Sugar 

before  progr 

83 

158 

99 

Most  significant  finding  was 

2h  pc 

after  progr 

91 

139 

106 

erance.  When  placed  on  the 
bicycle  ergometer,  each  patient 
was  told  to  continue  work  until 
he  felt  muscular  tiredness,  chest 
pain,  or  difficulty  in  breathing. 
The  test  was  discontinued  at 
once  if  irregularities  appeared 
on  the  cardioscope  or  if  cyanosis 
appeared.  Starting  work  load 
was  set  at  600  kilopond  meters 
per  minute  (TCPM/min).*  If 


♦The  term  was  introduced  by  As- 
trand.  A kilopond  meter  is  the  work 
required  to  move  one  kilogram  one 
meter,  with  the  force  of  the  standard 
acceleration  of  gravity.  One  hundred 
kilopond  meters  per  minute  equal  723 
foot  pounds  per  minute  or  16.35  watts. 


TABLE 

3 

Adipose 

Tissue 

lowest 

highest 

mean 

Cheek 

before  progr 

14 

25 

18 

after  progr 

11 

17 

15 

Abdomen 

before  progr 

17 

37 

29 

after  progr 

15 

29 

22 

Hip 

before  progr 

15 

32 

25 

after  progr 

13 

25 

19 

Ant.  thigh 

before  progr 

13 

28 

20 

after  progr 

11 

24 

17 

Post,  thigh 

before  progr 

9 

17 

12 

after  progr 

9 

18 

13 
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pulse  rate  did  not  exceed  140 
at  this  load  after  6 minutes,  it 
was  changed  later  to  900  KPM/ 
min.  Mean  tolerance  before  the 
program  was  3,289  KPM  (600 
KPM/min  x 5.48  minutes). 

Tolerance  after  the  program 
went  to  a mean  of  4,762,  an  in- 
crease of  45  percent.  While  it 
was  not  our  purpose  to  establish 
data  to  be  applied  to  other 
groups,  or  to  determine  other 
than  feasibility  of  a program  of 
this  type,  we  feel  that  this 


datum  may  indicate  benefit  from 
exercise.  It  should  be  noted  that 
exercise  tolerance  rose  but  pulse 
rates  did  not  (see  Table  1).  We 
interpret  this  to  mean  that  car- 
diac efficiency  was  improved 
after  twelve  weeks  on  the  exer- 
cise program. 

There  was  no  change  in  vital 
capacity.  FVC,  FEVi  and  FEV;( 
were  unchanged.  This  agrees 
with  the  findings  reported  by 
Petty.1 


discussion 

The  changes  shown  in  the 
tables  support  the  findings  of 
Hellerstein0  and  Kasch.10  Heller- 
stein’s  programs  have  shown 
that  the  ischemic  exercise  ECG 
has  been  normalized  in  approxi- 
mately 75  percent  of  the  total 
study  group,  both  coronary 
stricken  and  coronary  prone.  He 
also  has  shown  that  there  has 
been  an  improvement  in  the 
medical  outlook  and  muscular 
performance  and  that  his  pro- 
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gram  has  resulted  in  objective 
changes  in  the  psychological  as- 
pect of  coronary-artery  disease. 

Recovery  pulse  rates,  after 
exercise,  are  not  compared  here. 
Value  of  such  comparison  seems 
negligible  in  view  of  the  in- 
creased exercise  tolerance  ob- 
served in  the  post  program  test 
period.  To  compare  recovery 
pulse  rates,  a standard  work- 
load would  have  to  be  used. 
Another  factor  influencing  re- 
sults may  have  been  the  weather. 
First  tests  were  done  at  normal 
room  temperature  but  the  final 
exercise  test  was  done  when  am- 
bient temperature  was  80  F,  and 
there  was  very  high  relative  hu- 
midity. We  feel  that  some  sig- 
nificance can  be  attached  to  the 
fact  that  post-program  rates 
were  not  elevated,  considering 
the  conditions  under  which  the 
tests  were  given. 

The  group  approach  to  exer- 
cise provides  opportunities  for 
high  levels  of  motivation,  which 
far  outstrip  those  in  individual 
exercise  programs  for  the  ordi- 
nary man.  Comradeship  and 
group  spirit  were  obvious  when 
the  participants  requested  con- 
tinuation of  the  group  exercise 
sessions  beyond  the  initial 


twelve  weeks.  Overall,  we  feel 
that  each  individual  made  sig- 
nificant improvement  in  his 
work  capacity  a n d general 
physical  and  psychological  fit- 
ness. 

conclusions 

The  following  conclusions  are 
felt  to  be  valid  for  the  group 
studied: 

1.  A group  approach  to  graded 
progressive  exercise  was  a 
successful  method  of  improv- 
ing cardiopulmonary  function 
as  evidenced  by: 

A)  Lowered  resting,  submaxi- 
mal  exercise  and  recovery 
systolic  and  diastolic  blood 
pressure. 

B)  Lower  pulse  rate  during 
submaximal  exercise  chal- 
lenge. 

C)  Substantially  improved 
maximal  exercise  capacity. 

2.  Pulmonary  function  did  not 
improve  in  spite  of  high 
levels  of  training.  This  was 
observed  in  previous  studies 
by  Petty. 

3.  Body  composition  was  im- 
proved by  reduction  of  fat 
content  as  evidenced  bv  skin 
fold  measurements. 


4.  Joint  flexibility  and  muscle 
strength  were  improved. 

5.  Careful  assessment  of  each 
individual’s  personal  history, 
pre-program  results  and  per- 
sonal physician’s  comments 
are  essential  in  exercise  pre- 
scription. 

6.  The  oscilloscope  used  during 
exercise  tolerance  testing  is 
indispensable  for  proper  an- 
alysis of  the  individual’s 
capacity. 

7.  Entry  into  exercise  without 
prior  determination  of  limi- 
tations through  ECG  moni- 
tored exercise  tolerance  test- 
ing would  result  in  greater 
risk  and  would  reduce  the 
effectiveness  of  the  training 
program. 

Finally,  we  feel  that  the  group 
approach  to  progressive  exercise 
is  a valuable  tool  for  the  private 
physician  in  the  treatment  of 
cardio-pulmonary  patients  but 
that  application  to  the  individ- 
uals involved  should  permit 
adjustment  to  individual  capa- 
bility. This,  when  added  to  diet 
control,  reduction  of  tobacco, 
lipid  control  and  reduction  of 
tension,  may  help  restore  his 
patient  to  a productive,  satis- 
fying life.  ■ 

8118  Greenlake  Dr.  N.  98103 
(Dr.  Pyfer) 
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Neonatal  Survival  in  Premature  and  Term  Infants 
in  Vink  Long  Province  Hospital 


NEAL  TAYLOR,  M.  D.,  Seattle,  Washington 


The  perinatal  mortality  rate  for  the  Vinh  Long  Province  Hos- 
pital in  South  Vietnam  for  a one-year  period  from  July  1,  1965  to 
June  30,  1966  was  87.  A breakdown  of  the  year  into  two  periods 
approximating  the  six  months  before  and  after  the  appointment  of 
an  American  military  general  medical  officer  as  an  advisor  to  the 
maternity  section  shows  a significant  change  in  the  fetal,  neonatal, 
and  perinatal  deaths  in  the  hospital.  During  the  second  period  the 
fetal  death  rate  decreased  from  81  to  31.  Part  of  this  decrease 
was  offset  by  a simultaneous  increase  in  the  neonatal  death  rate 
from  17  to  45.  Despite  the  increased  neonatal  mortality,  the 
perinatal  mortality  rate  decreased  from  98  to  76. 


There  is  an  increasing  inter- 
est in  international  com- 
parisons of  infant  mortality. 
Shapiro  and  Mariyama  have 
shown  the  need  for  considering 
both  neonatal  and  perinatal 
mortality  rates  when  making 
such  comparisons.1  More  recent- 
ly, Trolle  has  suggested  a uni- 
form international  classification 
in  order  to  evaluate,  more 
clearly,  perinatal  mortality  and 
thus  prevent  pregnancy  wast- 
age.2 

Most  reports  of  perinatal  mor- 
tality have  been  from  the  de- 


veloped nations  of  the  world. 
Two  previous  papers  published 
in  Europe  have  reported  peri- 
natal mortality  rates  for  the 
Czechoslovak  - Vietnamese 
Friendship  Hospital  in  Hai- 
phong, North  Vietnam.3-4  Jin- 
drak  has  reported  the  cause  of 
death  in  194  perinatal  autopsies 
from  the  same  hospital.5 

While  serving  with  a MILP- 
HAP  ( Military  Provincial  Hos- 
pital Assistance  Program)0  team 
in  South  Vietnam,  I had  the 
opportunity  to  observe  firsthand 
the  obstetrical  practice  in  two 


province  hospitals  in  the  Me- 
kong Delta.  The  fetal,  neonatal, 
and  perinatal  mortality  rates 
for  one  of  these  hospitals,  Vinh 
Long  Province  Hospital,  are  re- 
ported in  this  paper. 

background  information 

A province  in  South  Vietnam 
corresponds  politically  to  a state 
in  the  United  States.  Vinh  Long 
Province  Hospital  (VLPH)  is 
in  the  heart  of  the  Mekong  Del- 
ta and  serves  a population  of 
550,000.  The  services  of  the  hos- 
pital are  provided  to  the  people 
without  charge.  This  300-bed 
hospital  is  under  the  general 
direction  of  the  Province  Med- 
icin  Cdief,  an  internist  trained  in 
France.  He  is  assisted  by  a Viet- 


Dr.  Taylor  was  a Captain  in  the  United  States  Air  Force — Acting  Commander 
553rd  Medical  Service  Flight,  Vinh  Long  Detachment,  South  Vienam.  He  is  now 
Chief  Resident,  Department  of  Physical  Medicine  and  Rehabilitation,  University 
of  Washington,  Seattle,  Washington. 

This  research  project  was  supported  in  part  by  Social  and  Rehabilitation 
Service  Grant  Number  RT-3. 
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namese  surgeon  also  trained  in 
France.  These  two  physicians 
and  I comprised  the  entire  phy- 
sician staff  of  the  hospital  dur- 
ing the  first  six  months  of  1966. 

The  Chief  Midwife  directs 
the  50-bed  OB-Gyn  section  of 
the  hospital.  Because  many  of 
the  more  prosperous  patients 
are  delivered  in  private  clinics, 
the  maternal  population  of 
VLPH  consists  mainly  of  the 
indigent  poor.  Prenatal  care 
clinics  are  scheduled  on  a lim- 
ited basis,  but  few  expectant 
mothers  have  either  the  inclina- 
tion or  the  opportunity  to  at- 
tend. Vitamins  and  minerals 
have  been  made  available  in  in- 
sufficient quantities  by  various 
world  health  organizations. 
These  are  reserved  for  those  pa- 
tients who  are  found  in  the  pre- 
natal clinics  to  have  severe  nu- 
trition and  hemoglobin  deficien- 
cies. 

Shortly  after  the  arrival  of 
our  MILPHAP  team  in  late  De- 
cember 1966,  I was  appointed 
by  the  Medicin  Chef  of  the 
Province  to  serve  as  an  advisor 
to  the  Chief  Midwife  and  to  ro- 
tate with  the  Vietnamese  sur- 
geon for  all  operative  deliveries. 

definitions 

Prematurity.  Vietnamese  in- 
fants have  a slightly  lower  aver- 
age birth  weight  than  do  occi- 
dental infants.  Consequently, 
the  dividing  weight  between 
premature  and  term  infants  is 
2,200  gm  rather  than  2,500  gm 
as  commonly  used  in  the  United 
States.  Thus  all  infants  with  a 
birth  weight  of  2,200  gm  or  less 
are  placed  in  the  premature 
category  in  this  report. 

Fetal  death  rate.  The  guide- 
lines suggested  by  the  AMA 
Council  Committee  on  Mater- 
nal and  Child  Care7  are  used  in 
this  paper  to  distinguish  fetal 


TABLE  1 

Summary  of  Deliveries  Vinh  Long  Province  Hospital, 


July  1,  1965  to  1 

December  31, 

1965 

Fetal 

Neonatal 

Neonatal 

Death 

Death 

Survival 

Total 

Premature 

43 

10 

60 

113 

Term 

27 

5 

790 

822 

Combined 

70 

15 

850 

935 

TABLE  2 

Summary  of  Deliveries  Vinh  Long  Province  Hospital, 

January  1,  1966  to  June  30, 

1966 

Fetal 

Neonatal 

Neonatal 

Death 

Death 

Survival 

Total 

Premature 

15 

32 

41 

88 

Term 

13 

9 

824 

846 

Combined 

28 

41 

865 

934 

death  from  abortion.  Division 

all  deliveries  that  occurred  be- 

occurs  at 

fetal  weight  500  gm 

tween  July  1,  1965,  and 

June 

or  gestation  period  of  20  weeks. 

30,  1966, 

in  the  VLPH 

have 

Fetal  death  rates  are  calcu- 
lated using  only  live  births,  as 
recommended  by  the  United 
Nations  Demographic  Year 
Book,8  rather  than  using  total 
deliveries  (live  births  plus  still- 
births) as  suggested  by  Trolle- 
and  others.  Thus  the  fetal  death 
rate  is  the  number  of  fetal 
deaths  per  1,000  live  births. 

Neonatal  mortality  rate.  The 
neonatal  period  is  considered  to 
be  30  days  in  Vietnam.  For  a 
delivery  to  be  considered  a live 
birth,  either  a heartbeat  must 
be  heard  or  respiration  must 
occur.  More  subtle  signs  of  life, 
such  as  cord  pulsations,  are  not 
generally  used.  Neonatal  mor- 
tality rate  is  defined  as  the 
number  of  deaths  that  occur  in 
the  first  30  days  after  delivery 
per  1,000  live  births. 

Perinatal  mortality  rate.  These 
rates  are  calculated  from  the 
numerical  addition  of  the  fetal 
death  rate  and  the  neonatal 
death  rate  per  1,000  live  deliv- 
eries. 

data  source 

Using  the  above  definitions 
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been  analyzed.  Fetal,  neonatal, 
and  perinatal  mortality  rates 
have  been  calculated  for  the 
total  year.  For  comparison,  the 
year  is  divided  into  two  periods 
approximating  the  six  months 
preceding  and  following  the  ar- 
rival of  our  MILPHAP  team. 

Deliveries  that  occurred  be- 
tween July  1,  1965,  and  Decem- 
ber 31,  1965,  are  referred  to  as 
Group  A.  Group  B refers  to  the 
deliveries  that  occurred  between 
January  1,  1966,  and  June  30, 
1966. 

results 

Table  1 summarizes  the  de- 
liveries at  VLPH  for  Group  A. 
During  this  time  there  were  113 
premature  deliveries  recorded  of 
which  43  were  stillborn.  There 
were  822  term  deliveries  of 
which  27  were  stillborn.  Thus 
of  a total  of  935  deliveries,  70 
were  stillborn.  There  were  15 
neonatal  deaths,  10  being  from 
the  premature  group  and  5 be- 
ing from  the  term  group. 

Table  2 summarizes  the  de- 
liveries at  VLPH  for  Group  B. 
There  were  934  deliveries  dur- 


TABLE  3 

FETAL  DEATH  RATE 


1965* 

1966* 

Premature 

614 

206 

Term 

34 

16 

Combined 

81 

31 

NEONATAL 

MORTALITY 

RATE 

Premature 

143 

438 

Term 

6 

11 

Combined 

17 

45 

* Rates  calculated  from  deliveries  at 
Vinh  Long  Province  Hospital  from 
July  1,  1965  to  December  31.  1965. 

**  Rates  calculated  from  deliveries  at 
Vinh  Long  Province  Hospital  from 
January  1,  1966  to  June  30,  1966. 


ing  this  time  of  which  846  were 
term  and  88  were  premature. 
In  the  premature  group,  15  were 
stillborn.  In  the  term  group,  13 
were  stillborn.  There  were  41 
neonatal  deaths  during  this 
period  of  which  32  were  in  the 
premature  group  and  9 were  in 
the  term  group. 

Table  3 compares  the  fetal 
death  rates  and  the  neonatal 
mortality  rates  for  the  two  six 
month  periods.  During  the  1966 
period,  there  was  a marked  re- 
duction in  the  fetal  death  rate 
for  both  premature  and  term 
groups.  The  premature  fetal 
death  rate  decreased  from  614 
in  1965  to  206  in  1966.  The 
term  fetal  death  rate  decreased 
from  34  to  16  during  the  same 
time.  The  combined  fetal  death 
rate  for  both  groups  decreased 
from  81  during  the  1965  period 
to  31  during  the  1966  period. 

The  neonatal  mortality  rates 
increased  during  the  1966  period 
as  compared  to  the  1965  period 
in  both  premature  and  term 
groups.  The  rate  increased  in 
the  premature  group  from  143 
in  1965  to  438  in  1966.  The 
rate  in  the  term  groups  in- 
creased from  6 to  11  respec- 


tively. The  combined  premature 
and  term  neonatal  mortality  rate 
increased  from  17  during  1965 
to  45  during  1966. 

The  perinatal  mortality  rate 
for  Group  A is  98.  The  same 
rate  for  Group  B is  76.  The  de- 
crease is  significant.  (P  <.001). 

The  combined  neonatal  mor- 
tality rate  for  VLPH  is  32.  The 
fetal  death  rate  is  55  and  the 
perinatal  mortality  rate  is  87. 

comments 

The  perinatal  mortality  rate 
of  86.9  for  Vinh  Long  Province 
Hospital  is  considerably  higher 
than  the  perinatal  mortality  rate 
for  the  United  States  of  34.1  as 
reported  for  the  year  1964.9  (The 
non-white  mortality  rate  for  the 
year  1964  was  reported  as  54.7. ) 9 
It  is,  however,  in  the  general 
range  of  perinatal  mortality 
rates  previously  reported  from 
North  Vietnam.  Mrazek  re- 
ported a perinatal  mortality  rate 
of  73  for  the  year  1957  from 
the  Czechoslovak  - Vietnamese 
Friendship  Hospital  in  Hai- 
phong, North  Vietnam.3  Sauer 
reported  from  the  same  hospital 
perinatal  mortality  rates  of  93.5 
and  67.5  for  the  years  1958  and 
1959  respectively.  He  felt  that 
the  higher  1958  rate  was  the  re- 
sult of  more  accurate  reporting 
and  the  referral  of  more  ob- 
stetrical complications  to  the 
hospital.  The  decreased  rate  in 
1959  was  attributed  to  provid- 
ing better  hospital  facilities  and 
the  training  and  supervision  of 
the  local  midwives. 

The  significant  decrease  in 
the  fetal  death  rate  and  the  peri- 
natal mortality  rate  after  the 
arrival  of  our  MILPHAP  team 
was  not  recognized  until  after 
the  data  were  analyzed  follow- 
ing my  return  to  the  United 
States.  The  press  of  other  med- 


ical duties  precluded  our  MIL- 
PHAP team  from  acting  in  oth- 
er than  an  advisory  capacity 
with  the  exception  of  assisting 
with  the  operative  deliveries.  A 
general  program  stressing  fun- 
damental obstetrical  care  was 
initiated  with  the  cooperation 
of  the  Chief  Midwife.  Daily  ob- 
stetrical rounds  were  made  with 
the  midwives  where  sugges- 
tions for  better  patient  care 
could  be  made.  The  importance 
of  close  monitoring  of  all  la- 
bors was  stressed.  Mouth  to 
mouth  resuscitation  was  demon- 
strated to  the  midwives  which 
augmented  their  other  resusci- 
tation procedures.  Fundamental 
newborn  care  was  emphasized 
including  basic  fluid  manage- 
ment to  prevent  saline  deple- 
tion, a common  cause  of  infant 
death  in  Vietnam. 

There  was  no  essential  change 
in  the  patient  population.  Dur- 
ing the  1965  period  (Group  A) 
935  deliveries  were  recorded. 
During  the  1966  period  (Group 
B ) 934  deliveries  occurred.  All 
non-operative  deliveries  were 
done  by  the  midwives  during 
both  periods.  There  were  45 
Cesarian  sections  and  15  for- 
ceps deliveries  during  the  1965 
period  as  compared  to  52  Ce- 
sarian sections  and  12  forceps 
deliveries  during  the  1966  pe- 
riod. Medical  supplies  were  in 
short  supply  during  both  pe- 
riods. The  limited  supplies  of 
blood  and  oxygen  available 
were  utilized  for  acute  war 
wounds.  Satisfactory  infant 
formula  was  unavailable. 


Conclusion  will  be  found  on 
page  187.  Length  of  the  article 
has  been  increased  by  incorpora- 
tion of  additional  material  sub- 
mitted by  the  author  after  space 
had  been  assigned.  Ed. 


137 

Northwest  Medicine,  February , 1969 


The  Consultant's  Letter 

Progress  Report 


HAIGH  P.  FOX,  B.A.  / WILLIAM  O.  ROBERTSON,  M.D.,  Seattle,  Washington 


Letters  to  referring  physicians,  written  by  consultants  on  the 
staff  of  the  University  Hospital,  Seattle,  were  studied  for  usefulness 
of  the  information  transmitted.  Scientific  content  is  considered 
adequate  but  the  letters  lacked  concern  for  the  patient  as  an  indi- 
vidual in  his  own  environment.  The  authors  deplore  the  fact  that 
this  opportunity  for  teaching  is  seldom  grasped  by  the  consultants. 


As  stressed  two  years  ago  by 
one  of  us,  the  potential  val- 
ue of  the  consultant’s  report  as 
a means  of  fostering  continuing 
medical  education  has  been  nei- 
ther fully  appreciated  nor  ex- 
plointed.1  To  further  substanti- 
ate this  claim  and  estimate  the 
utility  gap,  we  undertook  the 
following  analysis. 

method 

We  obtained  copies  of  106 
consecutive  considtants’  letters, 
typed  over  a two-day  period  by 
the  secretarial  pool  at  the  Uni- 
versity Hospital,  Seattle.  Twenty 
were  discarded  because  they 
were  either  written  to  non-pro- 
fessional recipients  or  simply  re- 
produced form  letters  intended 
to  accompany  hospital  discharge 
summaries.  (No  discharge  sum- 


Supported  in  part  by  Public  Health 
Service  contract  PH  108-66-177  and  in 
part  by  grant  in  aid  from  The  National 
Fund  for  Medical  Education. 


maries  per  se  were  included.) 
The  remaining  86  letters  to  re- 
ferring physicians  were  read  and 
qualitatively  scored  according  to 
the  following  criteria: 

1.  Technical  Content.  Did  the 
report  summarize  the  patient’s 
presenting  problem  and  describe 
in  general  terms  what  was  done? 
Was  a differential  or  precise  di- 
agnosis included?  Was  a thera- 
peutic plan  outlined?  Were 
specifics  of  follow-up  included? 

2.  Holistic  Concern.  Did  the 
consultant  indicate  in  any  way 
an  acquaintance  with,  or  con- 
cern for,  the  “total  patient”— i.e., 
was  the  evaluation  and  treat- 
ment tailored  for  the  patient  in 
his  own  environment  rather  than 
just  for  his  disease? 

3.  Style  and  Tone.  Did  the 
format  of  the  letter  orient  the 
reader  rapidly  and  was  its  tone 
positive  and  direct?  Was  proof- 
reading adequate? 

4.  Educational  Specifics.  Did 
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TABLE  I 

Informational  Content  of  86  Consultant  Reports 

Percent 

Content  Category  Present 

A.  Reiteration  of  patient  problem  70 

B.  Description  of  clinic  or  hospital  activities  88 

C.  Definitive  diagnosis 

1.  Specific  diagnosis  67 

2.  Working  impression  94 

D.  Therapeutic  plan 91 

E.  Follow-up  specifics  81 


the  consultant  make  any  per- 
ceptible effort  to  contribute  to 
the  continuing  learning  of  the 
referring  physician?  Were  any 
references  included? 

results 

As  noted  in  Table  1,  the  tech- 
nical content— in  five  specific  ca- 
tegories—was  remarkably  com- 
plete. And  when  a letter  was 
faulted,  generally  only  one  of 
the  points  was  omitted.  Approxi- 
mately one  in  four  letters  omit- 
ted a single  bit  of  information 
judged  by  us  to  be  critical,  ei- 
ther for  complete  comprehen- 
sion or  total  management  of  the 
patient’s  problem.  These  were 
items  such  as  drug  dosage,  re- 
turn visits,  or  equally  pertinent 
matters.  Direct  or  implied  state- 
ments reflecting  the  consultant’s 
aquaintance  with,  or  concern 
for,  the  whole  patient  were  de- 
tectable in  only  30  percent  of  the 
reports;  70  percent  made  no  ref- 
erence whatsoever  to  this  item. 
Somewhat  in  contrast,  in  88  per- 
cent of  the  letters  the  style  and 
tone  were  judged  as  “direct,  pos- 
itive, and  lucid.”  Eighty-six  per- 
cent had  no  major  typographical, 
transcriptional,  or  dictational  er- 
rors. 

Only  30  percent  of  the  reports 


presented  evidence  that  the  con- 
sultant had  seized  the  opportu- 
nity either  to  convey  to  the  re- 
ferring physician  relevant  new 
information  or  to  reiterate,  re- 
inforce, reevaluate  or  reorganize 
existent  information.  Further- 
more, in  not  a single  instance 
was  a reference  to  either  a text- 
book or  journal  article  included! 

discussion 

To  a large  extent,  this  analy- 
sis of  information  content  cor- 
roborates referring  physicians’ 
perceptions  of  such  content,  as 
reported  in  1966.2  In  both  in- 
stances the  letters  were  seen  as 
being  considerably  more  com- 
plete than  in  the  study  by  de 
Alarcon,  et  al,  and  their  review 
of  this  topic  in  Britain.2  (Con- 
ceivably this  disparity  in  com- 
pleteness is  simply  a reflection 
of  the  use  of  the  dictaphone  and 
typewriter  in  the  United  States 
as  opposed  to  the  quill  in  “mer- 
ry olde  Englande.”)  Moreover, 
the  “lackadaisical  attitute”  de- 
tected by  Chamberlin3  was  no- 
where detected  in  the  letters 
studied. 

A specific  and  relevant  omis- 
sion was  uncovered  in  one  of 
every  four  reports.  For  empha- 
sis, this  is  a qualitative  assess- 


ment, obviously  dependent  upon 
a judgment  factor  in  the  evalu- 
ators. If  we  erred,  it  was  be- 
cause the  study  was  purposeful- 
ly directed  at  overestimates  of 
completeness.  Conceivably,  still 
more  data  need  be  included  in 
consultants’  letters.  Possibly  pro- 
viding a printed  check  sheet  of 
critical  components  of  such  re- 
ports to  the  dictating  physician 
at  the  time  same  time  he  proof- 
reads and  signs  his  letter  would 
help  avoid  omissions.  This  al- 
ternative is  to  be  explored. 

That  acquaintance  with,  or 
concern  for,  the  total  patient  was 
demonstrated  in  less  than  one 
third  of  the  reports  is  perhaps 
simply  a reflection  of  the  spe- 
cialized role  played  by  the  con- 
sultant. Indeed  it  might  well  be 
argued  that  such  is  the  appro- 
priate role  for  the  technical  spe- 
cialist with  the  integrative  func- 
tion to  be  performed  by  the  re- 
ferring generalist.  Always  the 
question  must  be  asked,  how- 
ever, “Can  definitive  treatment 
plans  actually  be  developed 
without  being  tempered  by  con- 
siderations of  this  sort?” 

Finally,  the  major  purpose  of 
this  analysis  was  to  appraise  the 
consultant’s  report  for  its  con- 
tinuing education  potential  and 
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utility.  Frankly,  the  results  here 
were  disappointing;  the  device 
at  hand  is  not  being  used.  No 
data  are  presently  available  doc- 
umenting either  the  referring 
physician’s  thoughts  in  this  mat- 
ter or  the  effectiveness  of  such 
efforts,  assuming  they  are  seen 
as  important  and  assuming  they 
are  undertaken.  But,  as  noted  in 
the  1966  report,  and  as  support- 
ed in  learning  theory,  the  po- 
tential of  such  letters  should  be 
significant,  dealing  as  they  do 
with  highly  relevant  situations, 
in  overcoming  the  physician's 
“new-information  barrier”  or  in 
motivating  immediate  behavior 
change.  Capitalizing  on  this  po- 
tential, either  by  calling  atten- 
tion to,  or  providing  avenues 
for,  further  exploration  of  rele- 
vant points,  obviously  has  not 
been  done  in  this  sample.  To  ini- 
tiate such  efforts  we  should  like 


to  propose  that  a specific,  rele- 
vant, and  easily  obtainable  ref- 
erence be  appended  to  every 
such  letter  or  report  in  the  fu- 
ture. The  implementation  of  the 
Regional  Medical  Library  ob- 
viates difficulty  with  this  last  re- 
quirement. Not  only  would  such 
reference  permit  the  reader  an 
avenue  for  follow-up— should  he 
choose  to  explore  it  (and  a 10 
percent  exploration  rate  could 
be  considered  successful)— but 
also  the  reference  by  its  very 
presence,  would  remind  both 
writer  and  reader  of  the  educa- 
tional potentials  of  this  particu- 
lar vehicle.  If  references  are  not 
available  at  the  consultant’s  fin- 
gertips, or  in  his  card  file,  he 
can  easily  cull  them  from  “Cur- 
rent Medical  References”4  or  the 
appropriate  “Yearbook,”5  thus 
promoting  his  own  continuing 
learning. 


summary 

Following  up  a previous  study 
of  the  consultant’s  report  and 
how  it  is  viewed  by  the  receiv- 
er, we  have  analyzed  the  infor- 
mational content  of  a sample  of 
86  such  reports— particularly  to 
determine  their  continuing  edu- 
cation ingredients.  While  the 
contents  were  judged  as  rela- 
tively complete  in  terms  of  their 
primary  purpose  (one  in  four 
still  had  significant  omissions), 
less  than  30  percent  conveyed 
any  glimmer  of  continuing  edu- 
cational light.  Appending  but  a 
single  reference  to  each  such  let- 
ter would  not  only  service  the 
reader  but  would  also  focus  the 
writer’s  attention  on  the  contin- 
uing medical  educational  poten- 
tial of  this  medium.  ■ 

University  of  Washington 
School  of  Medicine  (98105) 
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Surgical  Treatment  of 
Cancer  of  the  Trachea 


JOHN  T.  WEST,  M.D.  Seatle,  Washington  / 
MYLES  C.  JONES,  M.D.,  Anchorage,  Alaska 


Carinoma  of  the  trachea  is  seen  infrequently 
and  is  easily  overlooked  when  symptoms  are 
misinterpreted.  Surgery  is  technically  difficult 
and  anastomosis  cannot  always  be  accomplished 
after  resection  of  the  tumor  with  sufficient  mar- 
ginal tissue.  Although  the  authors  removed  a 
three  centimeter  segment,  exceeding  the  previ- 
ously suggested  maximum  permitting  it,  they 
were  able  to  complet  an  end-to-end  anastomosis. 
The  patient  ivas  well,  and  working,  with  no 
evidence  of  recurrence,  18  months  after  opera- 
tion. 


Fig.  1.  Tomogram  of  trachea.  Arrow  points  to  the  tumor. 
Extreme  compromise  of  the  airway  at  this  level  is  demon- 
strated. 


This  case  illustrates  some  of 
the  critical  problems  in  sur- 
gical management  of  carcinoma 
of  the  trachea.  We  have  append- 
ed a brief  review  of  the  litera- 
ture. 

CASE  REPORT 

A 59-year-old  merchant  seaman 
noted  the  onset  of  exertional 
dyspnea,  orthopnea  and  a cough 
productive  of  large  amounts  of 
yellow  sputum  in  October  1966. 
X-rays  of  the  chest  at  that  time 
suggested  bronchiectasis  of  the 
right  lower  and  middle  lobes.  He 
was  treated  with  expectorants, 
bronchodilators  and  tetracycline. 
After  a short  period  of  improve- 
ment his  symptoms  became  worse 
and  he  became  aware  of  a 40- 
pound  weight-loss.  In  December 
1966,  he  was  admitted  to  the 
United  States  Public  Health  Serv- 
ice Hospital  in  Seattle  for  further 
evaluation  and  treatment.  Past  his- 
tory revealed  that  he  had  smoked 
two  and  one  half  packs  of  cigar- 
ettes per  day  30  years. 


Physical  examination  revealed  a 
thin,  137-pound  man  with  obvious 
dyspnea  at  rest.  Wet  rhonchi  were 
heard  over  all  lung  fields  and  the 
expiratory  phase  of  respiration  was 
prolonged.  It  was  specifically 
noted  that  wheezing  was  absent. 
There  was  no  cyanosis  or  digital 
clubbing. 

X-ray  of  the  chest  showed  in- 
creased vascular  markings,  espe- 
cially at  the  right  base.  Sputum 
culture  revealed  Hemophilus  in- 
fluenzae, and  sputum  cystology 
was  negative  for  malignant  cells. 
At  bronchoscopy  we  saw  a friable 
mass  in  the  trachea  6 cm  above  the 
carina,  occluding  two  thirds  of  the 
tracheal  lumen.  A seven  mm 
bronchoscope  was  passed  beyond 
the  tumor  into  the  bronchial  tree 
of  both  sides  where  we  observed 
large  amounts  of  thick,  yellow- 
green  exudate,  and  duffuse  inflam- 
mation in  all  areas,  but  no  evi- 
dence of  tumor.  Bronchial  wash- 
ings were  negative  for  atypical 
cells.  A biopsy  of  the  tracheal 
tumor  showed  “submucosal  exten- 
sion of  an  undifferentiated  carci- 
noma.” Tomograms  of  the  trachea 


demonstrated  the  location,  size 
and  shape  of  the  tumor  quite  clear- 
ly, Figure  1. 

On  January  21,  1967,  under 
general  anesthesia  a size  38  endo- 
tracheal tube  was  passed  into  the 
trachea,  with  no  attempt  to  pass 
the  tube  beyond  the  tumor.  A long 
size  32  endotracheal  tube  was  kept 
at  hand,  however,  so  that  it  could 
be  passed  immediately  into  the 
lower  trachea  should  circumstances 
require  it.  The  operation  was  done 
with  the  patient  supine  in  order  to 
allow  the  anesthesiologist  to  make 
any  necessary  airway  adjustments. 
The  trachea  was  approached 
through  a median  sternotomy  com- 
bined with  a right  sixth  intercostal 
space  incision.  Figure  2.  The  left 
inominate  vein  lay  immediately 
anterior  to  the  involved  segment  of 
the  trachea.  We  had  to  divide  it 
in  order  to  accomplish  the  tracheal 
resection  effectively,  Figure  3.  The 
trachea  was  incised  below  the  level 
of  the  palpable  tumor  and  a sterile 
endotracheal  tube  was  placed  into 
the  lower  trachea,  the  cuff  inflated 
and  the  tube  connected  to  the 
anesthesia  machine,  Figure  4.  Aera- 
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Fig.  2.  Diagram  of  the  essential  anatomic  features  encountered  in  an  anterior 
approach  to  the  trachea. 


tion  of  both  lungs  was  maintained 
via  this  tube  throughout  the  resec- 
tion of  the  trachea  and  during 
most  of  the  repair. 

A 3 cm  segment  of  the  trachea 
was  removed.  Dissection  about  the 
trachea  provided  sufficient  mobility 
so  that  we  could  approximate  the 
cut  ends  with  little  tension.  The 
pulmonary  ligaments  were  not  di- 
vided, and  relaxing  incisions  were 
not  made  into  the  trachea  itself.  A 
one-layered  closure  was  done  with 
interrupted  dacron  sutures.  After 
the  posterior  row  of  sutures  was 
placed,  the  trans-thoracic  endo- 
tracheal tube  was  withdrawn  and 
a long  trans-glottic  endotracheal 
tube  was  passed  by  the  anesthesi- 
ologist and  guided  by  the  surgeon 
into  the  lower  trachea.  The  an- 
terior portion  of  the  tracheal  repair 
was  then  completed  and  buttressed 
with  a free  graft  of  pleura.  Two 
chest  tubes  were  placed  and  a 
tracheostomy  was  done.  Ampicil- 
lin  therapy  started  during  the 
operation  was  continued  post- 
operatively. 

Figures  5 and  6 depict  the  gross 
and  microscopic  features  of  the 
surgical  specimen.  Specimens  from 
margins  of  trachea  distal  and 
proximal  to  the  resected  segment 
were  negative  for  tumor.  Micro- 
scopic examination  of  the  specimen 
was  reported  to  show  “basaloid 
squamous  carcinoma  of  the  tra- 
chea, apparently  completely  ex- 
cised.” 

The  postoperative  course  was 
complicated  by  the  development 
of  a tracheo-cutaneous  fistula,  illus- 
trated in  a tracheogram  made  on 
the  eighth  postoperative  day,  Fig- 
ure 7.  Culture  of  the  exudate  from 
the  fistula  revealed  Pseudomonas 
aerugenosa  and  a Klebsiella,  not 
further  identified.  The  patient  did 
not  become  septic  and  did  not 
have  significant  respiratory  distress 
at  any  time  during  convalescence. 
The  fistula  closed  spontaneously 
four  weeks  following  surgery.  Sev- 
eral months  following  his  discharge 
from  the  hospital  he  developed  re- 
current drainage  of  purulent  ma- 
terial from  the  lower  end  of  the 
sternotomy  incision.  Exploration  of 
this  tract  under  local  anesthesia, 
with  curettage  of  the  sternum  in 
this  area,  and  removal  of  a single 
wire  suture  one  year  following 
tracheal  resection  brought  an  end 
to  this  problem. 

During  the  early  postoperative 
period  there  was  gross  venous  con- 
gestion of  the  left  upper  extremity, 


but  five  months  following  surgery 
this  had  disappeared  and  the  left 
arm  and  forearm  measured  only 
1 cm  greater  in  circumference  than 
the  right. 

The  patient  has  now  been  fol- 
lowed for  18  months  since  tracheal 
resection  and  has  shown  no  evi- 
dence of  persistent  or  recurrent 
tumor.  He  has  regained  15  of  the 
40  pounds  lost  and  has  returned 
to  work  as  a seaman.  Periodic  en- 
doscopic examinations  of  the  tra- 
chea have  revealed  granulation 
tissue  about  the  anastomotic  site, 
but  repeated  biopsies  have  shown 
only  granulation  tissue  and  in- 
flammation with  no  evidence  of  re- 
current tumor.  Most  of  the  sutures 
seen  at  the  site  of  anastomosis  have 
been  removed  endoscopically.  No 
stenosis  has  occurred,  and  the  pa- 
tient has  suffered  no  pulmonary 
infection  since  surgery.  He  has 
not  resumed  smoking. 

discussion 

Cancer  of  the  trachea  is  rare, 
occurring  in  only  about  one  in 
10,000  autopsies.1  However,  the 


grave  threat  it  poses  to  the 
affected  patient  demands  early 
diagnosis  and  prompt  treatment. 
The  symptomatic  manifestations 
of  an  endotracheal  tumor  in- 
clude wheezing,  productive 
cough,  dypsnea  and,  sometimes, 
hemoptysis.  These  symptoms, 
when  superimposed  on  those  of 
pre-existing  respiratory  disease, 
may  not  be  particularly  alarm- 
ing and  may  not  be  interpreted 
correctly.  The  result  can  be  seri- 
ous delay  in  bringing  the  patient 
to  definitive  treatment.  There  is 
always  strong  temptation  to  con- 
tinue symptomatic  treatment 
only.  Standard  x-rays  of  the  chest 
may  be  non-specific,  showing 
only  pulmonary  infiltrate,  a sec- 
ondary feature  of  partial  tracheal 
obstruction.  However,  if  the  tra- 
cheal air  column  is  outlined  the 
correct  diagnosis  may  be  made. 
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Fig.  3a.  View  of  trachea  with  left  innominate  vein  divided:  superior  vena  cava 
and  escending  aorta  retracted  laterally. 


Innominate 

artery 


Superior 
vena  cava 


Fig.  3b.  View  of  trachea  with  left  innominate  vein  divided:  innominate  artery  re- 
tracted toward  right.  Good  access  to  all  portions  of  the  thoracic  trachea  is  pos- 
sible, but  not  to  all  of  it  at  once. 


Tomograms  of  the  trachea  pro- 
vide much  more  information. 
Bronchograms  should  be  un- 
necessary, and  may  be  hazard- 
ous if  the  tracheal  airway  is 
seriously  compromised.  Indirect 
laryngoscopy  is  mandatory  for 
the  patient  with  symptoms  of 
major  airway  obstruction.  Endo- 
scopic examination  of  the  trachea 
is  usually  required  to  give  a firm 
diagnosis.  Biopsies  should  be 
done  in  a hospital,  so  that  emer- 
gency surgery  may  be  done  if 
the  biopsy  is  followed  by  sig- 
nificant hemorrhage  or  serious 
impairment  of  respiration. 

Once  the  diagnosis  is  es- 
tablished, definitive  treatment 
should  be  provided  at  once.  At- 
tempts at  control  of  cancer  of 
the  trachea  with  irradiation  or 
endoscopic  destruction  have 
failed  in  a significant  proportion 
of  cases.1-5  Even  limited  local 
excision  of  malignant  tracheal 
tumors  by  an  open  technique  is 
frequently  followed  by  local  per- 
sistence or  recurrence  of  the 
tumor,  whether  it  be  a cylin- 
droma or  a squamous  carcino- 
ma.6 Segmental  resection  of  the 
trachea  is  the  method  most  like- 
ly to  provide  long-term  control 
of  the  cancer,  but  is  difficult  to 
carry  out.7'8  Access  to  the  intra- 
thoracic  trachea  is  particularly 
difficult.  The  aorta  is  a serious 
barrier  to  an  approach  through 
the  left  chest.  Right  thoracotomy 
is  often  used,  since  the  azygos 
vein  may  be  divided  with  im- 
punity. Excellent  access  to  the 
mediastinal  trachea  is  also  pro- 
vided by  median  sternotomy, 
combined  with  division  of  the 
left  innominate  vein.  This  ap- 
proach was  employed  by  the 
French  surgeon  Mathey,7  and 
was  used  in  the  present  case. 
The  division  of  the  left  innomi- 
nate vein  without  atempted  resti- 
tution was  associated  with  only 
transient  venous  distention  of 
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the  left  upper  extremity  and  re- 
sulted in  no  disability  in  our 
patient. 

One  must  provide  for  respira- 
tory exchange  during  the  period 
of  interruption  of  tracheal  con- 
tinuity. This  may  be  done  either 
by  cardiopulmonary  by-pass910 
or  by  trans-thoracic  tracheal  in- 
tubation below  the  level  of  tra- 
cheal resection,  as  in  the  present 
case.  Although  Mathey  acknowl- 
edged the  possible  role  of  cardio- 
pulmonary by-pass  in  this  situ- 
ation, he  did  not  find  it  neces- 
sary in  any  of  the  20  cases  of 
tracheal  and  bronchial  resections 
he  reported.7 

Tracheal  reconstruction  after 
segmental  resection  is  a difficult 
matter.  Limited  mobility  of  the 
trachea  is  a major  obstacle  to 
direct  end-to-end  anastomosis. 
Rob  and  Bateman  on  the  basis 
of  studies  in  fresh  cadavers,  pre- 
dicted that  resection  of  a 2 cm 
segment  of  trachea  would  be  the 
maximum  that  could  be  fol- 
lowed by  successful  end-to-end 
repair  without  mobilization  of 
the  lower  trachea.11  Barclay,  et 
al,  concur  with  these  studies.12 
Since  resection  of  2 cm  or  less 
of  the  trachea  would  provide 
scant  margins  for  even  a very 
small  tracheal  tumor,  attempts 
have  been  made  to  develop 
means  of  bridging  the  gap  be- 
tween distal  and  proximal  tra- 
chea after  segmental  resection. 
Belsey  listed  the  requirements 
for  an  adequate  segmental  re- 
placement as:  1.  lateral  stability; 
2.  longitudinal  elasticity  and 
flexibility;  3.  air-tight  closure; 
and  4.  a surface  that  will  support 
regrowth  of  ciliated  respiratory 
epithelium.13  Successful  use  of 
solid  tubes  for  replacement  of 
segments  of  trachea  has  been 
reported.814  Such  tubes  provide 
an  air-tight  closure  and  lateral 
stability,  but  fail  to  meet  the 
other  criteria  noted  above.  Jar- 


Fig.  4.  Diagram  depicing  the  operative  field  at  the  moment  of  excision  of  the 
segment  of  trachea.  Note  the  trans-thoracic  endotracheal  tube  passing  behind 
the  ascending  aorta  into  the  lower  trachea. 


Fig.  5.  The  gross  specimen,  after  opening  the  segment  of  trachea.  Additional 
margins  of  trachea  were  excised  proximally  and  distally  after  segmental  resec- 
tion, to  assure  adequacy  of  surgical  margins. 
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Fig.  6.  Photomicrograph  of  the  epidermoid  carcinoma,  invading  the  wall  of  the 
trachea  (x4). 


vis’  experience  with  a stainless 
steel  tube  as  segmental  replace- 
ment is  noted  in  the  discussion 
of  the  report  by  Salm.1  The  in- 
flexibility, inelasticity  and  lack 
of  ciliated  epithelium  in  Jarvis’ 
replacement  were  apparently 
not  decisive  factors,  but  the 
tube  failed  ultimately  because 
of  stenosis  of  the  trachea  at  the 
juncture  with  the  prosthesis.16 
Mathey  and  Atamanyuk  have 
also  reported  late  stenosis  when 
rigid  tubular  replacements  have 
been  used.7  8 Experimental  stud- 
ies have  suggested  that  lack  of 
ciliated  epithelial  lining  in  tra- 
cheal substitutions  may  interfere 
with  movement  of  bronchial  se- 
cretions, exudate  and  debris,  and 
may  thereby  predispose  to  distal 
pneumonia.816  Free  grafts  of 
dermis,  fascia,  pericardium,  or 
pleura,  when  supported  by  a 
non-reactive,  rigid  or  semirigid 
material  have  been  successful  as 


segmental  tracheal  replacements 
in  some  cases.1113141718  Such 
preparations  usually  avoid  early 
collapse  of  the  airway  as  well  as 
late  stenosis,  and  are  capable  of 
supporting  the  growth  of  ciliated 
epithelium.  The  supporting  ma- 
terials that  have  been  used  in 
this  way  include  spiral  wire, 
wire  mesh,  heavy  marlex  mesh, 
and  others.  Pedicled  periosteal- 
muscular  grafts  may  serve  in  a 
similar  way,  but  in  the  reported 
cases  pedicled  grafts  have  not 
been  used  for  replacement  of 
circumferential  segments  of  the 
trachea.19  End-to-end  approxi- 
mation of  the  trachea  remains  an 
attractive  method  of  reconstruc- 
tion and  has  been  indicated  as 
the  method  of  choice  in  a num- 
ber of  recent  reports.7  81112’20  The 
use  of  end-to-end  reconstruc- 
tion has  been  made  possible  by 
maneuvers  which  have  either  in- 
creased the  mobility  of  the 


trachea  or  have  lengthened  the 
residual  segments  of  trachea. 
Maneuvers  which  will  facilitate 
direct  end-to-end  repair  of  the 
trachea  include:  1.  general  mo- 
bilization of  the  trachea;  2.  divi- 
sion of  the  pulmonary  ligaments, 
allowing  the  lower  tracheo- 
bronchial tree  to  move  cephalad; 
3.  production  of  pneumoperi- 
toneum, which  elevates  the  dia- 
phragm and  displaces  the  lungs 
and  lower  tracheo-bronchial 
tree  upward;  and  4.  placement  of 
relaxing  incisions  alternately  on 
opposite  lateral  aspects  of  the 
trachea,  distal  and  proximal  to 
the  area  of  resection,  allowing 
the  trachea  to  lengthen  in  an 
accordian-like  manner.  The  de- 
fects in  the  tracheal  wall  created 
by  these  relaxing  incisions  may 
then  be  covered  by  patches  of 
prosthetic  material  or  free  auto- 
genous grafts  of  pleura  or  peri- 
cardium. 

summary 

Tracheal  cancer  presents  the 
surgeon  with  both  diagnostic 
and  therapeutic  challenges.  Seg- 
mental resection  of  the  trachea 
is  recommended  as  the  method 
most  likely  to  control  the  cancer. 
In  the  case  presented,  the 
trachea  was  approached  through 
a median  sternotomy  and  right 
sixth  intercostal  space  incision. 
Access  to  the  trachea  was  en- 
hanced by  division  of  the  left 
innominate  vein.  No  enduring 
sequelae  followed  sacrifice  of 
this  vessel.  Direct  end-to-end 
reapproximation  of  the  trachea 
was  possible,  without  the  use 
of  prosthetic  materials.  Alternate 
methods  for  management  as  de- 
scribed in  the  literature  are  re- 
viewed and  discussed.  ■ 

U.S.  Public  Health  Service 

Hospital,  P.O.  Box  3145  (98114) 
(Dr.  West) 
References  on  next  page 
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Fig.  7.  Tracheogram  made  on  8th  postoperative  day,  demonstrating  the  tracheo- 
cutaneous  fistula.  The  arrow  indicates  the  point  extravasation  of  contrast  medium 
from  the  tracheal  anastomosis. 
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Medical  Education  in  England 


CHARLES  A.  PILCHER,  B.S.,  Seattle,  Washington 


Medical  education  proceeds  at  a more  leisurely  pace  in 
England  with  the  student  an  observer  rather  than  a participant 
in  care  of  patients.  The  British  medical  student  spends  fewer 
hours  in  class  and  on  the  wards,  more  in  literary  pursuits  or  in 
sports.  Outpatient  service  at  a provincial  hospital  offers  valuable 
experience  in  diagnosis  and  management  of  acute  problems. 


This  is  a report  of  a seven- 
week  Pediatric  Clerkship 
spent  at  St.  Mary’s  Hospital 
Medical  School,  London,  during 
the  summer  of  1968.  As  I could 
detect  no  significant  difference 
in  the  content  of  material  taught 
or  the  area  of  emphasis  in 
British  undergraduate  medical 
education,  I have  emphasized 
instead  the  readily  apparent  dif- 
ferences between  the  two  sys- 
tems and  philosophies  of  med- 
ical education. 

the  system 

British  medicine  focuses  on 
two  principal  facts.  The  first  is 
that  the  general  practitioner  is 
the  primary  physician  who  sees 
the  vast  majority  of  patients  and 
in  essence  is  responsible  for  the 
health  of  the  nation.  Most  of 
these  patients  (95  percent)  are 
seen  under  the  National  Health 
Service.  The  average  general 
practitioner  has  a roster  of  some 
2,000  to  3,000  patients  for  whom 
he  receives  $3.60  per  patient  per 
year,  regardless  of  age,  state  of 
health  or  number  of  visits.  Ev- 
ery British  citizen  is  eligible  for 
health  care  under  National 
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School,  London,  England. 


Health  Service,  so  patient  load 
is  a direct  result  of  population 
divided  by  number  of  physi- 
cians ( general  practitioners ) . 
The  second  important  aspect  of 
British  medicine  is  that  all  spe- 
cialists are  employed  by  hos- 
pitals. Conversely,  hospitals  em- 
ploy specialists  only.  Thus,  any 
patient  requiring  hospitalization 
must  be  referred  by  the  general 
practitioner  to  the  consultant  at 
the  nearest  hospital,  the  con- 
sultant being  a member  of  the 
specialty  department  to  which 
the  patient  is  referred.  As  a re- 
sult, there  is  no  such  thing  as  a 
private  pediatrician,  or  for  that 
matter  a private  surgeon  or  in- 
ternist or  other  specialist.  How- 
ever, the  specialists  are  not  pre- 
vented from  doing  their  work  on 
a private  basis,  nor  are  the  gen- 
eral practitioners,  but  the  patient 
pays  dearly  so  most  cases  are 
handled  under  the  National 
Health  Service. 

My  impression  of  this  scheme 
is  that  it  works  lopsidedly  to 
the  advantage  of  the  patient.  If 
the  British  doctors  demand  ma- 
jor alterations  on  their  behalf, 
I doubt  that  National  Health 
Service  would  remain  workable. 
It  is  interesting  to  note  that  the 
exact  opposite  of  this  situation 
prevails  in  America. 

Under  this  system,  then,  the 
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task  of  medical  education  is  to 
produce  a large  number  of  gen- 
eral practitioners  and  a relative 
minority  of  hospital-attached 
consultants.  The  British  and  the 
American  general  practitioner, 
in  most  respects,  have  similar 
backgrounds  and  training  sched- 
ules. However,  as  essentially  a 
salaried  government  employee  in 
the  patient’s  eyes,  the  British 
physician  enjoys  only  a fraction 
of  the  status  of  his  American 
counterpart.  He  is  eligible  to 
practice  after  completion  of 
medical  school  and  one  year  as 
a houseman  during  which  he 
spends  six  months  each  in  medi- 
cine and  surgery.  He  may  take 
additional  training  as  a senior 
house  officer  in  other  specialty 
areas,  but  there  is  only  personal 
incentive  to  do  so.  The  only  fi- 
nancial reward  is  the  $1,800  sal- 
ary he  receives  during  this 
training. 

If  an  individual  desires  to 
become  a specialist,  he  must 
obtain  a job  as  a registrar  in  a 
hospital  offering  specialty  train- 
ing in  his  field.  For  reasons  un- 
known to  me,  these  positions  are 
extremely  difficult  to  find,  and 
the  period  of  training  ( from  6 to 
14  years)  almost  interminably 
long.  In  addition,  once  the  in- 
dividual is  eligible  to  practice 
his  specialty,  he  must  wait  for 
a consultant’s  position  to  be- 
come available  in  a hospital, 
mid  often  must  do  general  prac- 
tice while  waiting. 

Undergraduate  medical  edu- 
cation is  equally  random.  Any 
student  can  enter  medical  school 
if  he  is  intellectually  capable. 
He  is  financed  by  the  govern- 
ment in  inverse  proportion  to 
his  personal  resources,  so  that 
medical  education,  if  not  free, 
is  at  least  within  the  range  of 
every  student.  Many  students 


enter  immediately  out  of  high 
school  at  age  18,  after  comple- 
tion of  their  A Levels  (equiva- 
lent to  somewhat  less  than  two 
years  of  junior  college),  and  do 
their  pre-clinical  work  at  the 
medical  school.  Others  attend 
either  Oxford  or  Cambridge  for 
their  basic  sciences.  The  latter 
then  join  the  former  at  the  med- 
ical school  at  about  age  20  or 
21.  Clinical  work  covers  three 
years  (and  includes  pathology) 
so  that  the  average  British  med- 
ical student  qualifies  at  about 
23  years  of  age.  Although  young- 
er upon  graduation  and  younger 
upon  entering  general  practice 
( there  is  no  compulsory  military 
service),  the  specialist  is  about 
the  same  age  as  those  in  this 
country  by  the  time  he  finishes 
his  long  specialty  training. 

approach  to  teaching 

Since  all  of  my  experience 
was  in  the  field  of  pediatrics, 
which  is  even  more  notably  con- 
genial in  Britain  than  it  is  here, 
my  remarks  under  this  heading 
may  tend  to  give  a slanted  view 
of  medical  teaching.  (I  was  also 
led  to  believe  that  St.  Mary’s 
was  not  the  most  rigorous  med- 
ical school  in  London.)  I can 
only  say  that  the  slant  is  not  too 
steep,  judging  by  comments 
made  by  American  students  on 
other  services. 

Because  all  specialists  in  the 
country  are  attached  to  a hos- 
pital directly,  and  since  most 
hospitals  have  ties  with  a med- 
ical school,  the  British  medical 
student  has  a definite  advantage 
over  us.  All  of  the  consultants, 
in  addition  to  their  clinical  work, 
spend  part  of  their  time  teach- 
ing. This  is  an  occupational  haz- 
ard recognized  by  all  those 
entering  specialty  practice.  Con- 
sequently, it  appears  that  clin- 
ical staff  have  great  inherent 


interest  in  medical  education. 
However,  as  in  America,  the 
student  is  not  exposed  to  gen- 
eral practice. 

Equally  important,  the  em- 
phasis on  research  activities  by 
the  consultants  is  definitely  not 
as  apparent  as  it  is  here.  Rarely 
is  local  research  mentioned,  and 
then  it  is  of  major  clinical  sig- 
nificance, such  as  St.  Mary’s 
renal  transplant  program.  De- 
emphasis of  such  basic  science 
projects  as  the  microcirculation 
of  the  bat  wing,  while  stemming 
in  part  from  financing  problems, 
allows  the  grateful  student’s 
mind  to  remain  far  less  cluttered 
with  the  minutiae  to  which  he  is 
constantly  exposed  on  this  side 
of  the  Atlantic.  They  are,  so  to 
speak,  already  on  a core  pro- 
gram. 

The  striking  difference  in  ap- 
proach to  teaching  of  direct  con- 
cern to  the  student  is  the  lack 
of  responsibility  delegated  to 
him.  Rarely  is  a student  given 
the  care  of  a patient,  even  with 
the  strictest  supervision.  Too, 
the  student  is  not  often  even  al- 
lowed to  work  up  a case  before 
the  houseman  or  registrar.  ( And 
the  workups  are  something 
else! ) The  philosophy  seems  to 
be  that  the  student,  during  his 
undergraduate  education,  shall 
learn  by  observation,  direct  in- 
quiry of  his  superiors  and  per- 
sonal reading,  but  almost  never 
is  he  given  the  opportunity  to 
make  his  own  mistakes,  even  on 
paper.  Admittedly,  he  is  allowed 
to  practice  certain  important 
skills  such  as  drawing  blood  or 
starting  an  intravenous  injec- 
tion, but  his  gratitude  for  the 
privilege  is  not  overwhelming. 
The  result  is  that  the  average 
medical  student  in  this  country 
graduates  with  far  greater  clin- 
ical proficiency  than  does  his 
counterpart  in  England  and 
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possibly  with  an  equal  knowl- 
edge of  clinical  facts.  Even  aft- 
er a year  as  a houseman,  they 
are  still  behind  in  clinical  ex- 
perience, definitely  so  in  com- 
parison to  our  interns.  In  fact, 
there  are  several  students  in  my 
class  to  whom  I would  entrust 
my  own  care  today  before  I 
would  trust  it  to  the  average 
British  equivalent  of  our  intern. 
However,  this  may  be  in  part 
due  to  familiarity  and  national 
pride. 

lack  of  pressure 

With  regard  to  workups,  as 
mentioned  above,  I’ll  be  brief. 
They  are. 

One  other  important  factor  of 
their  teaching  approach  is  that 
of  free  time.  The  only  ward  duty 
a student  has  is  during  about 
four  weeks  of  each  roughly  12- 
week  clerkship,  and  this  time  is 
spent,  as  noted,  more  in  watch- 
ing than  in  doing.  Night  call  is 
usually  on  an  “if  you  want  to” 
basis,  with  the  exception  of  a 
month  in  the  emergency  room. 
The  latter  is  the  one  really  good 
experience  the  student  gets.  Oth- 
er than  this,  the  rest  of  the  time 
is  spent  in  clinics,  watching  the 
professor  take  a history  and 
examine  a patient,  attending 
conferences  and  seminars  and 
asking  questions.  Presentations 
of  patients  by  students  are  al- 
most unheard  of,  at  least  as  we 
know  them.  The  student  is  left 
with  about  as  much  free  time 
as  American  students  spend  on 
the  ward,  and  it  does  not  seem 
to  be  expected  that  he  use  this 
time  for  reading,  nor  does  he.  It 
is  about  the  same  schedule  as 
third  year  medicine  here,  if  we 
did  not  have  to  spend  any  time 
on  the  ward. 

You  may  now  be  wondering 
how  in  the  world  anyone  else 
determines  whether  or  not  these 
individuals  are  getting  the  ma- 


terial. You  must  be  asking,  “How 
are  they  tested?”  As  best  I could 
tell  they  are  only  responsible  for 
passing  two  exams,  much  like 
our  National  Board  examina- 
tions—one  over  basic  sciences 
and  one  over  clinical  sciences. 
One  result  of  this  system  is  that 
the  attrition  rate  from  medical 
school  seems  to  be  much  higher 
than  it  is  here,  even  though  they 
are  allowed  to  take  the  exams 
several  times  in  order  to  pass. 
Attrition,  however,  is  also  un- 
doubtedly related  to  the  less 
stringent  entrance  requirements 
and  possibly  also  to  the  younger 
admission  age.  Those  students 
who  are  able  to  cope  without 
routine  exams  thrive  in  an  en- 
vironment free  of  impending 
deadlines;  in  fact,  a fantastic  air 
of  utter  relaxation  is  imme- 
diately apparent  in  the  British 
medical  school  and  student.  The 
excuse  “I  don’t  have  time”  is 
unheard  of.  However,  a person 
who  needs  the  repeated  prod  of 
examinations  would  never  make 
it. 

the  medical  student 

The  British  medical  student  is 
roughly  two  years  younger,  he 
has  completed  a more  intensive 
secondary  education  and  he 
often  enters  medical  school  with- 
out taking  any  college  courses. 
However,  this  is  not  to  imply 
that  he  is  incapable  or  ignorant. 
In  fact,  his  knowledge  of  most 
areas  outside  medicine  is  far 
greater  than  that  of  the  Ameri- 
can student.  This  can  most  ea- 
sily be  attributed  to  the  more 
historical,  more  social  and  more 
cultural  environment  in  which 
he  develops.  I doubt  that  the 
difference  would  be  as  great  if 
the  comparison  were  made  with 
students  of  the  New  England 
area  schools.  He  does  not  seem 
particularly  concerned  that  he 


does  not  spend  all  his  free  time 
studying.  He  feels  the  time  is 
put  to  much  better  use  at  the 
theatre,  in  extracurricular  activ- 
ities such  as  music  or  drama,  in 
athletic  competition,  participat- 
ing in  civic  projects  or  simply 
keeping  up  with  the  best-seller 
list  or  reading  the  classics.  At 
least  half  the  students  read  two 
or  more  newspapers  a day.  The 
average  student  belongs  to  at 
least  two  of  the  many  medical 
school  clubs,  and  the  males  (by 
law,  15  percent  of  students  are 
female)  play  two  or  three  sports 
actively.  Most  medical  schools 
field  interscholastic  teams  in 
rugby,  soccer,  cricket,  and  row- 
ing, plus  several  minor  sports 
such  as  water  polo.  In  addition, 
each  school  has  a pub  on  the 
premises,  within  easy  reach  be- 
tween classes  or  labs,  or  even 
between  patient  workups  for  the 
busy  houseman.  The  attitude  to- 
ward school  seems  to  be  that  it 
is  his  equivalent  of  the  college 
experience,  and  that  this  is  the 
time  one  should  enjoy  himself. 
In  order  to  do  that,  he  cannot 
devote  the  bulk  of  his  time  to 
studying  medicine. 

my  own  experience 

After  a short  time  spent  ac- 
quainting myself  with  London, 
I began  a schedule  that  consist- 
ed of  clinics,  rounds  and  semi- 
nars beginning  no  earlier  than 
10:00  am,  lasting  past  4:00  pm 
only  one  day  a week,  and  never 
involving  a total  time  outlay  of 
more  than  5 hours  a day.  There 
always  was  time  for  the  five 
meals  a day  the  British  eat: 
three  regular  meals  plus  two 
huge  teas  around  10:30  and  3:30. 
Both  Tuesday  morning  and 
Wednesday  afternoon  were  free. 
Naturally,  the  other  students 
found  it  odd  that  we  often  be- 
gan rounds  before  7:00  and 
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didn't  get  home  until  late  at 
night.  They  also  found  it  strange 
that  routine  work  rounds  are 
made  at  least  once  a day.  Most 
services,  even  surgery,  make 
rounds  only  a couple  of  times 
a week,  depending  on  the  vigi- 
lance of  the  house  officer  to  see 
that  necessary  procedures  are 
carried  out  and  to  detect  any- 
thing amiss. 

After  five  weeks  at  St.  Mary’s, 
I went  down  to  Plymouth  for 
two  more  weeks  to  see  how  ped- 
iatrics was  practiced  in  a pro- 
vincial hospital,  that  is,  one  not 
so  close  to  London.  There  the 
responsibility  was  a little  great- 
er and  the  patient  load  far  more 
interesting,  probably  because  the 
hospital  accepted  referrals  from 
a large  geographic  area.  The 
hospital  was  also  much  more 
modern  and  seemed  better 
equipped  for  patient  care.  In 
Plymouth  there  were  fewer  triv- 
ial problems  admitted  than  at 
St.  Mary’s,  but  the  number  of  ad- 
missions for  upper  respiratory 
infections,  uncomplicated  diar- 
rhea, and  common  childhood 
diseases  was  far  greater  than  in 
the  US.  The  most  striking  fea- 
ture, and  an  advantage  of  the 
National  Health  Service  was  the 
frequency  of  admissions  for 
fecal  withholding  and  soiling. 
These  problems  were  often  solv- 


ed in  a matter  of  days  and  saved 
the  parents  much  consternation 
in  trying  to  correct  it  from  an 
outpatient  clinic. 

The  routine  at  Plymouth, 
while  consisting  of  longer  hours 
on  the  wards  and  some  patient 
responsibility,  was  still  built 
around  outpatient  clinics,  rounds 
and  seminars  of  a very  informal 
nature,  with  the  student  there 
primarily  as  an  observer.  Even 
if  one  wanted  to  spend  a lot  of 
time  doing  procedures,  it  often 
wasn’t  possible  because  the 
house  staff  needed  the  practice. 
After  patients  were  admitted, 
the  student  could  go  look  at  the 
pertinent  physical  findings  after 
reading  a brief  summary  of  the 
history  and  then  go  read  about 
the  disease  in  a good  reference 
book.  I was  impressed  with  the 
efficiency  of  teaching  by  this 
method,  although  it  does  not 
tend  to  develop  initiative  and 
responsibility.  The  student  is 
able  to  see  many  patients  in  a 
relatively  short  while  and  is 
freed  from  burdensome,  time- 
consuming  workups.  His  ex- 
posure to  the  spectrum  of  dis- 
eases is  greater,  didactic  teach- 
ing is  more  frequently  rein- 
forced and  he  is  able  to  detect 
the  exception  to  the  rule  from 
experience.  By  getting  a quan- 
tity of  experience  rather  than 


an  in-depth  picture  of  one  dis- 
ease, the  student  is  able  to  rea- 
son on  his  own  about  disease 
processes,  methods  of  diagnosis 
and  modes  of  treatment. 

If  there  is  one  salient  feature 
of  British  undergraduate  med- 
ical education  that  impressed 
me  as  adaptable  to  our  own  sys- 
tem, it  is  this:  Outpatients  are 
the  most  effective  devices  for 
teaching  common  disease  proc- 
esses, providing  the  attending 
person  takes  a very  active  part 
in  the  clinical  teaching.  The 
only  value  of  the  inpatient  is  to 
teach  hospital  care  of  the  pa- 
tient, not  diagnosis,  not  treat- 
ment, and  to  give  the  student 
someone  on  whom  to  practice 
procedures.  The  hospital  may 
also  be  used  as  a museum  for 
the  rare  diseases  he  may  never 
see  again.  The  student  can  see 
far  more  diagnostic  maneuvers, 
procedures  and  tests  and  can 
follow  the  effects  of  various 
therapies  on  outpatients,  if  he  is 
exposed  to  enough  of  them.  This 
approach,  in  combination  with 
extensive  experience  in  the 
emergency  room  where  he  can 
learn  management  of  acute 
problems,  would  seem  to  me  an 
improvement  in  our  educational 
system.  ■ 

University  of  Washington 
School  of  Medicine 
(98105) 


A FRAMEWORK  OF  VALUES 

Education  in  this  best  sense  requires  no  elaborate  paraphernalia.  It  is  character- 
ized, not  by  elaborate  classrooms  or  scientific  “methods,”  but  by  an  emphasis  upon 
the  continuity  and  changelessness  of  the  human  condition.  The  effort  to  free  the 
creative  capacities  of  the  individual,  to  allow  him  to  become  truly  himself,  must 
recognize  the  values  which  past  generations  have  found  to  be  liberating,  asking  that 
each  new  generation  make  the  most  of  inherited  values  while  striving  to  enrich  that 
heritage.  True  education  is  society’s  attempt  to  enunciate  certain  ultimate  values  upon 
which  individuals , and  hence  society,  may  safely  build. 

George  Charles  Roche  III 
The  Freeman,  November  1968 
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One  of  the  best  things  you  can  do 
for  the  cold  sufferer 


Ornade0 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease,  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Afore  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I'31  uptake, 
discontinue  'Ornade’  one  week  before  these  tests 

Adverse  Reactions : Drowsiness ; excessive  dryness  of  nose,  throat  or  mouth  . nervousness ; 
insomnia  Other  known  possible  adverse  reactions  of  the  individual  ingredients  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported 
Supplied:  Bottles  of  50  capsules 


One  capsule  q12h  for  round-the-clock  relief 


Trademark  Each  capsule  contains  8 mg  of  Teldrin"  (brand  of 
chlorpheniramine  maleate)  , 50  mg  of  phenylpropanolamine 
hydrochloride,  2 5 mg  of  isopropamide,  as  the  iodide 


Ornade 
Spansule@  capsules 


brand  of  sustained  release  capsules 


Smith  Kline  & French  Laboratories 


SK 

SrF 
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Oregon  Medical  Association- 21 64  s.w.  park  place,  Portland,  Oregon  97205 


president  J.  Richard  Raines,  M.D.,  Portland 

secy-treas.  Lawrence  M.  Lowell,  M.D.  Portland 
executive  secy.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting,  Sept.  23-27,  1969,  Portland 


Annual  Bilderback  Lecture 


L.  K.  Diamond,  president  of  the  American  Pedi- 
atrics Society,  has  been  named  this  year's  Joseph 
B.  Bilderback  Visiting  Professor  at  the  University 
of  Oregon  Medical  School. 

Dr.  Diamond,  an  internationally  recognized 
authority  on  pediatric  blood  disorders,  will  deliver 
the  annual  Bilderback  lecture  Tuesday,  March  4, 
at  8:00  pm  in  the  Medical  School  Library  Audi- 
torium. His  subject:  “Erythroblastosis  Fetalis— Past, 
Present  and  Future.” 

Dr.  Diamond  has  received  many  awards,  in- 
cluding the  1947  Mead  Johnson  Award  of  the 
American  Academy  of  Pediatrics;  The  Carlos  J. 
Findlay  Gold  Medal  of  the  Republic  of  Cuba 
(1951);  the  merit  award  of  the  Netherlands  Red 
Cross  (1959);  the  Karl  Landsteiner  award  of  the 
American  Association  of  Blood  Banks,  with  Fred  H. 
Allen,  Jr.  (1963);  the  Theodore  Roosevelt  award 
(1964);  the  George  Minot  award  (1965);  the 
Joseph  P.  Kennedy,  Jr.  international  award  for 
meaningful  work  in  the  field  of  mental  retardation 
(1966). 


Dr.  Diamond  served  for  12  years  as  medical  di- 
rector of  the  National  Blood  Program  of  the  Ameri- 
can Red  Cross,  was  a member  of  the  National 
Institutes  of  Health  study  sections  on  hematology 
and  human  embryology  and  development,  and  the 
committee  on  blood  and  related  problems  of  the 
National  Research  Council. 

He  was  associated  with  Harvard  and  the  Chil- 
dren’s Hospital  of  Boston  from  1927  (as  a resident 
fellow  in  pediatrics)  to  1968  (as  professor  of 
pediatrics).  He  is  now  a member  of  the  faculty 
of  the  University  of  California  Medical  School,  San 
Francisco,  and  continues  as  director  of  the  Blood 
Grouping  Laboratory,  Boston. 

Dr.  Diamond  is  the  seventh  annual  Bilderback 
visiting  professor.  The  professorship  is  in  honor  of 
the  dean  of  Portland  pediatricians,  89-year-okl  Jo- 
seph B.  Bilderback,  clinical  professor  of  pediatrics. 
He  graduated  from  the  Oregon  Medical  School 
in  1905.  Longtime  head  of  the  UOMS  pediatrics 
department,  Dr.  Bilderback  has  served  on  its  faculty 
for  the  past  57  years. 


Oregonian  Elected  President  of  Dermatology  Group 


Walter  C.  Lobitz,  Jr.,  Portland,  Ore.,  was  elected 
president  of  the  American  Academy  of  Dermatology 
at  the  27th  Annual  Meeting  of  the  organization  of 
skin  disease  specialists.  He  succeeds  Stanley  E. 
Huff,  Evanston,  111. 

Elected  vice  president  of  the  3,300-member 
academy  was  Victor  H.  Witten,  Miami,  Fla.  Re- 


elected to  offices  were  Frederick  A.  J.  Kingery, 
Portland,  Ore.,  assistant  secretary-treasurer,  and 
Samuel  J.  Zakon,  Chicago,  111.,  historian. 

The  new  president  is  Professor  and  Head,  Divi- 
sion of  Dermatology,  at  the  University  of  Oregon 
Medical  School  and  editor  of  the  Archives  of  Der- 
matology. ■ 
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UOMS  Circuit  Courses 


The  Gynecologic  Patient 

University  of  Oregon  Medical  School  Post- 
graduate Circuit  Course  Program  will  present  4% 
hour  seminars  on  the  Gynecologic  Patient  at  the 
following  cities  during  the  winter  season: 

March  5— Holy  Rosary  Hospital,  Ontario, 
Oregon 

March  6— Sacajawea  Hotel,  La  Grande,  Oregon 

March  7— St.  Anthony  Hospital,  Pendleton, 
Oregon 

Local  coordinators  are:  Frederick  Asbury,  Cor- 
vallis; Charles  Campbell,  Salem;  Lester  W.  Scott, 
Ontario;  J.  P.  Frederick,  La  Grande;  and  J.  P.  Bren- 
nan, Pendleton. 

The  faculty  will  be  composed  of  the  fulltime 
and  visiting  faculty  of  the  University  of  Oregon 
Medical  School  Department  of  Obstetrics  and  Gyne- 
cology", Department  of  Pathology,  and  Department 
of  Radiology.  This  faculty  consists  of  the  following 
members:  Clifford  V.  Allen,  Professor  of  Clini- 
cal Pathology  and  Radiation  Therapy,  and  Chairman, 
Department  of  Radiation  Therapy;  Ralph  C.  Benson, 
Professor  of  Obstetrics  and  Gynecology,  and  Chair- 
man of  Department;  Melvin  W.  Breese,  Associate 
Clinical  Professor  of  Obstetrics  and  Gynecology;  F. 
John  de  Maria,  Associate  Professor  of  Obstetrics  and 
Gynecology;  Raphael  B.  Durfee,  Professor  of  Ob- 
stetrics and  Gynecology;  Homer  H.  Harris,  Asso- 
ciate Clinical  Professor  of  Clinical  Pathology;  Ivan 
I.  Langley,  M.D.,  Clinical  Instructor  in  Obstetrics 
and  Gynecology;  J.  Robert  Lee,  Associate  Clinical 
Professor  Radiology;  E.  Colton  Meek  Jr.,  Associate 
Clinical  Professor  of  Pathology;  Joseph  E.  Nohlgren, 
Associate  Clinical  Professor  of  Pathology;  and  How- 
ard C.  Stearns,  Professor  of  Obstetrics  and  Gyne- 
cology. 

These  courses  are  supported  by  the  Regional 
Medical  Programs  and  are  approved  for  4%  hours 
of  credit  by  the  American  Academy  of  General 
Practice. 

Hypertension 

UOMS  Circuit  Course  Program  will  present  4% 
hour  seminars  on  Hypertension  in  the  following 
cities: 

March  26— St.  Charles  Memorial  Hospital, 
Bend,  Oregon 

March  27— Recreation  Cafe,  The  Dalles, 
Oregon 

Local  coordinators  are:  Ralph  P.  Christenson, 
Eugene;  Wayne  L.  Murray,  Coos  Bay;  Gerald  L. 
Casebolt,  Roseburg;  George  McGeary,  Bend;  and 
T.  L.  Hyde,  The  Dalles. 

The  faculty  from  the  visiting  and  fulltime  staff 


of  UOMS  are:  J.  David  Bristow,  Associate  Professor 
of  Medicine;  Robert  H.  Gray,  Senior  Clinical  In- 
structor in  Medicine;  Frank  E.  Kloster,  Assistant 
Professor  of  Medicine  (Cardiology);  Russell  K. 
Lawson,  Assistant  Professor  of  Urology;  and  George 
Porter,  Assistant  Professor  of  Urology. 

This  course  presents  some  current  thoughts  and 
problems  on  the  diagnosis  and  management  of 
hypertension  and  is  approved  for  4%  hours  of 
credit  by  the  American  Academy  of  General  Prac- 
tice. No  registration  fee  is  charged  as  the  courses 
are  also  supported  by  a grant  from  the  Oregon 
Regional  Medical  Program. 

Respiratory  Distress  Syndrome  in  the  Newborn 

UOMS  Circuit  Course  on  the  Respiratory  Dis- 
tress Syndrome  in  the  Newborn  will  be  presented 
in  the  following  cities: 

March  19— Presbyterian  Intercommunity 

Hospital,  Klamath  Falls,  Oregon 
March  20— Rogue  Valley  Memorial  Hospital, 
Medford,  Oregon 

Local  coordinators  for  these  courses  are  Calvin 
L.  Hunt,  Klamath  Falls,  and  B.  W.  Dysart,  Medford. 

These  courses  are  made  possible  by  a grant  from 
the  Oregon  Regional  Medical  Program. 

UOMS  Postgraduate  Circuit  Courses  for  the 
winter  season  began  January  8 and  will  continue 
until  March  27.  ■ 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin's  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept.. 

Lederle  Laboratories.  Pearl  River.  New  York  10965  4 06-8 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 


' 


Optimal  neutralization1  — provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste  — confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatulent 
action  of  simethicone3. 


Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth); one  or  twoteaspoonsful 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Merck  & Co.,  Merck  Chemical  Division:  Antacid  Literature  Survey,  Rahway,  New  Jersey. 
(MM3041 , R-1 286-K  REV  463.)  2.  Danhof,  I.E.,  report  on  file.  3.  Hoon,  J,  R.:  Arch.  Surg.  93:467  (Sept.)  1 966. 


PT'.- 
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"Mans  best  f riencTin  wintertime  diarrheas 

In  winter  “flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A.  H.  Robins  Company,  Richmond,  Va.  23220 

/hH^OBINS 


THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 c c.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1 .4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


/I'H'DOBINS 
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GRASS  ROOTS  STIRRINGS 


Organized  Medicine  and  Politics 


Labor  lobbyist,  physician,  welfare  mother,  attorney— all  spoke  by  request 
on  Organized  Medicine  and  Politics.  They  presented  the  first  annual  “Great  De- 
cisions in  Medicine”  program,  a feature  of  the  fall  1968  OMA  meeting. 

John  Tysell  was  the  first  speaker.  Mrs.  Lyday  spoke  second. 

“Black  and  proud.”  That’s  her  self-description.  Quiet,  humble  and  able  also 
seem  fitting  descriptions.  She  was  divorced  and  was  raising  five  children  on 
a small  welfare  income  coming  as  Aid  to  Families  with  Dependent  Children— 
AFDC  or  ADC  payments. 

She  credits  her  present  employment  as  Assistant  Planner  with  the  Portland 
Model  Cities  program  to  the  PTA  and  other  groups  that  encouraged  her  interest 
in  civic  affairs. 

She  is  chairman  of  the  ADC  Mothers  Association,  on  the  board  of  the  Urban 
League  and  a member  of  the  Governor’s  Comprehensive  Health  Committee. 


Mrs.  Lyday.  Last  Friday  Dr.  Joseph  Miller  called, 
to  ask  if  I would  take  part  in  a panel  discussion 
on  health  for  the  poor.  My  first  thoughts  were  “Oh 
no,  don’t  get  into  that  bag,  doctors  are  professional. 
They  know  what  they  are  doing,  they  know  their 
jobs,  and  they  don’t  need  me  to  come  and  tell  them 
what’s  wrong  with  their  services.  I kept  trying  to 
think  up  reasons  why  I could  not  go,  finally  I de- 
cided to  come  anyway,  because  to  me  this  is  basi- 
cally the  problem.  Poor  receivers,  of  Health  Services, 
have  failed  to  speak  out  about  the  Health  Services 
they  receive.  They  are  reluctant  to  say  “I  don’t  like 
the  attitudes  of  your  nurses,  I don’t  like  sitting  here 
on  these  hard  benches,  I don’t  like  you  shooting  me 
with  dull  needles,  etc.”  So  as  a result,  conditions  get 
a little  worse  each  year. 

I think  the  time  has  come  that  problems  of  war 
and  poverty  are  much  too  serious  to  stand  silent,  to 
say  “Let  George  do  it.”  I think  it’s  time  that  doctors, 
too,  should  open  their  eyes  and  listen  to  what  others 
are  saying.  This  is  the  only  way  that  you  are  going 
to  know  whether  or  not  your  services  are  fragmented 
to  most  of  us. 

Rearing  our  children  to  become  healthy,  happy, 
productive  adults  of  tomorrow  is,  as  it  should  be, 
the  priority  commitment  of  every  mother— regardless 
of  her  economical  status,  race  or  background.  This 
same  priority  committment  or  responsibility  should 
be  the  goal  of  every  citizen— if  for  no  other  reason 
than  to  reduce  the  amount  of  money  he  pays  out 
in  taxes.  By  reducing  the  taxes,  he  could  also  reduce 


the  welfare  rolls,  the  number  of  people  who  are  in 
the  penitentiaries,  mental  institutions,  and  other 
costly  expenses  to  the  taxpayer. 

Poverty  and  ignorance  are  known  to  cause  poor 
malnutrition,  poor  dental  care,  and  poor  health.  Yet, 
there  is  no  Comprehensive  Health  Plan  for  the  poor. 
Even  if  you  have  money,  you  sometimes  must  wait 
for  appointments. 

The  only  flexible  money  in  a welfare  budget  is 
the  food  money.  We  must  draw  on  it  for  almost 
every  emergency.  By  the  time  you  borrow,  to  pur- 
chase Food  Stamps,  and  pay  back  what  you  have 
borrowed,  you  have  already  spent  most  of  your 
food  money.  It  is  almost  impossible  to  purchase  any- 
thing other  than  foods  that  are  going  to  stretch  your 
Food  Dollar.  The  farther  you  stretch  the  Food  Dol- 
lar, the  less  nutritive  value  it  has.  Surveys  show, 
thus,  the  greatest  amount  of  malnutrition,  and  poor 
health,  is  among  the  poor.  It  is  difficult  to  speak  of 
health  for  the  poor  without  speaking  of  money  for 
the  poor.  The  basic  cure  for  poverty,  unrest,  and 
poor  health  services  is  money.  We  should  have  a 
change  of  attitudes  toward  the  poor,  and  a change 
in  the  way  health  services,  for  the  poor,  are  planned. 

problems 

I.  We  feel  one  of  the  basic  problems  is  the 
attitude  of  the  public  that,  when  you  are  poor,  you 
are  poor  simply  because  you  want  to  be  poor,  and 
if  you  really  wanted  to  you  could  do  something 
about  it. 

Continued  on  page  160 
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"For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure , 
but  in  rest  from  pain !’ 

John  Dry  den 


Umpirin’  Compound  with  Codeine  Phosphate  gr.  1/2  No.3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning  — May  be  habit  forming),  Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 

gives  your  patient  rest  from  pain 

'B.W.  & Co.’  narcotic  products  are  Class  "B",  and  as  such  are  available  on  oral  prescription,  where  State  law  permits. 


JZl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Continued  from  page  158 

II.  When  we  fail  to  keep  appointments,  it  does 
not  necessarily  mean  that  we  don’t  want  to  be  co- 
operative. It  might  be  a transportation  problem,  it 
may  be  that  we  couldn’t  get  a baby  sitter.  It  may 
be  that  at  the  last  moment  one  of  the  kids  was 
taken  ill.  I know  that  we  should  call,  and  many  of 
us  do,  but  on  the  other  hand,  all  of  us  do  not  have 
telephones.  Sometimes,  on  a welfare  budget,  you 
don’t  have  money  to  take  a bus.  Transportation  and 
baby  sitting  are  two  of  our  major  problems. 

III.  The  attitudes  of  the  people  we  meet  when 
we  walk  into  your  office  or  hospital  play  a great 
part  in  whether  or  not  we  return  to  keep  our  ap- 
pointments. I think  one  person  said  “all  medicine 
should  be  free,  so  those  who  have  to  get  it  free 
wouldn’t  feel  like  dogs.”  Sometimes  some  of  us  do 
feel  like  dogs  when  we’re  given  service.  I am  think- 
ing of  the  incident  where  a child  had  a contagious 
disease.  While  waiting  in  the  emergency  room,  to  be 
admitted  to  the  isolation  hospital,  the  child  went  into 
a coma.  Another  doctor  came  by,  and  he  imme- 
diately started  to  work  on  the  child.  When  he  real- 
ized it  was  a contagious  disease,  he  dropped  his 
stethoscope,  and  walked  out.  Can  you  see  how  he 
made  that  parent  feel,  when  he  failed  to  tell  her 
that  it  was  against  the  rules  of  the  hospital,  that  he 
would  be  seeing  other  children,  and  didn’t  want  to 
transmit  whatever  the  child  had  to  another  patient. 
If  he  had  just  taken  the  time  to  explain  this  t®  the 
distraught  mother,  she  wouldn’t  feel  that  all  doctors 
are  against  poor.  She  had  the  feeling  that  this  was 
done  simply  because  she  was  poor,  and  wasn’t  able 
to  pay. 

IV.  It  takes  too  long  to  receive  services.  There 
is  a reluctance  on  the  part  of  residents  to  use  exist- 
ing medical  facilities.  Making  an  appointment  is 
often  time-consuming  and  unless  it  is  a real  emer- 
gency, it  is  often  six  to  eight  weeks  before  an  ap- 
pointment can  be  made.  Even  emergencies  are  some- 
tims  not  accepted  promptly.  It  is  often  difficult  to 
make  the  necessary  contact  by  phone,  and  the  pa- 
tient or  nurse  will  spend  up  to  30  or  40  minutes 
arranging  for  an  appointment  for  a patient.  Trans- 
portation is  difficult,  and  welfare  bus  tokens  some- 
times don’t  reach  patients  in  time  for  the  appoint- 
ment. Upon  arriving  at  the  University  of  Oregon 
Medical  Clinic,  or  Kaiser,  the  patients’  wait  is 
usually  long  and  experiences  degrading.  The  Uni- 
versity of  Oregon  Medical  School  Clinic  is  the  worst, 
with  long  waiting  periods,  and  poor  liaison  with 
public  health  nurses.  The  Pediatric  Clinic  is  the  best 
with  prompt  appointments,  shorter  waiting  periods 
and  good  liaison. 

We’re  hoping,  as  we’ve  said  before,  that  you 
really  begin  to  listen  to  some  of  these  people  when 
they  bring  up  some  of  these  problems.  I did  want 
to  get  into  the  rat  issue,  but  if  you  have  read  the 


The  first  400  mg.  Trocinote  tablet 
usually  relieves  discomfort 
so  promptly  that 
Diarrhea  ceases  to  be  a bother 

Trocinate  has  no  known  therapeutic  value 
other  than  relaxing  smooth  muscle  by  direct 
action  when  coming  in  contact  with  the  spas- 
tic muscle  cell.  Trocinate  has  none  of  the 
troublesome  side-effects  of  anticholinergic 
drugs.  Trocinate  relieves  the  discomfort  of 
diarrhea  by  decreasing  both  peristalsis  and 
muscle  tone.  Trocinate  is  metabolized  by  the 
body  and  eliminated  in  the  urine  as  harmless 
degradation  products.  Normal  intestinal  func- 
tion is  resumed. 

The  action  of  Trocinate  is  prompt,  making 
the  spacing  of  dosage  easy.  Often  one  or  two 
400  mg.  tablets  are  sufficient  to  control  diar- 
rhea. The  recommended  dosage  in  spasm  of 
the  G.  I.  and  G.  U.  tract  is  400  mg.  q.  4 h. 
A prescription  of  twelve  (12)  400  mg.  tablets 
will,  in  most  cases,  allow  the  patient  to  have 
a few  to  keep  in  reserve. 

Literature  and  samples  available 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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paper  in  the  last  day  or  two,  you  read  about  some 
mothers  picketing  the  County  Welfare  Commission, 
and  these  women  are  being  classed  as  troublemakers 
and  publicity  seekers.  They  really  have  a valid  com- 
plaint. There  are  rats  running  loose,  and  to  me  a rat 
is  a health  problem,  and  it  just  seems  to  me  that  if 
in  some  way  the  Medical  Society  could  begin  to 
push  towards  legislation  that  would  help  us  either 
obtain  money  for  garbage  through  the  welfare,  or 
through  some  other  source,  this  would  help  clear  up 
the  rodent  problems. 

suggested  ideas 

I.  Neighborhood  Health  Centers. 

We  visualize  the  day  when  there  could  be  neigh- 
borhood clinics,  that  when  a child  is  sent  home  from 
school  because  of  an  undiagnosed  scratch,  it  wouldn’t 
take  six  days  to  have  it  diagnosed  (if  he  goes  to 
the  County  Hospital).  Neighborhood  Health  Cen- 
ters, located  in  the  neighborhood,  could  make  med- 
ical personnel  more  humane,  and  responsive  to  the 


needs  of  the  area,  and  the  residents  could  take  a 
more  active  part  in  the  policy  making  of  these  cen- 
ters. They  could  see  whether  patients  are  treated 
with  courtesy  and  respect,  and  that  there  is  con- 
sistency in  follow-up  treatments. 

II.  Provisions  made  for  emergency  ambulance  serv- 

ices. 

III.  Welfare  Drug  Lists  Removed. 

I read  some  place  Health  Services  that  are  avail- 
able to  the  ghetto  poor  have  generally  been  inade- 
quate, inaccessible,  impersonal  and  fragmented; 
consequently,  the  rates  of  illness,  disease,  disability, 
and  premature  deaths  have  been  higher  than  they 
have  been  for  the  rest  of  the  population. 

The  responsibility  of  every  citizen,  as  well  as  the 
Health  People,  really  should  be  as  advocates  in 
Health  Planning.  They  should  work  and  plan  to  try 
to  end  and  cut  through  the  mountain  of  red  tape, 
paper  work,  and  attitudes  that  are  involved  in  ren- 
dering Health  Services  to  the  poor. 


The  audience  wrote  the  following  notes  in  response: 

An  articulate  intelligent  woman  who  has  some  valid  points. 

To  cause  less  need  for  ADC— i.e— prevent  divorce,  etc.— would  it  not  be 
advisable  to  have  compulsory  high  school  courses  on 
—choosing  a life  mate 
—developing  a successful  marriage 
—credit  buying 

Are  all  poor  people  mistreated  by  medicine?  A lot  of  non-poor,  non-minority 
group  people  are  dissastisfied  with  medicine  because  of  their  unrealistic  expec- 
tations! Should  doctors  change  their  office  procedures  because  some  people  are 
guilty  about  their  social  status? 

Thank  you  for  coming.  Why  can’t  you  and  your  neighbor  exchange  baby 
sitting?  Would  you  people  be  willing  to  get  rid  of  your  own  rats  if  you  were 
told  how  and  provided  the  necessary  materials? 

Is  education  (including  health  education)  as  important  as  health  service? 

You  have  many  excuses.  1 heard  little  about  responsibility!  (Not  just  question 
of  money).  Rats  feed,  thrive  and  breed  more  rats  on  human  errors  in  garbage 
disposal.  People  are  plagued  by  those  same  rats  in  spite  of  garbage  disposal  fa- 
cilities. 


161 

Northwest  Medicine,  February,  1969 


1 like  the  quote  “All  medicine  should  be  free  so  that  those  who  have  to  get 
it  free  wont  feel  like  dogs.’’  Too  long  to  receive  services.  We  will  push  against 
rats  and  go  after  garbage.  Thank  you  for  coming. 

Being  in  a profession  doesn’t  always  guarantee  the  qualities  of  kindness, 
understanding,  concern.  Should  listen  to  the  individidual. 

“ There  ought  to  be  a law”— the  aged  aphorism  reflecting  our  dependence  on 
someone  else  to  make  our  environment  more  to  our  liking.  We’ve  said  “there 
ought  to  be  a law”  perhaps  many  times.  When  will  the  people  begin  shaping 
their  own  lives  by  doing  something  about  changing  their  environment  without 
having  the  government  do  it?  Is  it  too  late? 

Faye  Lyday  has  just  been  appointed  by  Governor  McCall  to  the  Oregon 
Comprehensive  Health  Planning  Council  implementing  Public  Law  89-749. 

Thank  you  very  much.  Your  message  came  through  very  well.  I’m  sorry  you 
had  only  10  minutes.  If  you  have  more  you  would  wish  to  say,  please  write  one 
of  us. 


Next  month  in  this  space  Blair  J.  Henningsgaard  will  present  his  views. 

Like  it  or  not,  you  are  a part  of  this  discussion.  As  you  speak  up  through 
OMA  and  OMPAC,  you  influence  partisan  politics  and  legislation.  Silence 
offers  no  escape.  When  you  do  not  speak,  when  the  OMA  does  not  speak,  the 
silence  is  deafening  and  of  equal  influence.  The  influence  of  good  but  silent 
men  can  serve  evil  ends. 

Openly  expressd  opinions  in  this  series  may  generate  discussion  and  contro- 
versy. We  hope  they  will.  The  “Great  Decisions”  we  make  in  October  1969, 
on  Organized  Medicine  and  Politics  should  follow  examination  throughout  this 
year,  of  all  views  and  conflicting  evidence. 

Finally,  a word  about  the  second  annual  “Great  Decisions  in  Medicine” 
topic.  What  is  important  enough  in  Oregon  to  engage  the  attention  and  effort 
of  two  thousand  trained,  capable,  prosperous,  influential  physicians?  You  might 
think  on  it.  You  might  have  an  answer  ready  for  the  poll  soon  to  come.  Let 
net  your  silence  make  our  choice  a bad  one. 

The  Grass  Roots  Committee 
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WASHINGTON 


Washington  State  Alcdical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98iis 

president  William  E.  Watts,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  Al.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  14-17,  1969,  Seattle 


Spokane  Surgical  Society  Focuses  on  Trauma 


ROBERT  J.  BAKER,  M.D. 


LOT  D.  HOWARD,  JR.,  M.D. 


ROBERT  A.  MURRAY,  M.D. 


Spokane  Surgical  Society  will  hold  its  annual 
meeting  Saturday,  March  29,  at  the  Ridpath  Hotel, 
Spokane.  General  theme  of  the  day  will  be 
“Trauma.” 

speakers 

Three  guest  speakers  will  discuss  various  aspects 
of  trauma  and  participate  on  panels: 

ROBERT  J.  BAKER,  M.D. 

Associate  Professor  of  Surgery,  University 


of  Illinois;  Director,  Trauma  Unit,  Cook 
County  Hospital,  Chicago 

LOT  D.  HOWARD,  JR.,  M.D. 

Clinical  Profesor  of  Surgery,  Stanford 
University 

ROBERT  A.  MURRAY,  M.D. 

Chief,  Orthopedic  Surgical  Department, 
Scott  and  White  Memorial  Hospital, 
Temple,  Texas 
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Pertofrane,  desipramine  hydrochloride 
Indications:  For  relief  of  depression. 

Contraindications:  Do  not  use  drugs 
of  the  M.A.O.I.  class  with  Pertofrane. 
Hyperpyretic  crises  or  severe  con- 
vulsive seizures  may  occur; 
potentiation  of  adverse  effects  can  be 
serious  or  even  fatal.  When  sub- 
stituting this  drug  in  patients 
receiving  an  M.A.O.I.,  allow  an 
interval  of  at  least  7 days.  Initial 
dosage  in  such  patients  should  be 
low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning:  Activation  of  psychosis  may 
occasionally  be  observed  in  schizo- 
phrenic patients.  Do  not  use  in 


patients  under  12  years  old,  and  do 
not  use  in  women  who  are  or  may 
become  pregnant  unless  the  clinical 
situation  warrants  the  potential  risk. 
Precautions:  Careful  supervision 
and  protective  measures  for  poten- 
tially suicidal  patients  are  necessary. 
Discontinuation  of  therapy  or  ad- 
junctive use  of  a sedative  or 
tranquilizer  may  be  necessary  in  the 
presence  of  increased  anxiety  or 
agitation,  hypomania  or  manic  excite- 
ment. However,  phenothiazines  may 
aggravate  the  condition.  Atropine- 


like effects  may  be  more  pronounced 
(e.g.  paralytic  ileus)  in  susceptible 
patients  and  in  those  receiving  anti- 
cholinergic drugs  (including  anti- 
parkinsonism agents).  Carefully 
observe  patients  with  increased 
intraocular  pressure.  Prescribe 
cautiously  in  hyperthyroid  patients 
and  in  those  receiving  thyroid 
medications.  Cardiovascular  com- 
plications (myocardial  infarction 
and  arrhythmias)  are  potential  risks 
since  they  have  occasionally 
occurred  with  imipramine,  the  parent 


compound.  Desipramine  may  block 
the  pharmacologic  activity  of 
guanethidine  and  related  adrenergic 
neuron-blocking  agents.  Hyper- 
tensive episodes  have  been  observe 
during  surgery  in  patients  on 
desipramine  therapy. 

Before  prescribing  the  drug,  the 
physician  should  be  thoroughly 
familiar  with  prescribing  informatior 
with  the  literature,  with  all  adverse 
reactions,  with  the  diagnosis  and 
management  of  depression,  and  wit 
the  relative  merits  of  all  measures  fc 


You  decide  who  needs  how  mucl 


sating  the  condition, 
iverse  Reactions:  Dry  mouth, 

| .nstipation,  disturbed  visual  ac- 
hmmodation,  anorexia,  perspira- 
>n,  insomnia,  drowsiness,  dizzi- 
Irss.  headache,  nausea,  epigastric 
stress,  and  skin  rash  (including 
notosensitization)  may  appear, 
nee  orthostatic  hypotension  has 
heurred,  carefully  observe  patients 
quiring  concomitant  vasodilating 
jerapy,  particularly  during  the 
litial  phases.  Other  adverse  re- 
gions include  tachycardia,  changes 


in  EEG  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuro- 
muscular incoordination,  epilepti- 
form seizures.  A confusional  state 
(with  such  symptoms  as  hallucina- 
tions and  disorientation)  occurs 
occasionally  and  may  require  re- 
duced dosage  or  discontinuance  of 
therapy.  Rarely,  transient  eosino- 
philia,  slight  elevation  in  trans- 
aminase levels,  transient  jaundice, 
or  liver  damage  have  occurred.  If 
abnormalities  occur  in  liver  function 
tests,  discontinue  drug  and  investi- 


gate. Occasional  hormonal  effects, 
particularly  decreased  libido  or  im- 
potence and  instances  of  gyneco- 
mastia, galactorrhea  and  female 
breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention 
may  occur.  The  drug  should  be  dis- 
continued if  agranulocytosis,  bone 
marrow  depression,  jaundice,  throm- 
bocytopenia, or  purpura  occur. 
Dosage:  25  to  50  mg.  t.i.d.  The  maxi- 
mum daily  dose  is  200  mg.  Continue 
maintenance  dosage  for  at  least  2 
months  after  obtaining  satisfactory 


response.  Generally,  elderly  and 
adolescent  patients  should  be  given 
low  doses. 

Availability:  Pink  capsules  of  25  mg. 
in  bottles  of  100  and  1000. 

(B)  46-530-E 

For  complete  details,  please  see  the 
full  prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


antidepressant  and  how  much  tranquilizer— 


- 


PERTOFRANE 

DESIPRAMINE  HYDROCHLORIDE  Geigy 


Pertofrane  is  well  tolerated  by  most  patients 
and  adverse  reactions  are  usually  mild.  A few  serious 
side  effects  have  been  reported  infrequently. 

Consult  full  prescribing  information  before  using. 
It’s  summarized  above. 


Pertofrane  can  give  rapid  antidepressant 
action  often  within  3 to  5 days. 

Levels  of  psychomotor  activity,  patient  outlook 
and  related  somatic  complaints  may  improve. 


Anxious  Depressives... 

May  require  adjunctive  use  of  tranquilizers; 
but  they  don’t  always  fit  ready-made  drug 
combinations.  Isn’t  it  better  for  you  to  decide 
who  needs  how  much  of  which  drugs? 


Choose  Pertofrane  and  pick  your  tranquilizer 
of  choice.  With  this  “combination”,  control  the 
individual  drug  dosage  adjustments  that  may  be 
necessary  for  proper  therapy.  Isn’t  that  the  way  it 
ought  to  be?  Please  remember,  phenothiazine 
tranquilizers  may  aggravate  depression,  and  never 
use  Pertofrane  with  an  MAO  inhibitor. 


FIGHTS  DEPRESSION 


Annual  Meeting: 

Spokane  Society 
of  Internal  Medicine 

Twentieth  Annual  Meeting  of  the  Spokane  Society 
of  Internal  Medicine  will  be  held  on  Saturday, 
March  8 at  the  Ridpath  Hotel,  Spokane,  Washing- 
ton, on  “Sexuality  and  the  Physician.” 

Subjects  to  be  discussed: 

Value  of  Urinary  Hormone  Assays. 
Pharmacological  Regulation  of  Ovulation. 
Pharmacology  of  Corticosteroid  Treatment:  A 
Problem  in  Addiction. 

Contraception  Methods:  Technique  and  Effect 
of  Sexual  Behavior. 

Normal  Sexual  Behavior. 

Pathological  Sexual  Behavior. 

Impotence  and  Frigidity. 

Adolescent  Sexual  Behavior. 

Management  of  Sexual  Behavior  Disturbances. 


Guest  speakers: 

Nicholas  Christy,  m.d. 

Clinical  Professor  of  Medicine,  Columbia  Uni- 
versity. Chairman,  Department  of  Medicine, 
The  Roosevelt  Hospital,  New  York  City,  New' 
York. 

Walter  Herrmann,  m.d. 

Professor  and  Chairman,  Department  of  Ob- 
stetrics and  Gynecology,  University  of  Wash- 
ington School  of  Medicine,  Seattle,  Washing- 
ton. 

Joshua  Golden,  m.d. 

Assistant  Professor,  Department  of  Psychiatry, 
University  of  California  School  of  Medicine, 
Los  Angeles,  California.  Assistant  Dean,  School 
of  Medicine,  U.C.L.A. 

Ronald  J.  Pion,  m.d. 

Director,  Division  of  Family  Planning  and 
Education,  Department  of  Obstetrics  and  Gy- 
necology, University  of  Washington  School 
of  Medicine,  Seattle,  Washington. 


I 

Sl 

12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 


del  ^J-lo^mtal 
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Respiatory  Disease  Symposium 

Tuberculosis  and  Respiratory  Disease  Associ- 
ation of  King  County  will  present  the  7th  Annual 
Symposium  on  Respiratory  Diseases  February  27-28 
at  the  Health  Sciences  Auditorium,  Health  Sciences 
Building,  University  of  Washington  Medical  School, 
Seattle,  from  8:30  am  to  5:00  pm  each  day.  The 
symposium  is  open  to  all  physicians.  There  is  no  fee. 

Speakers 

Peter  T.  Macklem,  m.d. 

Director,  Respiratory  Disease  Division 
The  Royal  Victoria  Hospital 
Montreal,  Canada 

William  Tooley,  m.d. 

Associate  Professor  of  Pediatrics 
University  of  California 
San  Francisco  Medical  Center 
San  Francisco,  California 

Daniel  E.  Jenkins,  m.d. 

Baylor  University  College  of  Medicine 
Texas  Medical  Center 
Houston,  Texas 

Vernon  N.  Houk,  m.d. 

Assistant  Chief,  TB  Program 
National  Communicable  Disease  Center 
Atlanta,  Georgia 

Leonard  Rigler,  m.d. 

Director,  Department  of  Radiology 
UCLA  Medical  Center 
Los  Angeles,  California 


WALTER  HERRMANN,  M.D. 


New  Chairman 

Walter  L.  Herrmann,  professor  of  obstetrics  and 
gynecology  at  the  University  of  Washington,  has 
been  named  chairman  of  his  department  by  Uni- 
versity Regents. 

Dr.  Herrmann  succeeds  Charles  A.  Hunter,  who 
has  served  as  chairman  since  1961.  Dr.  Hunter  will 
return  to  Indiana  University  Medical  Center  in  July 
as  chairman  of  the  University  Department  of  Ob- 
stetrics and  Gynecology. 

Dr.  Herrmann,  one  of  the  nation’s  leading  gyne- 
cological endocrinologists,  served  on  the  faculty  of 
Yale  University  from  1955  to  1961  when  he  joined 
the  Washington  faculty.  He  is  a graduate  of  the 
Faculte  de  Medecine  de  l’Universite  de  Geneve, 
Geneve,  Switzerland.  He  received  his  specialty 
training  in  Switzerland  and  at  Harvard  University, 
Columbia-Presbyterian  Hospital,  New  York,  and  at 
Grace  New  Haven  Hospital.  ■ 


Heart  Association  Annual  Symposium 


Washington  State  Heart  Association  will  hold  its 
Annual  Symposium  October  24  and  25  at  the  Uni- 
versity of  Washington. 

General  topic  of  the  Friday  sessions  will  be  “Cur- 
rent pproaches  to  the  Medical  Management”  and 
“Prevention  of  Coronary  Heart  Disease.”  Morning 


session  will  cover  “Prevention  of  Atherosclerosis.” 
Afternoon  session  topic  will  be  “Arrythmias.” 

Saturday  morning’s  session  will  cover  “Clinical 
Applications  of  Bio-Engineering.” 

Registration  forms  will  be  sent  out  in  early  fall.  ■ 


k 
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To  help  avert 
chronicity 
in  acute  cystitis 


Although  chronic  cystitis  may  be 
secondary  to  chronic  pyelone- 
phritis or  prostatitis,  many  cases 
may  result  from  incomplete  treat- 
ment of  a simple,  acute  cystitis. 
For  this  reason,  it  is  being  in- 
creasingly recommended  that  ap- 
propriate antibacterial  therapy 
in  full  dosage  be  maintained  for 
up  to  two  weeks  or  longer. 

Most  frequently,  the  dominant 
pathogen  is  gram-negative,  usu- 
ally E.  coli;  most  often,  you  will 
find  Gantanol®  (sulfamethox- 
azole) effective  against  E.  coli 
and  other  sensitive  organisms  — 
gram-positive  and  gram-negative 
—commonly  seen  in  cystitis  and 
other  urinary  tract  infections. 
Wide  clinical  usage  of  Gantanol 
has  confirmed  the  efficacy  of  this 
wide-spectrum  antimicrobial 
agent  in  the  treatment  of  cystitis. 

The  rapidity  of  bacterial  mul- 
tiplication in  a favorable  urinary 
environment  is  well  known. 
Prompt  control  of  acute  bladder 
infection  is  therefore  essential 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Acute  and  chronic  urinary 
tract,  respiratory  and  soft  tissue  infec- 
tions due  to  susceptible  microorganisms;1 
prophylactically  following  diagnostic  in- 
strumental procedures  on  genitourinary 
tract. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  or  newborn  infants  dur- 
ing first  3 months  of  life. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  or  renal 
damage,  urinary  obstruction  or  blood 
dyscrasias.  Deaths  reported  from  hy- 
persensitivity reactions,  Stevens-Johnson 
syndrome,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias.  In  closely 
intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests 
should  be  performed.  Clinical  data  insuf- 
ficient on  prolonged  or  recurrent  therapy 
in  chronic  renal  diseases  of  children  un- 
der 6 years. 

Precautions:  Occasional  failures  may  oc- 
cur due  to  resistant  microorganisms.  Not 
effective  in  virus  and  rickettsial  infec- 
tions. Sulfonamides  not  recommended 


not  only  to  reduce  the  patient’s 
discomfort  but  to  prevent  chron- 
icity  and  possible  ascending  in- 
fection. 

Gantanol  (sulfamethoxazole) 
provides  antibacterial  activity 
within  two  hours  of  the  initial  2- 
Gm  dose,  and  subsequent  1-Gm 
doses,  taken  morning  and  eve- 
ning, maintain  therapeutic  blood 
and  urine  levels  lasting  up  to  12 
hours.  Significant  symptomatic 
response  is  frequently  achieved 
within  24  to  48  hours  in  acute, 
uncomplicated  cystitis  and  other 
responsive  urinary  tract  infec- 
tions. In  addition,  Gantanol  is 
usually  well  tolerated.  Should 
prolonged  therapy  be  required, 
the  convenient  b.i.d.  dosage  helps 
to  minimize  the  problem  of 
skipped  doses. 

Over  eight  years’  clinical  use 
has  thoroughly  demonstrated  the 
qualities  that  make  Gantanol  a 
good  choice  for  initial  therapy  of 
most  urinary  tract  infections,  in- 
cluding acute  cystitis. 


for  therapy  of  acute  infections  caused  by 
group  A beta-hemolytic  streptococci.  At 
present,  penicillin  is  drug  of  choice  in 
acute  group  A beta-hemolytic  streptococ- 
cal infections;  although  Gantanol  has 
produced  favorable  bacteriologic  conver- 
sion rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  studies  as  to 
its  effect  on  sequelae  of  rheumatic  fever 
or  acute  glomerulonephritis.  If  other 
treatment  cannot  be  used  and  Gantanol 
is  employed  in  such  infections,  important 
that  therapy  be  continued  in  usual  rec- 
ommended dosage  for  at  least  10  days. 
Observe  usual  sulfonamide  therapy  pre- 
cautions, including  adequate  fluid  intake. 
Use  with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  patients 
with  renal  impairment  since  this  may 
cause  excessive  drug  accumulation.  Need 
for  indicated  local  measures  or  surgery 
not  obviated  in  localized  infections. 

Adverse  Reactions:  Depending  upon  the 
severity  of  the  reaction,  may  withdraw 
drug  in  event  of  headache,  nausea,  vomit- 
ing, urticaria,  diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neuropathy,  drug 
fever,  Stevens-Johnson  syndrome,  skin 
rash,  injection  of  the  conjunctiva  and 
sclera,  petechiae,  purpura,  hematuria  and 
crystalluria. 


Gantanol* 

(sulfamethoxazole) 

assures  rapid, 
sustained, 
antibacterial 
activity  with 
b.i.d.  dosage 


Gantanol' bid. 

(sulfamethoxazole) 


LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


PRESIDENTS  page 


WILLIAM  E.  WATTS,  M.D. 


We  Visit  Our  Governor 


Though  overly  strained  and  tense  on  his  cam- 
paign TV  appearances,  and  overwhelmingly 
competent  and  correct  in  his  public  speaking  man- 
ner, in  his  office  with  the  small  group  of  us  Gov. 
Dan  Evans  was  warm,  good  humored  and  direct. 
He  smiled  and  laughed  readily,  and  once  convulsed 
in  mirth.  He  covered  the  agenda  effectively,  and, 
although  health  matters  are  but  one  of  his  many 
problems,  his  grasp  in  this  area  was  impressive.  He 
seemed  to  enjoy  the  give  and  take  of  confrontation. 

As  arranged  by  Mr.  Harlan  Knudson,  our  Director 
of  Legislative  Affairs,  Waldo  Mills  (Chairman  of  our 
Commission  on  Government  Programs)  and  I met 
with  the  Governor  to  discuss  health  care  programs 
in  this  state.  Also  present  was  the  Governor’s 
assistant  on  health  affairs,  attorney  Richard  Hemp- 
stead. 

Of  concern  to  the  Governor  were— 

1.  Health  care  costs. 

2.  Tax  reform,  necessary  to  support  (among 
other  things)  health  care  programs;  (WSMA 
favorable) . 

3.  Reorganization  of  state  departments  to  group 
the  Departments  of  (a)  Health,  (b)  Institu- 
tions, and  (c)  Public  Assistance  under  one 
Department  of  Social  and  Health  Services; 


4.  A bill  to  gather  the  scattered,  inconsistent 
and  rigid  health  care  facilities  licensing  acts 
under  one  authority— the  State  Department 
of  Health;  (WSMA  favorable). 

5.  A Joint  Executive-Legislative  Commission 
to  study  health  care  costs.  (A  can  of  po- 
litical worms.) 

In  considering  methods  of  reducing  costs  of 
health  care,  the  Governor  was  interested  in  our 
attitude  on  the  generic  prescription  of  drugs.  This 
is  academic  for  SDPA  (State  Department  of  Public 
Assistance)  outpatients  in  that  a formulary  system 
is  already  in  use.  However,  there  might  be  some 
savings  in  the  pharmacy  bills  of  hospitalized  SDPA 
patients.  We  explained  the  WSMA  opposition  to 
arbitrary  and  restricted  drug  formularies. 

While  on  this  subject  it  should  be  noted  that  hos- 
pital staffs  and  pharmacies  would  do  well  to  re- 
examine their  own  dispensing  practices.  A hospital 
staff  can  cut  pharmacy  costs  by  agreeing  to  use 
generic  equivalents,  or  to  prescribe  from  a formulary 
designed  by  the  staff.  This  tends  to  reduce  the 
stocking  of  countless  brand  duplications  of  a given 
item,  and  to  eliminate  certain  excessively  priced 
brands.  Fortunately,  a survey  currently  conducted 
shows  that  most  hospital  staffs  in  this  state  have 
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already  implemented  this  procedure.  This  goal  is 
best  achieved  on  a local  level,  where  the  physician 
and  patient  can  negotiate  directly  in  event  of  need 
for  exceptions. 

The  Governor  threw  one  out— “What  do  you  think 
about  prepaid  panel  practice?”  We  were  not  pre- 
pared and  our  reply  added  little.  It  is  little  wonder 
that  the  Governor  is  interested  in  this  system. 
Among  his  close  advisors  are  strong  prepaid  panel 
partisans.  One  of  them  spoke  to  the  Western  Con- 
ference of  Republican  Governors  where  he  extolled 
the  capitation  system,  and  proposed  that  lay  corpora- 
tions hire  physicians  to  practice  medicine.  AFL- 
CIO  is  taking  a strong  stand  nationally  for  Federal 
largesse  to  prepaid  panels.  The  Washington  State 
Labor  Council  has  adopted  similar  policy.  Officials 
of  HEW  have  openly  promulgated  prepaid  panel, 
as  have  various  economists  and  medical  educators. 
Thus,  the  Governor  may  well  ask  this  question 
again. 


There  are  strong  forces  aiming  to  develop  a na- 
tional prepaid  panel  (or  capitation)  system,  and  the 
potentials  and  dangers  and  form  of  such  a scheme 
must  be  examined,  and  alternative  systems  weighed. 
At  present  it  appears  from  the  limited  acceptance 
of  prepaid  panel  plans  that  neither  the  public  nor 
its  physicians  are  eager  for  this  form  of  regimenta- 
tion. More  comment  on  this  matter  is  intended  for 
a later  issue.  And  so,  our  visit  with  the  Governor- 
much  said,  much  unsaid.  Most  important  is  the 
atmosphere  of  mutual  respect  and  consideration, 
and  the  opportunity  for  honest  communication  of 
viewpoints.  ■ 


dxoum  cJ-fitt  cJ-foijiitat 


FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 

Located  at  9010  13th  Ave.  N.W.  Phone:  SU  4-0781 

Accredited  by  the  Joint  Commission  of  Accreditation 
Member  of  the  American  Hospital  Association  Approved  for  Medicare 

Washington  Psychiatric  Hospital  License  No.  3 
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IDAHO 


Idaho  Medical  Association  -407  west  bannock  st„  Boise,  Idaho  83702 


president  O.  D.  Hoffman , M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


Idaho  News  Notes 


new  officers  elected 

New  officers  of  three  component  medical  societies 
for  1969  have  been  elected: 

Idaho  Falls  Medical  Society:  President  george  l. 
voelz,  President-Elect  glenn  w.  corbett,  Secre- 
tary-Treasurer hal  w.  davis,  Member-at-Large 
warren  t.  sutton,  all  of  Idaho  Falls.  Delegates: 
GEORGE  L.  VOELZ,  1970;  HAL  W.  DAVIS,  1970;  P. 
BLAIR  ELLSWORTH,  1971;  GLENN  W.  CORBETT,  1971, 
and  G.  curtis  waid,  1971,  all  of  Idaho  Falls.  Alter- 
nate Delegates:  ronald  k.  lechelt,  droston  h. 
BAKER,  FARREL  L.  HANSEN,  JR.,  WENDELL  NEILSEN, 
GEORGE  R.  BROWN,  and  ALFRED  W.  BRUNT,  all  of 

Idaho  Falls. 

Bear  River  Valley  Medical  Society : President  leo 
g.  burkett,  Downey;  Vice  President  orvid  r.  cut- 
ler, Preston;  Secretary-Treasurer  Jonathan  h. 
daines,  Preston;  Delegate,  orvid  r.  cutler,  Pres- 
ton; Alternate  Delegate  paul  h.  daines,  Montpelier. 

South  Central  Idaho  District  Medical  Society: 
President  royal  g.  neher,  Shoshone;  President- 
Elect  eugene  h.  holsinger,  Burley;  Secretary- 
Treasurer  maurice  e.  scheel,  Wendell.  Delegates: 
c.  r.  mcwilliams,  1970,  Twin  Falls,  chairman; 
royal  g.  neher,  1969,  Shoshone;  harry  f.  brum- 
bach,  1969,  Twin  Falls;  dean  h.  affleck,  1970, 
Twin  Falls;  h.  thad  scholes,  1970,  Twin  Falls; 
glenn  a.  hoss,  1970,  Twin  Falls;  eugene  h.  hol- 
singer, 1971,  Burley;  maurice  e.  scheel,  1971, 
Wendell,  and  john  r.  moritz,  1971,  Sun  Valley. 
Alternate  Delegates:  hoy  o.  schaub,  elmer  m. 


wilmoth,  Jerome;  Walter  r.  peterson,  Burley; 
harold  f.  holsinger,  Wendell,  and  a.  scott 
earle.  Sun  Valley. 

winter  clinics 

The  annual  Winter  Clinics  sponsored  jointly  by 
the  Southwestern  Idaho  District  Medical  Society 
and  the  Ada  County  Medical  Society  will  be  held  at 
Shore  Lodge,  McCall,  February  28-March  2,  1969, 
with  outstanding  and  interesting  scientific  discus- 
sions on  tap.  Snow  conditions  should  he  great!  Res- 
ervation requests  will  be  in  the  mail  soon.  Robert 
a.  blome,  Nampa,  is  president  of  the  Southwestern 
Society  and  leon  w.  nowierski,  Boise,  is  president 
of  Ada  County,  hal  e.  Reynolds,  Caldwell,  is  pro- 
gram chairman  for  the  event. 

medical  education  committee 

During  the  November  meeting  of  the  association’s 
Medical  Education  Committee,  the  importance  and 
necessity  for  active  programs  of  continuing  medical 
education  for  physicians  and  paramedical  groups 
was  emphasized  by  all  in  attendance. 

Committee  members  agreed  that  every  effort 
should  be  made  to  stimulate  the  presentation  of 
and  participation  in  C.M.E.  programs  on  a com- 
ponent society  as  well  as  state  level. 

“Many  ideas  and  suggestions  for  carrying  out 
such  programs  are  considered  and  in  this  day  of 
rapid  change  in  medical  knowledge,  physicians  will 

Continued  on  page  17 5 
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“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family... 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOC 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1 .8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


ANUSOL-HC9 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUGESIC9 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 


Also  available : anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


AN-IN-91-4C 
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be  required— by  patients,  by  ourselves  and  perhaps 
by  non-medical  people,  if  we  allow  it— to  constantly 
refresh  and  add  to  our  store  of  knowledge  and  in- 
formation. By  tradition,  the  medical  profession  pre- 
fers the  voluntary  method,  rather  than  by  coercion 
or  compulsion,”  Chairman  E.  R.  W.  Fox,  Coeur 
d’Alene,  said. 

The  Continuing  Medical  Education  Programs 
sponsored  by  the  Ada  County  Medical  Society  were 
reviewed  and  are  recommended  for  consideration 
of  other  medical  societies  in  the  state  as  an  example 
of  programs  developed  by  and  paid  for  by  physi- 
cians and  hospitals  without  using  federal  funds. 

Committee  members  who  attended  the  meeting, 
in  addition  to  Dr.  Fox,  included  George  E.  Brown, 
Jr.,  Twin  Falls,  vice  chairman;  Miles  E.  Thomas, 
Boise;  William  P.  Marineau,  Moscow;  David  M. 
Barton,  Boise;  Dauchy  Migel,  Idaho  Falls,  and  E. 
V.  Simison,  Pocatello. 

AMA  appointments 

Ernest  B.  Howard,  Acting  Executive  Vice  Presi- 
dent of  the  American  Medical  Association,  has  an- 
nounced the  appointment  of  two  Idaho  physicians 
to  AMA  committees. 

Quentin  w.  mack,  Boise,  was  reappointed  to  the 
AMA  Committee  on  Rating  of  Physical  and  Mental 
Impairment.  Dr.  Mack  is  a past  president  of  the 
Idaho  Medical  Association. 

Joseph  w.  marshall.  Twin  Falls,  was  named  to 
the  AMA  Committee  on  Nursing.  Dr.  Marshall  is 
chairman  of  the  Idaho  Medical  Association’s  Nurses 
Advisory  Committee. 

Ada  County  Society  recommends 

At  its  regular  meeting  on  December  18,  the  Ada 
County  Medical  Society  adopted  the  following  rec- 
ommendations concerning  medical  education  in 
Idaho: 

1.  Development  of  a medical  school  in 
Idaho  is  not  recommended  at  this  time. 

2.  Long-range  plans  of  the  state  should 
include  provisions  for  future  develop- 
ment of  a medical  school  at  such  time 
as  Idaho: 

a)  develops  the  necessary  academic 
environment  in  which  a medical 
school  should  be  established; 

b)  strengthens  the  state’s  tax  base;  and 

c)  implements  programs  that  afford 
immediate  positive  solutions  to 
Idaho’s  existing  health  care  prob- 
lems. 

3.  The  State  of  Idaho  should  establish  a 
Medical  Education  Development  Com- 
mission, with  a medical  educator 
(M.D.)  as  staff  director,  to  continue 
tne  work  of  the  Medical  Education 
Study  Commission. 


To  fight  TB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


MHI 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 


4.  Planning  for  future  development  of  a 
medical  school  should  consider  the 
availability  of  clinical  teaching  case 
material  as  a primary  index  towards 
deciding  a physical  location  for  the 
school. 

board  of  medicine 

A temporary  license  was  issued  in  December  to 
William  A.  Pogue,  Council.  Graduated,  University  of 
Missouri  School  of  Medicine,  Columbia,  Missouri, 
June  9,  1964.  Internship,  St.  Joseph  Hospital  and 
Rehabilitation  Center,  Wichita,  Kansas,  1964-65. 
US  Army  in  Europe  from  1965  to  October  1968. 
Granted  TL-417,  December  12,  1968.  General 
Practice. 

welcome  new  members 

The  following  physicians  have  been  elected  to 
membership: 

Southwestern  Idaho  District  Medical  Society: 
Charles  E.  Reed,  Caldwell. 

South  Central  Idaho  District  Medical  Society: 
Samuel  J.  Hammond,  Paul. 

Bear  River  Valley  Medical  Society:  Jonathan  H. 
Daines,  Preston. 

North  Idaho  District  Medical  Society:  Quentin 
M.  Thomas,  Lewiston;  Ronald  E.  Dunn,  Moscow; 
Victor  R.  Scarano,  Orangeville,  and  William  V.  Van 
Duyne,  Orofino. 
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YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


T^Cost  of 

AMBAR  EXTENTABS 


Th 


Uii  fesi  iv  Dili! 


FACT  L LEGEND 


IS  APPROXIMATELY 
ONE*HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY! 


IS  GREATEST  IN  THE  MONTHS: 
JANUARY-  FEBRUARY  and  MAY- JUNE. 
OVERWEIGHT  PEOPLE 
, ARE  LEAST 
INTERESTED 
IN  DIET 
DECEMBER 


JANUARY 


m 


26  27 


% 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES / 


c?__ 

nODDDOO 

CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


A\1  BAR  2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  /J-IXnnRIN^ 

RICHMOND,  VA.  23220  **  rl  IcUDH'J 


now 

she  car 

Icope.*.* 


the  "daytime  sedative"  for 
everyday  situational  stress 


When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (J4  gr.)  to  30  mg.  [}/2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (14  gr.), 

30  mg.  (A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (X  gr.),  30  mg.  (y2  gr.). 

( McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa, 


thanks  to 


Butisol 


SODIUM® 


lubadllb  lubadlll 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Contraindications:  History  of  sensitivity  to  meprobamate 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


nxiety  is  expected  in  the  cardiovascular  patient, 
little  may  even  be  desirable. 

ut  when  anxiety  is  exaggerated  . . . when  it 
terferes  with  sleep  . . . when  it  aggravates 
jrdiovascular  symptoms,  your  help  may 
3 needed. 

aturally,  you’ll  want  to  reassure  the  patient. 

nd  perhaps  prescribe  Equanil  (meprobamate) 

3 adjunctive  therapy.  It  helps  relieve  anxiety 
id  tension  specifically,  yet  gently. 

Imost  15  years’  use  has  shown  that  Equanil 
usually  well  tolerated  as  well  as  effective, 
ide  effects  are  generally  limited  to  transient 
rowsiness;  serious,  therapy-interrupting 
de  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanif 

(meprobamate) 


Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIV1SIO 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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The  trouble 
with  his  stomach 
may  be 
what’s  on 
his 
mind. 


Adipex  helps  relieve  both  the  physical  and  emotional  distress. 


Brief  Summary:  Dosage:  One  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects:  Insomnia  and  excitability  occur 
infrequently  and  usually  respond  to  decrease  in 
dosage.  Other  side  effects  include  central 
excitatory  symptoms  such  as  restlessness, 
increased  reflexes  and  irritability  or 
cardiovascular  reactions  such  as  alterations  in 
blood  pressure,  chilliness,  sweating,  anginal 
pain  and  arrhythmias. 

Precautions:  Discontinue  use  if 

rapid  pulse,  dizziness  or  blurring  of 
vision  occurs. 

Contraindications:  Coronary 
or  cardiovascular  disease, 
hypertension, 
hyperthyroidism, 
hyperexcitable  or 
psychotic  states, 
increased  intraocular 
pressure  or  glaucoma, 
or  sensitivity, 
idiosyncrasy  or 
habituation  to  any  of 
the  components. 

How  Supplied: 

Bottles  of  100  and  1000 
tablets  or  capsules. 
Caution:  Federal 
law  prohibits 
dispensing  without 
prescription. 


Adipex 

Ty-Med 

Each  tablet  or  capsule 
contains: 

Methamphetamine 
hydrochloride  10  mg. 
Amobarbital  50  mg. 
(Warning:  May  be  habit 
forming) 

Homatropine 
methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon 
brand  of  timed-release 
medication. 

Lemmon 

Pharmacal  Company, 

Haack  Laboratories, 
Sellersville,  Pa.  18960 

© 1969  LEMMON 


The  patient  in  your  waiting  room  who 
complains  of  vague  physical  symptoms 
could  be  reacting  to  the  emotional 
strain  of  daily  living.  All  too  often  a 
“stomach-ache”  disguises  underlying 
tension  and  anxiety. 

Adipex  can  help  these  patients  by 
relieving  symptoms  of  mild  anxiety- 
depression  and  controlling  tension- 
induced  GI  hyperactivity.  It’s  ideal  for 
short-term  management. 


Write  for  sample. 


tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic 
ulcer,  ulcerative  colitis,  mental  depression,  renal  impairment  or 
shutdown.  Warnings:  Consider  the  possibility  of  sensitivity  reac- 
tions in  patients  with  history  of  allergy  or  bronchial  asthma.  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with 
antihypertensive  therapy,  may  be  associated  with  small  bowel 
lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred. 
Such  tablets  should  be  used  only  when  indicated  and  when  ade- 
quate dietary  supplementation  is  not  practical.  They  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea, 
vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise  cau- 
tion, since  thiazides  cross  the  placental  barrier  and  may  cause 
fetal  or  neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered 
carbohydrate  metabolism;  adverse  reactions  seen  in  the  adult  may 


occur  in  the  newborn.  Use  reserpine  in  women  of  child- 
bearing age  only  when  essential  to  patient  welfare.  In- 
creased respiratory  secretions,  nasal  congestion,  cyano- 
sis, and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers.  Precautions:  Butisol  (butabarbital)  — 
Exercise  caution  in  moderate  to  severe  hepatic  disease. 
Elderly  or  debilitated  pa- 
tients may  react  with 
marked  excitement  or  de- 
pression. Hydrochlorothi- 
azide— May  induce  elec- 
trolyte imbalance;  when 
used  with  digitalis  or  one 
of  its  glycosides  and  in  pa- 
tients with  severe  hepatic 
insufficiency,  cardiac  ar- 
rhythmias or  symptoms  of 
impending  hepatic  coma  may 
occur.  Discontinue  and  in- 
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The  “beauty” of  Butiserpazide  is  that  it  adds 
the  mildly  sedative  effect  of  Butisol  (butabarbital) 
to  the  classic  thiazide/reserpine  formula. 

“It  would  appear  that  the  addition  of  an 
anxiety-relieving  agent  [Butisol]  to  a drug 
combination  utilizing  well-established 
compounds  proved  useful  in  reducing  hypertensive 
symptoms  in  over  half  the  patients — 

That’s  the  “Buti”of 

BUTISOL®  (butabarbital)  30  mg.  + reserpine  0.1  mg.  + hydrochlorothiazide  25  or  50  mg. 

You  have  a choice  of  2 strengths.  Just  one  tablet  once  or  twice  a day  is  usually  sufficient. 

Butiserpazide-25  Prestabs®  ’Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50  Prestabs®  ‘Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


stitute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hy- 
pochloremic alkalosis,  is  contraindicated  in  hepatic  disease.)  May 
produce  elevated  serum  uric  acid  levels  (and,  infrequently,  gout)  or 
reduce  glucose  tolerance,  altering  insulin  requirements  in  dia- 
betics. Reserpine- Observe  for  signs  or  symptoms  of  peptic  ulcer  or 
ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in 
history  of  mental  depression.  May  produce  cardiac  arrhythmias 
when  used  with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks  before 
surgery;  inform  the  anesthetist  in  event  of  emergency  surgery.  Ex- 
ercise caution  in  history  of  epilepsy.  Discontinue  1 to  2 weeks  be- 
fore ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  conges- 
tion, leg  cramps,  nausea,  palpitations,  superficial  skin  bruises, 
palmar  erythema,  headache,  dehydration,  skin  rash,  "hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia, 


photosensitivity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  throm- 
bocytopenia, leukopenia,  agranulocytosis,  aplastic  anemia,  anorexia, 
gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated 
by  alcohol,  barbiturates,  or  narcotics),  increased  salivation  and 
gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina- 
like syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  ner- 
vousness, paradoxical  anxiety,  rarely  atypical  Parkinsonian  syn- 
drome, central  nervous  system  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of 
mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased 
libido.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiserpazide®- 
50:  1 tablet  daily  or  b.i.d.  When  used  with  other  antihypertensive 
agents  reduce  dosage  of  both  drugs  about  50%  and  observe  care- 
fully for  changes  in  blood  pressure.  / 11  \ 

Before  prescribing  or  administering.  I TVFT1  T Ti  I 

see  package  insert.  I -*-*  ) 

1 Cood ley.  E.  L. . Curr.  Therap  Res  mcneil  laboratories,  inc. 

4 460.  1962.  fort  WASHINGTON,  pa.  19034 
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Should  we  put 
Novahistine 
Expectorant 
in  hinny-looking 
bottles? 


We  were  kids  ourselves  once.  That's  why 
we're  always  thinking  of  ways  to  make 
Novahistine®  Expectorant  more  appealing  to 
your  young  patients. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 
You'll  find  that  Novahistine  Expectorant 
doesn't  have  to  come  in  funny-looking  bottles 
to  get  where  it  needs  to  go.  And  you'll  find 
that  it  is  particularly  well-tolerated  and  effec- 
tive in  liquefying  tenacious  exudates  and 
encouraging  expectoration  in  the  young  patient 
suffering  bronchitis.  In  addition,  it  provides 
decongestant  action  and  controls  the  cough. 
Each  5-ml.  teaspoonful  of  Novahistine  Expec- 
torant decongestant-antitussive  contains 


codeine  phosphate,  10  mg.  (warning:  may  be 
habit-forming);  phenylephrine  hydrochloride, 
10  mg.;  chlorpheniramine  maleate,  2 mg.; 
glyceryl  guaiacolate,  100  mg.;  chloroform, 
13.5  mg.;  l-menthol.  1 mg.;  alcohol  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution  ambula- 
tory patients  that  drowsiness  may  result. 
Continuous  dosage  over  an  extended  period 
is  contraindicated,  since  codeine  phosphate 
may  cause  addiction. 


PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 
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GENERAL  NEWS 


BOOKS 


Medical  Radio  Conferences 

Medical  radio  conferences  presented  jointly  by 
University  of  California  School  of  Medicine  and 
University  of  Washington  School  of  Medicine  are 
broadcast  each  Tuesday,  12:30  to  1:30  pm,  Pacific 
Standard  Time.  See  January  issue,  page  50,  for 
station  frequencies  in  Oregon  and  Washington.  (No 
stations  in  Idaho  have  scheduled  these  programs 
as  yet.) 

PROGRAMS 

4 March— Management  Problems  of  Osteomyelitis 

UW  Faculty: 

D.  KAY  CLAWSON,  M.D. 

WILLIAM  M.  M.  KIRBY,  M.D. 

18  March— Steroids  in  Shock  and  Transplantation 
UW  Faculty: 

MARVIN  TURCK,  M.D. 

UC  Faculty  to  be  announced. 

25  March— New  and  Old  Vaccines 

UW  Faculty: 

J.  THOMAS  GRAYSTON,  M.D. 

JOHN  P.  FOX,  M.D. 

DONAL  R.  PETERSON,  M.D. 


The  University  Book  Store's 


HEALTH 

SCIENCES 

BRANCH 

(Room  B-205  of  the  Health  Sciences 
Building)  is  open  every  weekday  from 
8:30  AM  to  5 PM,  Saturdays  from  9:30 


AM  to  1 :30  PM. 


THE  HEALTH  SCIENCES  BRANCH  HAS: 

• all  required  textbooks  and  references 

• paperbacks  and  general  books 

• school  supplies— artist  and  engineering 
supplies 

• charge  accounts,  special  orders  and  mail 
orders  are  available 


onfiy  one” 

“UNIVERSITY 
BOOK  STORE 

4326  University  Way  N.  E. 
Health  Sciences  Bldg.  Rm.  B-205,  543-6582 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Cancer— A Manual  for  Practitioners.  Fourth  Ed.  Edited  by 
Thomas  W.  Botsford.  Price  $3.00,  hard  bound  edition,  $2.00 
paper  back.  American  Cancer  Society,  Massachusetts  Divi- 
sion, Boston,  Mass.  1968. 

Surgery  for  Thoracic  Disease,  An  Outline.  By  Robert  R 
Shaw,  M.D.,  Professor  of  Thoracic  Surgery,  University  of 
Texas,  Southwestern  Medical  School,  Dallas,  Texas,  141 
pp.  Price  $7.00.  Charles  C Thomas,  Springfield,  111.  1968. 

Malabsorption  Syndromes.  By  William  W.  Shingleton,  M.D., 
Professor  of  Surgery,  Duke  University  Medical  Center; 
Chief,  General  Surgical  Division,  Department  of  Surgery, 
Duke  University  Medical  Center:  Chief  Consultant  in 

Surgery,  Veterans  Administration  Hospital,  Durham,  N.C.; 
and  William  O.  Dobbins,  III,  M.D.,  Associate  Professor  of 
Medicine,  Duke  University  Medical  Center;  Chief  of  Med- 
icine, Veterans  Administration  Hospital,  Durham,  N.C., 
with  a foreword  by  Julian  M.  Ruffin,  M.D.  165  pp.  Illus- 
trated. Price  $7.50.  Charles  C Thomas,  Springfield,  111.  1968. 

Inhalation  Therapy  Procedure  Manual.  By  Thomas  J.  De 
Kornfeld,  M.D.,  Associate  Professor,  Anesthesiology,  Uni- 
versity of  Michigan,  University  Hospital;  Medical  Direc- 
tor, Washtenaw  Community  College,  School  of  Inhalation 
Therapy,  Ann  Arbor,  Michigan,  and  Gon  E.  Gilbert, 
A.R.I.T.,  Chief  Inhalation  Therapist,  University  of  Michi- 
gan, University  Hospital;  Technical  Director,  Washtenaw 
Community  College,  School  of  Inhalation  Therapy,  Ann 
Arbor,  Michigan.  114  pp.  Price  $6.75.  Charles  C Thomas, 
Publisher,  Springiefld,  111.  1968. 

Instructions  for  Patients.  By  H.  Winter  Griffith,  M.D., 
The  Florida  State  University,  Tallahassee,  Florida.  670  pp. 
Price  25.00.  Illustrated.  W.  B.  Saunders  Co.,  Philadelphia, 
Pa.  1968. 

Introduction  to  Medical  Decision  Making.  By  Lee  B.  Lusted. 
M.D.,  Professor  and  Chairman  Department  of  Radiology. 
Stritch  School  of  Medicine,  Loyola  University,  Medical 
Center,  Hines,  Illinois.  271  pp.  Price  $18.75.  Illustrated. 
Charles  C Thomas,  Springfield,  111.  1968. 

Communication  in  Science — Documentation  & Automation. 
Ciba  Foundation  Symposium.  288  pp.  Illustrated.  Price 
$12.50.  Little  Brown  and  Company,  Boston,  Mass.  1968. 

Diagnosis  of  Surgical  Disease.  By  Richard  T.  Shackelford, 
M.D.  3 volumes.  2131  pp.  Illustrated.  Price  (3-volume  set) 
$72.50.  W.  B.  Saunders  Co.,  Philadelphia,  Pa.  1968. 

Vascular  Hamartomas  and  Angiodysplasias  of  the  Extremi- 
ties. By  Italo  Federico  Goidanich,  Professor  and  Director, 
Orthopedic  Clinic,  University  of  Pavia;  Lecturer  in  Path- 
ology, Pavia,  Italy;  and  Mario  Campanacci,  Aide  to  the 
Orthopedic  Clinic,  Rizzoli  Institute,  University  of  Bo- 
logna; Lecturer  in  Pathology,  Lecturer  in  Orthopedic 
Surgery,  Bologna,  Italy.  318  pp.  Illustrated.  Price  $22.50. 
Charles  C Thomas,  Springfield,  111.  1968. 

Practical  Nurses’  Medical  Dictionary — A Cyclopedic  Med- 
ical Dictionary  for  Practical  Nurses,  Vocational  Nurses,  and 
Nurses’  Aides.  By  J.  E.  Schmidt,  M.D.  290  pp  . Price  $6.95. 
Charles  C Thomas,  Springfield,  111.  1968. 

Appendage  Tumors  of  the  Skin.  By  Ken  Hashimoto,  M.D., 
Assistant  Professor  of  Dermatology,  Tufts  Uuniversity 
School  of  Medicine,  Boston,  Mass,  and  Walter  F.  Lever, 
M.D.,  Professor  of  Dermatology,  Tufts  University  School 
of  Medicine,  Boston,  Mass.  179  pp.  Illustrated.  Price  $17.50. 
Charles  C Thomas,  Springfield,  111.  1968. 

An  Introduction  to  the  History  of  General  Surgery.  By 
Richard  Hardaway  Meade.  M.D.,  retired,  specialist  in 
chest  diseases.  403  pp.  Illustrated.  Price  $17.00.  W.  B. 
Saunders  Company,  Philadelphia,  Pa.  1968. 
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Undoubtedly  the  decreased 
fetal  death  death  rate  during 
the  1966  period  was  due  primar- 
ily to  the  increased  attention 
and  application  of  obstetrical 
principles  already  known  to  the 
midwives.  The  mere  reporting 
of  their  activities  to  an  outside 
doctor  seemed  sufficient  moti- 
vation for  them  to  work  at  their 
maximum  capability  in  provid- 
ing improved  obstetrical  care  to 
their  patients. 


The  significant  increase  of 
neonatal  deaths  in  the  1966  pe- 
riod demonstrates  the  great  need 
for  better  newborn  facilities  as 
well  as  the  services  of  pediatri- 
cians. Of  the  50  infants  theoret- 
ically salvaged  in  comparing  the 
fetal  death  rates  of  Group  A 
and  Group  B,  28  subsequently 
expired  in  the  neonatal  period. 
This  study  would  indicate  that 
if  a further  significant  decrease 
in  the  perinatal  mortality  rate 


of  Vinh  Long  Province  Hospital 
is  to  be  achieved,  emphasis 
must  be  in  the  realm  of  neonatal 
pediatrics  to  complement  the 
increased  efficiency  of  the  mid- 
wives in  accomplishing  live  de- 
liveries. ■ 

4111  N.E.  115th  St. 

(98125) 
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Priscoline  could  help 

(tolazoline) 

( ^ . , •* 

His  moment  has  arrived,  but  Priscoline  can  give  patients 

there’s  one  false  note  - peripheral  the  hand  they  need.  It  dilates  periph  - 

vascular  disease.  Mittens  may  eral  blood  vessels,  increases 

warm  his  hands,  but  that’s  cold  com-  blood  flow  to  hands  and  feet.  Fre- 
fort.  It’s  not  surprising  he  finds  it  quently  relieves  numbness  and  chill 

hard  to  keep  his  chin  up.  that  often  affect  the  extremities.  And 


Priscoline  helps  patients  get  around 
-makes  walking  less  painful. 


Priscoline®  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral  Vasodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach;  use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 


ADVERSE  REACTIONS 

Occasional:  nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 


DOSAGE 

Careful  individualization  o 
dosage  is  required. 

T ablets:  Usually  25  mg  4 tc  J 
times  daily  is  sufficient.  If  necess:yj 
dosage  may  be  increased  graduall  t 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Lon  W 
every  12  hours  will  achieve  the  sa  e 
effect  as  one  25-mg  regular  tablet  j 
every  4 hours  (6  times  a day).  Thi.l 
continuous  action  throughout  the  I 
night  is  achieved  without  the  neec or 
arising  to  take  additional  medicat  nt 


PPLIED 

Tablets,  25  mg  (white,  scored) ; 
ties  of  100  and  1000. 

Lontabs, 80 mg  (bright  yellow; ; 
ties  of  100. 

'Jtabs®  (long-acting  tablets  ciba) 

nsult  complete  literature  before 
■scribing. 
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BA  Pharmaceutical  Company 
nmit,  N.J. 
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OFFER  FOR  NORTHWEST  MEDICINE  READERS 


By  arrangement  with  the  publisher,  Northwest  Medicine 

brings  you  a substantial  "Group  Discount”  on 

ENCYCLOPAEDIA  BRITANNICA 


24-VOLUME  “ANNIVERSARY"  EDITION 

“Reference  Standard  of  the  World”.  . . a priceless 
possession  for  the  entire  family  • more  than  28,000 
pages  • more  than  36,000,000  words  • over  22,000 
illustrations  • more  than  10,000  contributors  • over 
400,000  references  and  cross-references. 


Northwest  Medicine  Readers: 


Beautiful 

textured,  washable 
bindings; 

strikingly  accented 
in  gold. 


HERE’S  HOW  YOU  SAVE 


if  you  take  advantage  of  the  "Group  Discount"  Plan 
arranged  especially  for  you.  Don't  miss  out! 


As  a Northwest  Medicine  reader,  you  pay  a "group  rate" 
price  which  is  substanially  lower  than  the  price  available  to 
any  individual  purchaser! 

Monthly  Payment  Plan 

You  can  receive  the  complete  24-volume  set  at  once,  but 
pay  for  only  one  volume  a month.  It's  the  easiest  way  ever, 
to  own  the  world-famous  Encyclopaedia  Britannica! 


Free  Preview  Booklet 

Get  all  the  fascinating  facts  about  Britannica 
and  what  it  can  mean  to  your  family,  without 
cost  or  obligation.  Simply  mail  the  postage-free 
card  bound  in  next  to  this  page  for  the  free 
40-page  booklet,  "Meeting  the  Challenge  of 
Tomorrow."  Do  it  now! 


INCLUDED 

AT  NO  EXTRA  COST 

Your  choice  of 
two  valuable 
Bonus  Options 

— PLUS  — 

10-year  membership  in  Britan- 
nica Research  Library  Service, 
and  your  choice  of  Britannica 
Home  Study  Guides  for  personal 
enrichment  and  career  success. 


READERS  OF  NORTHWEST  MEDICINE 


Also  choose  either  of  these  TWO  BONUS  OPTIONS 

AT  NO  EXTRA  COST 

with  your  new  Encyclopaedia  Britannica  in 

THIS  “GROUP  DISCOUNT”  ARRANGEMENT 


YOUR  CHOICE  OF  OPTION  NO.1... 


15-Volume  Set 

Britannica  Junior  Encyclopaedia 

• over  7,000  pages 

• more  than  10,500  illustrations 

• more  than  1,000  maps 

• over  700  contributors 


...OR  OPTION  NO.  2 (INCLUDES  ALL  THREE  OF  THE  ITEMS  BELOW) 


Webster's 
Third  New 
International 
Dictionary  Unabridged 

with  seven-language  dictionary 
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in- 


complete, 

unabridged 


Britannica 
World  Atlas 


World  Globe 


Encyclopaedia 

Britannica 


ALSO  INCLUDED  AT  NO  EXTRA  COST 


Full  10-year 
membership  in  the 
Britannica  Library 
Research  Service 

Receive  up  to  100  research 
reports  on  almost  any  sub- 
jects at  Britannica's  expense. 


Britannica  Study  Guides 

Home  study  series,  for  academic  and  career  advancement 


GET  DETAILS  NOW  ON  THIS  REDUCED  PRICE  OFFER  FOR  NORTHWEST  MEDICINE  READERS 


MAIL  THE  REPLY  CARD  BOUND  IN 
i AT  THE  UPPER  LEFT  TODAY! 


NO  STAMP  NEEDED 

NO  OBLIGATION 


REVIEWS 

Anatomy  of  the  Eye  and  Orbit,  Sixth  Edition 

By  Eugene  Wolff,  M.D.,  revised  by  R.  J.  Last.  Illustrated. 
529  pp.  Price  $19.00.  W.  B.  Saunders  Company,  Philadelphia, 
Pa.  1968. 

Now  in  its  sixth  edition,  this  remains  a great  book. 
Its  title  is  slightly  misleading,  since  it  covers  not 
only  the  gross  and  microscopic  anatomy  of  the  eye 
and  orbit,  but  also  the  visual,  oculomotor  and 
cephalic  autonomic  systems,  as  well  as  the  growth 
and  development  of  the  eye.  It  sparkles  with  nu- 
merous clinical  gems,  and  these  are  usually  printed 
in  italics.  Eugene  Wolff’s  own  dissections,  illustrated 
by  Maxwell’s  splendid  drawings,  are  primary  source 
material.  Unlike  Duke— Elder’s  ponderous  anatomy 
book,  Volume  II  in  the  System  of  Ophthalmology 
series,  this  book  is  not  only  a reference  work,  but 
also  a textbook.  It  can  be  read  by  the  chapter,  and 
although  meaty  it  reads  well.  It  is  recommended  for 
ophthalmologists  at  all  levels. 

There  are  omissions.  Hoyt’s  significant  work,  un- 
ravelling the  fiber  pathways  in  the  optic  nerve, 
chiasm  and  tract,  is  ignored.  The  important  studies 
of  Ashton,  Henkind  and  others  on  the  retinal  cir- 
culation are  overlooked.  Jampel’s  controversial 
studies  on  the  superior  oblique  muscle  are  not  men- 
tioned. And  curiously,  there  is  no  mention  of  blow- 
out fracture  of  the  orbit  in  the  otherwise  complete 
chapter  on  orbital  structures;  this,  in  spite  of  the 
enormous  clinical  interest  paid  to  the  subject  in  the 
past  five  years. 

The  last  edition  of  this  book,  published  in  1961, 
cost  $18.00  This  edition  is  priced  at  $19.00  If  in- 
flation proceeds  at  four  percent  a year,  it  should 
cost  $24.00.  Why  does  it  cost  less?  Presumably  be- 
cause it  is  so  little  changed.  It  is  29  pages  longer 
(total  now  529),  and  has  27  more  illustrations  (to- 
tal now  465),  25  of  which  are  new  electron  photo- 
micrographs. One  or  two  new  references  adorn  each 
chapter-end  bibliography.  A modest  amount  of  new 
material  appears  as  an  additional  sentence  here  and 
a short  paragraph  there.  But,  contrary  to  the  pub- 
lisher’s blurb,  the  book  has  not  been  “extensively 
revised,’’  and  holders  of  the  fifth  edition  are  advised 
vo  sit  tight.  It  is  a double  shame  that  the  publishers 
did  not  hold  off:  this  edition  really  was  not  justified; 
and  the  new  three  dimensional  studies  of  surface 
anatomy  of  the  eye  with  the  scanning  microscope, 
as  first  presented  in  October  1968  by  Spencer,  prom- 
ise to  revolutionize  our  concepts  of  ocular  histology. 
The  next  edition  of  this  book  will  be  worth  waiting 
for.  ■ 

HENRY  J.  L.  VAN  DYK,  M.D. 


ACHROMYCIN  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial—  bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. Blood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Suspected  tetracycline-sensitive  infection? 

While  waiting  for  the  results  of  the  sensitivity  test, 
start  the  therapy  likely  to  succeed. . . 


Although  of  course  it  can’t  replace  routine 
sensitivity  testing,  your  prescription  for 
\CHROM  Y CIN®  V,  in  a way,  provides  the 
iltimate  test  of  therapy  under  rigorous  in  vivo 
conditions. 

Because  ACHROM Y CIN®  V is  effective  in 
creating  so  many  common  infections— caused  by 
strains  of  tetracycline-sensitive  organisms— 
ioesn’t  stat  dosage  of  this  time- tested  antibiotic 
nake  good  sense? 

*—  Prescribing  Information 


ACHROMYCIN  V 


TETRACYCLINE 

The  price  differential 
is  inconsequential. 


CLASSIFIED  ADVERTISEMENTS 


All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  Box  368.  Forks,  Wa.  98331. 


OPHTHALMOLOGIST— For  80-man  Permanente  Clinic  serving 
the  Kaiser  Foundation  Prepayment  Insurance  Program  of 
Oregon.  Excellent  income,  insurance  benefits,  retirement 
program.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic. 
5055  N.  Greeley.  Portland,  Ore.  97217. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  with  1 other 
physician  in  beautifully  situated  Cascade  town  80  miles  east 
of  Seattle  by  4-lane  super-highway.  New  clinic  building  ad- 
jacent to  17-bed  hospital.  Basic  salary,  office,  personnel 
provided  by  local  pre-paid  medical  plans  plus  opportunity 
to  use  all  facilities  for  additional  private  practice.  Excel- 
lent climate,  schools  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann 
Lower,  Roslyn  Cle  Elum  Beneficial  Association  Hospital. 
Cle  Elum;  or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


INTERNIST  WANTED— To  join  7-physician  clinic  in  Central 
Washington  College  town.  Top  salary  with  partnership 
after  2 years.  Fine  clinic  facilities  and  new  hospital.  Write 
Box  27-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa 
98121. 


SEVERAL  SURGICAL  PRECEPTORSHIPS— For  one  or  two-year 
appointments.  Open  July  1,  1969  with  80-doctor  clinic.  If 
foreign  graduate,  ECFMG  and  immigrant  visa  required. 
American  board  credit  if  3-year  approved  residency  in- 
cluding senior  year  has  been  served.  Send  complete  cur- 
riculum vitae  first  letter.  Lewis  E.  Hughes,  M.D.„  Perma- 
nente Clinic.  5055  N.  Greeley,  Portland,  Ore.  97217. 


AN  ASSOCIATE  WANTED— Preferably  recent  graduate,  to 
share  complete  facilities  and  practice  with  solo  GP.  North- 
west Washington  small  town  with  general  hospital.  Write 
Box  28-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


NEUROSURGEON— The  Permanente  Clinic  seeks  a neurosur- 
geon. Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments,  re- 
tirement and  other  benefits.  Starting  income  $30,000.  Nor- 
man W.  Frink,  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland,  Ore.  97217. 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  'round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrators,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


OTOLARYNGOLOGIST— For  65-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland.  Ore.  97217. 


GENERAL  PRACTITIONER  WANTED-Associate  leading  to  full 
partnership;  salary  or  percentage  if  desired.  No  capital 
needed.  5-year-old  clinic,  7 exam,  rms.,  x-ray  & lab.; 
fully  equipped  and  staffed.  Established  practice  in  expand- 
ing Seattle  suburb.  Excellent  opportunity.  Write  E.  T. 
Egashira.  M.D..  3632  - 24th  S.,  Seattle.  Wa.  98108. 


UROLOGIST— The  Permanente  Clinic  seeks  a 3rd  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 years 
if  mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  Starting  income  $30,000.  Norman  W 
Frink,  M.D.,  The  Permanente  Clinic,  5055  N.  Greeley,  Port- 
land, Ore.  97217. 


GENERAL  PRACTITIONER— (US.  or  Canadian  trained)  to 
establish  practice  in  Blue  Springs  Hills  of  Southeastern 
Idaho  in  the  town  of  Malad  City  (110  miles  on  Interstate 
15  to  Salt  Lake  City).  Fully  accredited,  17-bed,  short-term 
hospital,  with  approved  funding  for  new  11-bed,  short- 
term and  14-22  bed,  long-term  hospital  to  serve  community 
area  population  of  5,000.  Six-room  suite  in  existing  hos- 
pital will  be  remodeled  and  provided  for  office  and  clinic. 
Experienced  RNs  available.  Reply  to  Administrator. 
Oneida  Hospital,  Malad  City,  Ida.  83252 


ANESTHESIOLOGIST— The  Permanente  Clinic  is  planning  to 
increase  the  Department  of  Anesthesiology  to  a 4-man  de- 
partment. Part  of  work  includes  supervising  nurse  anes- 
thesists.  Board  certified  or  board  eligible.  Partnership 
after  2 years  if  mutually  satisfactory.  Starting  income  open 
to  negotiation.  Progressive  increases  in  income,  various  in- 
surance benefits.  Norman  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTITIONERS— Several  positions  for  those  in- 
terested in  working  with  Department  of  Surgery  multi- 
specialty 80-man  clinic,  in  out-patient  dept.;  emergency 
room,  operating  room.  Partnership  in  two  years  if  mu- 
tually satisfactory.  Starting  income  $22,800,  insurance 
benefits  and  retirement  program.  Lewis  E.  Hughes,  M.D., 
Department  of  Surgery,  The  Permanente  Clinic,  5055  N 
Greeley,  Portland,  Ore.  97217. 


ORTHOPEDIST— The  Permanente  Clinic  seeks  a 5th  ortho- 
pedist. Board  certified  or  board  eligible.  Partnership  after 
2 years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $30,000 
Norman  W.  Frink,  M.D.,  The  Permanent  Clinic,  5055  N. 
Greeley,  Portland,  Ore.  97217. 


OPENING  FOR  GENERAL  PRACTITIONER— Established  GP  (19 
years)  in  Northwest  Washington  near  Tacoma  and  Seattle, 
needs  second  GP.  Adequate  office  space,  Lab,  x-ray,  EKG 
and  physiotherapy  in  office.  OB,  minor  and  intermediate 
surgery  desirable.  150-bed  open  staff  hospital.  New  hos- 
pital under  construction.  Partnership  opportunity.  Write 
Box  32-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


WANTED— General  practitioner  to  associate  with  two  well 
established  GP’s  in  North  Seattle.  Excellent  facilities.  On 
call  every  fourth  week-end.  Contact  William  F.  Mead, 
M.D.,  8118  Greenlake  Dr.  N.,  Seattle,  Wa.  98103. 


GENERAL  PRACTITIONERS  NEEDED-Excellent  opportunity 
for  two  GP's  to  develop  rewarding  practices  in  an  ex- 
panding progressive  community  of  6,000,  servicing  a 
population  of  14,000.  Several  types  of  group  association 
and  off-time  coverage  available.  Located  in  the  heart  of 
beautiful  Puget  Sound  country.  Mild  year  'round  climate 
offers  best  in  hunting,  fishing,  boating,  water  sports,  snow 
skiing  and  mountain  climbing.  Six  physicians  greatly 
overloaded.  New  $2  >'2  million  56-bed  general  hospital 
opened  October  1968.  Substantial  income  supplement  plus 
other  financial  assistance  designed  to  make  easy  transi- 
tion available  to  selected  physicians.  Reply  in  confidence 
to  Mr.  J.  B.  Stentz,  Shelton  General  Hospital  Foundation. 
P.  O.  Box  444,  Shelton,  Wa.  98584. 


GENERAL  PRACTITIONER  AND  PSYCHIATRIST-Positions  in 

Community  Center.  This  is  a pilot  program  developing 
programs  in  mental  health  and  mental  retardation.  For 
further  information,  write  or  call  (collect)  R.  T.  Hummel, 
M.D.,  Medical  Dir.,  Olympic  Center,  P.  O.  Box  4099,  Wycoff 
Station,  Bremerton,  Wa.  98310  (206)  ES  7-8511. 
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EMERGENCY  ROOM  PHYSICIAN— For  full-time  coverage  in 
expanding  154-bed  accredited  general  hospital.  Excellent 
guarantee  on  fee-for-service  basis.  Washington  State  li- 
cense required.  For  particulars,  contact:  Administrator, 
Good  Samaritan  Hospital,  Puyallup,  Wa.  (206)  TH  5-1743. 


GP,  INTERNIST  AND/OR  PEDIATRICIAN— Wanted  to  associate 
with  established  GP  in  new  Med. -Dental  Center  located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Financial  arrangement  open,  leading  to  partnership,  if 
desired.  Write  Box  33-A,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wa.  98121. 


PEDIATRICIAN  OR  GENERAL  PRACTITIONER— Badly  needed 
in  Olympic  Peninsula  area.  Located  one  hour  by  car  or 
ferry  from  downtown  Seattle.  Write  Drawer  “I”,  Port 
Orchard,  Wa.  98366. 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE Located  at  3601  S.  McClellan  Street. 

Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush.  Second  & Cherry,  Seattle,  Wash. 
98104. 


TO  SUBLET— Mercer  Island  office  of  975  sq.  ft.  in  estab- 
lished medical-dental  bldg.  For  details,  call  GL  4-2018. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350. 
Seattle  98104. 


OFFICE  SPACE,  BELLEVUE— Near  Overlake  Hospital.  Up  to 
2,000  sq.  ft.  in  building  with  established  group.  Part  or  all 
finished  to  your  needs.  GL  4-8111. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


OFFICE  SPACE  AVAILABLE— In  a clinic  building  across  the 
street  from  St.  Joseph’s  Hospital.  2,400  sq.  ft.,  ground  floor 
and  basement.  Radiant  heating  and  air  conditioned  for 
summer.  Population  of  Lewiston,  Ida.,  and  Clarkston,  Wa., 
valley,  approximately  37,000;  good  hunting,  fishing,  skiing 
and  boating  available.  Write  Mr.  Henry  Felton,  P.O.  Box 
365,  Lewiston,  Ida.  83501,  phone  (208)  743-1521 


OFFICE  SPACE  AVAILABLE— Eight  units,  approx.  800  sq.  ft. 
each.  New  professional  building  opening  Sept.  1969,  in 
Auburn,  Wash.  Near  freeway  interchange,  hospital,  and 
proposed  400-acre  shopping  center.  Call  TE  3-1170,  Auburn, 
or  write,  928  Auburn  Way  S.,  Auburn,  Wa.  98002. 


OFFICE  SPACE  FOR  RENT— In  Vancouver,  Wash.  Modern 
well-kept  brick  building,  shared  by  GP.  X-ray  equipment. 
2 (possibly  3)  examining  rooms,  private  office,  separate 
business  office.  Near  hospitals.  Contact  Mrs.  J.  C.  Wood- 
ward, Route  2,  Box  287,  Ridgefield,  Wa.,  (206)  695-1439. 


FOR  SALE— Excellent  North-Central  established  office  with 
rented  dental  area.  Wish  to  sell  property  with  or  without 
equipment.  This  could  be  a tax  shelter,  income  property 
or  an  easy  way  to  beat  high  rents.  4 examining  rooms, 
x-ray,  lab.,  consultation,  storage.  $71,000.  Write  Box  34-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


MEDICAL  CLINIC  FOR  LEASE— Raleigh  Hills-Beaverton  area, 
Portland,  Ore.  1,440  sq.  ft.,  air-conditioned.  Business  office 
with  annex,  3 exam  rooms,  2 offices,  2 baths,  surgery.  Con- 
tact Mr.  Henkelman,  P O.  Box  25099,  Portland,  Ore.  97225. 


RETIRE  ON  BEAUTIFUL  HOOD  CANAL— Waterfront  homes. 
Excellent  for  retirement  or  a second  home  on  the  beach. 
For  your  viewing  pleasure  call  or  write  Mr.  Harvey,  Alder- 
brook  Inn,  Union,  Wa.,  or  call  Seattle  MA  2-2404. 


EQUIPMENT 


BLOOD  PRESSURE  THE  EASY  WAY— Electronic— your  office 
assistant  can  read  pressure  without  mistake.  You’ll  like  it 
too.  See  our  ad  on  this  page  and  use  the  coupon.  Charles 
B.  Krausi,  agent,  Graham,  Washington. 


ACCURATE  - EASY  - SIMPLE 
NO  STETHESCOPE  - NO  GUESSING 


ft 


Read  blood  pressure  electronically 
with  SPHYGMOSTAT  ELECTRONIC 
BLOOD  PRESSURE  METER 

Precise  indication,  systolic  and  diastolic  by  sight 
or  by  sound  or  both.  Lifetime  guarantee 

MODERN  - EFFICIENT  — RELIABLE 

Write  for  information: 


Name 

Address 

Zip- 

CHARLES  B.  KRAUSI,  agent 

Route  1,  Box  313 
Graham,  Washington  98338 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — July  13-17,  1969,  New 
York  City:  June  21-25,  1970,  Chicago; 
June  20-24,  1971,  Atlantic  City. 


AMA  Clinical— Nov.  30-Dec.  3,  1969, 

Denver;  Nov.  29-Dec.  2.  1970,  Bos- 
ton; Dec.  1-4,  1974,  Portland,  Ore. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — Annual 
Meeting,  July  2-5,  1969,  Sun  Valley; 
July  1-5,  1970,  Sun  Valley;  June  30- 
July  4,  1971,  Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico — Sept.  24-27,  1969,  Albu- 

querque, New  Mexico. 

Exec.  Sec.,  Mrs.  Virginia  E.  Bryant, 
Phoenix,  Ariz. 


North  Pacific  Pediatric  Society — March 
5-8,  1969,  Hilton  Hotel,  Portland; 
Sept.  28-Oct.  1,  1969,  Northshore 
Lodge,  Coeur  d’Alene,  Idaho. 

Pres..  William  A.  Jaquette,  Jr.,  Mer- 
cer Island,  Wash. 

Sec.,  Leslie  Mackoff,  Seattle.  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting.  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland.  Interim  Clinic 
Meeting,  May  2-3,  1969,  Davenport 
Hotel,  Spokane,  Wash. 

Pres.,  Bruce  R.  Zimmerman,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 


Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  23-25,  1969, 
Bayshore  Inn,  Vancouver,  B.C. 
Pres.,  George  Norton,  Vancouver, 
B.C. 

Sec.,  Harold  M.  Spiro.  Vancouver, 
B.C. 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  13-15,  1969,  Hilton 
Inn,  San  Diego 

Pres.,  Roy  R.  Matteri,  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


OREGON 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov. ; Annual  Meeting,  Feb. 
21-22,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting,  Apr.  9,  1969. 

Pres.,  David  Frisch,  Portland 
Sec.,  Troy  R.  Rollins.  Portland 


Oreron  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  P.  H.  Blachly.  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association— 2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club, 
Portland. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B Sayler,  Portland 


Oregon  Society  of  Allergy — N.W.  Al- 
lergy Forum,  May  9-10,  1969,  Dunes 
Hotel,  Lincoln  City,  Ore.  Annual 
Meeting,  September  1969. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Soc.  of  Internal  Medicine — 1st 
Wed.,  Portland.  Annual  Meeting, 
May  15-17,  1969,  Salishan,  Gleneden 
Beach,  Ore. 

Pres.,  R.  K.  Hoover.  Eugene 
Sec.,  Marvin  C.  Goldman,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.,  Jan. 
through  May).  Heathman,  Portland. 
Annual  Meeting,  Nov.  22,  1969. 
Pres.,  Ivan  Langley,  Portland 
Sec..  Enrique  deCastro.  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell.  Portland 


Oregon  Urological  Society — Ouarterlv 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — last 
Fri.  (Sept. -May  except  Nov.,  3rd 
Fri.)  Congress  Hotel,  Portland. 
Pres.,  Paul  Metzger,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academv  of  Psychiatry — 4th 
Tues.  (Jan. -May.  Sept.-Nov.);  An- 
nual Meeting,  May  27,  1969. 

Pres.,  Grant  B.  Hughes.  Portland 
Sec.,  Kenneth  G.  Paltrow,  Portland 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May).  Annual  Meeting,  May 
9-10,  1969,  Benson  Hotel,  Portland. 
Pres.,  Thomas  R.  Montgomery,  Port- 
land 

Sec.,  J.  Gordon  Grout.  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Howard  Pyfer,  Seattle 
Sec..  Leonard  Nevler,  Seatile 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Pres.,  Samuel  H.  Tarica,  Seattle 
Sec.,  Rick  L.  Johnson,  Seattle 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec..  D.  F Milam.  Jr.,  Bellevue 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.);  Annual  Fall  Assembly, 
Sept.  19-20,  1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Fri. 

(Sept.-May).  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May). 

Pres.,  Alexander  H Bill,  Jr.,  Seattle 
Sec.,  Joseph  J Koutsky,  Seattle 


Spokane  Society  of  Internal  Medicine 
— Annual  Meeting,  March  8,  1969, 
Ridpath  Hotel. 

Pres.,  Robt.  W.  Burroughs,  Spokane 
Sec.,  Wayne  L.  Attwood,  Spokane 

Spokane  Surgical  Society — Quarterlv 
Annual  Meeting  March  29,  1969, 

Ridpath  Hotel. 

Pres.,  George  T.  Wallace,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine—4th  Tues.  Ceccanti’s  Res- 
taurant. Annual  Meeting,  March  8, 
1969. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  3,  1969. 

Pres.,  Theodore  R.  Haley,  Tacoma 
Sec.,  Robert  W.  Florence,  Tacoma 


Washington  Academv  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H Rosenberg.  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy — 
Northwest  Allergy  Forum,  May  16- 
17,  1969. 

Pres.,  Robert  Rudd,  Bellingham 
Sec.,  Stanley  Zeitz,  Seattle 


Washington  State  Society  of  Anes- 
thesiologists — Quarterly.  Seattle. 
Annual  Meeting,  Sept.  13,  1969. 

Pres.,  Richard  L.  Pokorny,  Spokane 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres..  Albert  W.  Bostrom,  Yakima 
Sec  . Richard  E.  Muzzall,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  ihe 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele* 
phone  at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 

Physicians 
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In  childhood 


■ - 


Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
'Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma, 


hypotonic  reflexes,  nystagmus,  pinpoint  pupils, 
tachycardia;  continuous  observation  is  necessary. 
Adverse  Reactions:  Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizziness, 
vomiting,  pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema,  giant  urticaria, 
lethargy,  anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums,  euphoria, 
depression  and  malaise.  Respiratory  depression  and 
coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are  as  follows: 


diarrheas . . . 


• careful  supervision 

• electrolyte  replacement 

• specific  anti-infective  therapy 
and... 

LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

LOMOTIL  in  conjunction  with  specifically  indicated  medical 
management  may  be  lifesaving  in  children  with  severe 
diarrhea. 

Lomotil  lowers  the  excessive  intestinal  propulsion  characteristic 
of  diarrhea.  This  reduction  of  precipitate  intestinal  flow  allows  a 
normal  or  more  nearly  normal  reabsorption  of  fluid  and  electrolytes 
and  counteracts  the  dehydration  so  hazardous  to  children. 

Moreover,  eight  years’  experience  has  demonstrated  that  Lomotil 
controls  diarrhea  with  a minimum  of  unwanted  secondary  actions. 

Senra  del  Valle  and  his  associates1  conducted  a study  of  477 
children  with  diarrhea,  most  of  whom  were  hospitalized  with  the 
disorder.  Lomotil,  used  in  407  of  the  children,  shortened  the  dura- 
tion of  the  diarrhea. 

Grinszpan,  Goldstein  and  Divito2  used  Lomotil  in  20  children 
with  diarrhea  and  also  reported  a prompt  disappearance  of  diarrhea. 
Harris  and  Beveridge3  in  a double-blind  study  of  50  children  with 
diarrhea,  however,  found  no  clear  pattern  to  suggest  that  Lomotil 
influenced  the  course  of  the  condition. 

Michener,  Brown  and  Turnbull4  added  evidence  supporting  the 
beneficial  effects  of  Lomotil  in  80  children,  concluding  that  Lomotil 
was  highly  useful  in  controlling  abdominal  cramping,  diarrhea  and 
hypermotility. 


Children:  Total  Daily  Dosage 

3-6  mo. ...  1/2  tsp.*  t.i.d.  (3  mg.)  J J J 
6-12  mo. . .1/2  tsp.  q.i.d.  (4  mg.)  | 4 J J 

1- 2yr 1/2  tsp.  5 times  daily  (5  mg.)  |1  J f J j[ 

2- 5yr 1 tsp.  t.i.d.  (6  mg.)  J | | 

5-8 yr 1 tsp.  q.i.d.  (8  mg.)  U H 

8-12yr. ...  1 tsp.  5 times  daily  (10  mg.)  J | J ^ J 

Adults: ....  2 tsp.  5 times  daily  (20  mg.)  44  U U li 

or  2 tablets  q.i.d.  eo 

•Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low 
as  one-fourth  the  initial  daily  dosage. 


References: 

I.  Senra  del  Valle,  A.;  Linfante  de  Rufinelli,  E.  B.; 

Brumetti,  E.,  and  Rossi,  R.  H.:  El  chlorhidrato  de 
difenoxilato  en  las  diarreas  infantiles,  Sem.  Med.  (Buenos 
Aires)  127: 475-484  (Oct.  4)  1965.  2.  Grinszpan,  I.  L.; 
Goldstein,  A.,  and  Divito,  J.:  El  chlorhidrato  de  difenoxilato 
en  las  diarreas  infantiles,  Sem.  Med.  (Buenos  Aires) 
725:758-763  (Aug.  27)  1964.  3.  Harris,  M.  J.,  and  Beveridge, 

J. :  Diphenoxylate  in  the  Treatment  of  Acute  Gastro-Enteritis 
in  Children,  Med.  J.  Australia  2: 921-922  (Nov.  27)  1965. 

4.  Michener,  W.  M.;  Brown,  C.  H.,  and  Turnbull,  R.  B.,  Jr.: 
Ulcerative  Colitis  in  Children.  II.  Medical  and  Surgical 
Therapy,  Amer.  J.  Dis.  Child.  708:236-242  (Sept.)  1964. 
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Alternatives  to 
Stored  Pooled  Plasma 


PLASMANATE® 

Plasma  Protein  Fraction 
(Human)  5%  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na  - 110  mEq  L 
Cl  - 50  mEq  L 

K -0.25  mEq  L 

Na  — 1 54  mEq  L 
Cl  - 124  mEq  L 
K — .03  to  .05  mEq  L 

Na  - 142  mEq  L 
Cl  - 103  mEq  L 
K - 5 mEq  L 

Plasma 

Proteins 

Present 

Albumin  — 88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  — 57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 

Gamma  Globulin  — 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4/2% 

Plasmanate 

Plasma  Protein  Fraction 
(Human),  5%  Solution,  U.S.P. 


Plasmanate®  is  available  in  50  ml.  vial  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  set. 

World  Leader  in  Human  Plasma  Fractions 

CUTTER  JlcUtxvuitosUeA,  Inc.,  Berkeley,  Calif.  94710 
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"Medical  societies  and  individual 
physicians  in  every  community  owe  it 
to  themselves  and  the  public  to  partici- 
pate constructively  in  CHP." 

see  page  259 


• Guardian  Against  Ghosts,  The  Washington  State 
Basic  Science  Board 


• Market  Analysis  for  Suicide  Prevention 


• Medication  Errors  in  Hospitals 

• Athletic  Performance  at  Moderate  Altitude 
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if  cough 
serves  no 
purpose 


it  works 

(usually 
for  10  to  12 
hours*) 


s» 


tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 

indications  : Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

* dosage:  Adults:  1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours. 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 

side  effects  i May  include  mild  constipation,  nausea,  facial 
pruritus,  or  drowsiness. 

For  complete  detailed  information,  refer  to  package  insert  or 
official  brochure. 


Strasenburgh  Laboratories  Division  ' 

Wallace  & Tiernan  Inc.,  Rochester,  N.  Y.  14623 


coughing 
is  not  a harmless 
privilege” 


■Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88- 
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CORRESPONDENCE 


i 

i 


This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


DMA  or  AMA? 

Mount  Vernon,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Re:  President’s  Page,  January  1969  issue. 

Destroy  the  AMA?  But  of  course— why  shouldn’t 
we?  Since  it  does  represent  the  status  quo,  it  has 
got  to  go.  It  seems  only  right  that  the  AMA  should 
be  destroyed  when  one  considers  that  the  philosophy 
of  “destruction”  has  killed  God,  ripped  the  family 
asunder,  spat  on  the  flag,  wrecked  havoc  with 
moral  fibre,  glorified  our  enemies,  and  sold  out  our 
friends.  In  light  of  the  preceding,  what  makes  the 
AMA  think  it  has  a right  to  survive? 

Medical  ethics,  like  a worthwhile  civilization 
(whether  this  be  ancient  Athens  or  the  United 
States  of  America)  are  not  built  in  a day,  or  even 
ten  thousands  days,  but  they  can  be  destroyed  in 
one  generation  as  they  have  been.  The  rebuilding 
process,  unlike  the  Phoenix  which  arises  out  of  the 
ashes  of  its  own  destruction,  is  going  to  take  a long 
time,  and  it  will  be  done  by  opposing  falsehoods 
with  truth,  blasphemy  with  reverence,  foul  means 
with  good  means,  pragmatism  with  respect  for 
absolutes,  hedonism  with  a more  responsible  pursuit 
of  pleasure,  and  nihilism  with  the  pride  of  tradition. 
Make  no  mistake  about  it,  it  shall  be  done— not 
with  methods  that  “could  compare  to  those  of 
multiple  communist  cells  boring  into  government,” 
but  with  the  openhandedness  that  comes  with  pride 
in  doing,  not  stealth  in  conspiring. 

And  since  Dr.  Watts  has  posed  the  question  con- 
cerning the  AMA,  “replace  it  with  what?”  might 
I suggest  to  those  who  are  for  its  destruction  that 
they  organize  the  DMA  (Doctors  for  Medical  An- 
archy). This  would  do  for  moss-backed  reaction- 
aries like  myself  who  are  not  all  atitter  over  the 
prospects  of  AMA  destruction. 

Let  me  simply  urge  that  we  patiently  try  to 
restore  to  both  our  profession  and  its  association 
the  respect  that  it  once  enjoyed. 

Fraternally, 

BEN  R.  BRYANT,  M.D. 

Correspondence  continued  on  page  208 


ARLIDIN 

(NYLIDRIN  HC1) 


helps  alleviate 
these  symptoms 

intermittent  claudication,  pain, 
ache,  spasm,  paresthesias,  numbness, 
coldness 

associated  with 
these  peripheral 
vascular  disorders 

arteriosclerosis  obliterans,  thrombo- 
angiitis obliterans  (Buerger’s  disease), 
diabetic  vascular  disease,  night  leg 
cramps,  Raynaud’s  phenomenon  and 
disease,  ischemic  ulcers,  acrocyanosis, 
acroparesthesia,  frostbite,  livedo  retic- 
ularis, thrombophlebitis,  cold  feet/ 
legs/hands 

Contraindication:  Acute  myocardial  in- 
farction. Precautions. -Use  with  caution 
in  the  presence  of  a recent  myocardial 
lesion,  paroxysmal  tachycardia,  severe 
angina  pectoris,  thyrotoxicosis.  A dverse 
Reaction:  Occasional  palpitation. 
Dosage:  Usual  effective  dosage  Vi  to 
1 tablet  t.i.d.  or  q.i.d.;  increased,  if 
necessary,  to  2 tablets  t.i.d.  or  q.i.d. 
Parenterally,  0.5  cc.  by  subcutaneous 
or  intramuscular  injection;  increased 
gradually  to  1 cc.  one  or  more  times 
daily,  as  needed.  Supplied:  Tablets, 

6 mg.,  scored;  bottles  of  100  and  1000. 
Parenteral,  5 mg.  per  cc.,  1 cc.  ampuls 
(5  per  box);  10  cc.  multiple-dose  vials 
(1  per  box).  Consult  product  brochure. 


(USV) 

USV  PHARMACEUTICAL  CORP 

New  York,  N.Y.  10017 

Producers  of  DBD-TD  (phenformin  HC1) 


Cold  feet 
can  be 
more  than 
skin  deep 


Because  cold  extremities  may  be  a symptom  of  impaired  blood  flow  in 
deeper  peripheral  tissues,  “skin  deep”  vasodilators  may  not  be  enough. 

Arlidin,  unlike  peripheral  vasodilators  that  act  primarily  on 
superficial  vessels,  increases  blood  flow— deep  down— through  an 
unusual  double  action: 

1 . Arlidin,  like  exercise,  dilates  arteries  and  arterioles  in  skeletal  muscle. 

2.  Arlidin,  like  exercise,  increases  cardiac  output— an  action  un- 
common in  a peripheral  vasodilator,  but  important  in  helping  to 
prevent  marked  blood-pressure  changes  during  vasodilation. 


These  exercise-like  benefits  help  relieve  not  only  coldness  but  also 
more  deep-seated  symptoms  of  peripheral  vascular  disease  such 
as  intermittent  claudication,  night  leg  cramps,  pain,  ache  and  spasm. 

works  deep  in  muscle  to  improve  circulation 

(NYLIDRIN  HC1) 

See  adjacent  page  for  brief  summary  of  prescribing  information. 
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Eye  Effects  of  DMSO 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

Since  the  publication  of  our  manuscript,  “Eye 
Effects  of  DMSO,  Report  of  Negative  Results,”  in 
the  January  1969  issue  of  northwest  medicine, 
pages  39-41,  inquiries  have  been  received  which 
seems  to  justify  the  publication  of  additional  in- 
formation related  to  this  study. 

The  purpose  of  this  report  was  to  determine 
whether  DMSO,  used  for  short  periods  of  time, 
represented  a threat  to  eyes  and  for  this  reason  five- 
seven  times  the  average  human  dose  was  used. 
The  protocol  was  designed  by  Richard  Brobyn  and 
included  numerous  other  toxicological  and  pharma- 
cological parameters  than  those  reported  in  this 
publication.  These  data  will  be  published  elsewhere 
by  other  investigators.  The  research  plan  was  pre- 
sented to  representatives  of  the  Food  and  Drug  Ad- 
ministration before  its  initiation  in  the  Medical 
Facility  at  Vacaville,  California. 

Written  consent  was  obtained  from  all  volunteers 
and  dozens  of  applicants  were  medically  screened  to 
obtain  a “normal  healthy”  population.  The  screen- 
ing process  included  a large  variety  of  laboratory 
procedures  and  other  examinations  made  by  a team 
of  physician  specialists.  Because  of  this  initial 
thorough  evaluation  reasonably  accurate  base-line 
values  were  obtained  before  treatment  started. 

Patients  were  weighed  regularly  so  that  the  ob- 
server could  measure  daily  quantities  of  the  80 
percent  DMSO  gel  to  correspond  with  the  estab- 
lished equivalent  of  1.0  g/kg  dosage.  Technical 
observers  supervised  the  treatments,  which  were 
made  over  the  entire  surface  of  the  body,  except 
the  soles  of  the  feet,  and  took  approximately  30 
minutes  for  completion.  Volunteers  then  remained 
standing  until  the  skin  was  pronounced  dry,  by  an 
observer.  The  drying  process  took  upwards  to  2 
hours.  Skin  penetration  and  absorption  of  dermally 
applied  DMSO  has  been  reported  by  many  workers. 
(Arch  Derm  90:512,  1964;  Int  J Radiat  Biol  3:101, 
1961;  Arzneimittelforschung  15:1292,  1965;  Arz- 
neimittelforschung  15:1295,  1965;  J Pharmacol  Exp 
Ther  154:176,  1966;  J Pharmacol  Exp  Ther  155:309, 
1967;  NY  Acad  Sci  141:65-95,  1967.) 

The  follow  up  periods  were  selected  to  provide 
maximum  information  which  could  be  correlated 
with  lens  changes  observed  in  small  animals  treated 
at  much  higher  dosages.  They  were  also  selected  to 
evaluate  transient  serum  enzyme  changes  previously 
reported  in  the  literature. 

The  fate  and  metabolism  of  DMSO  has  received 
considerable  attention  (J  Pharmacol  Exper  Ther 
154:176,  1966;  J Pharmacol  Exper  Ther  155:309, 


1967;  NY  Acad  Sci  141:  65-95,  1967;  and  Inter- 
nationales Symposium  am  8./9.  November  1966  in 
Wien,  Saladruck,  Berlin,  58-67,  1966).  In  all  animal 
species  studied,  including  man,  present  scientific 
evidence  suggests  DMSO  is  metabolized  to  either 
dimethyl  sulfide,  a gas  exhaled  by  the  breath,  or 
dimethyl  sulfone,  a product  excreted  concurrently 
with  unchanged  DMSO  in  the  urine.  The  presence 
of  breath  odor,  as  was  observed  in  the  DMSO 
treated  volunteers  of  this  study,  supports  the  thesis 
that  DMSO  was  absorbed  and  metabolized. 

Administration  of  a single  DMSO-3r,S  dose  of 
0.55  g/kg  to  rats,  resulted  in  a wide  distribution 
of  the  isotope  (J  Pharmacol  Exper  Ther  154:176, 
1966).  Within  4 hours  the  compound  was  found  in 
every  organ  studied  including  the  lens.  Similar  find- 
ings have  been  reported  elsewhere  (NY  Acad  Sci 
141:65-95,  1967).  One  can  only  assume  that  the 
same  general  distribution  of  DMSO  would  be  found 
in  treated  humans.  It  should  be  remembered  that 
Vacaville,  California  study  used  much  larger  doses 
than  the  isotope  studies,  and  treatment  was  over  a 
12-week  period. 

Sincerely, 

DON  C.  WOOD,  PH.D. 


Meeting  Needs  for  Library  Service 

Editor,  NORTHWEST  MEDICINE: 

You  might  wish  to  include  some  information  on 
the  Pacific  Northwest  Regional  Health  Sciences  Li- 
brary’s first  quarter  of  operation,  October  to  Decem- 
ber 1968. 

We  filled  directly  3,122  out  of  3,490  requests 
received  (close  to  90  percent);  by  state:  2,268  or 
65  percent  from  Washington,  259  (7  percent)  from 
Oregon,  250  (7  percent)  from  Idaho,  318  (9  percent) 
from  Montana  and  386  (11  percent)  from  Alaska. 
When  the  percentage  of  physicians  from  each  of 
the  states  is  also  introduced  some  interesting  com- 
parisons come  to  light:  Oregon’s  relatively  high 
number  of  physicians  (31  percent  of  the  region) 
accounted  for  only  7 percent  of  the  requests,  yet 
Alaska  with  only  2 percent  of  physicians  accounted 
for  11  percent  of  all  requests.  Perhaps  this  only 
reflects  the  fact  that  in  one  case  a well-established 
medical  library  continues  to  serve  its  accustomed 
clientele  and  uses  the  Regional  Library  merely  as 
an  easily  accessible  additional  resource,  while  in 
the  other,  an  aggressive  library  service  but  with 
meager  local  holdings  will  stimulate  informational 
requirements  and  establish  the  value  of  a regional 
library  when  local  conditions  are  below  par. 

We  think  we  did  rather  well  on  response  time 
too:  46  percent  were  filled  and  mailed  the  same  day, 
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71  percent  by  the  end  of  the  first  clay  after  day  of 
receipt.  Delays  are  often  incurred  because  of  in- 
adequate or  erroneous  information  on  requests— 
another  incentive  for  the  regional  library  to  hasten 
a program  for  training  library  and  institutional  per- 
sonnel. 

Sincerely, 

gerald  j.  oppenheimer,  Director 
Pacific  Northwest  Regional 
Health  Sciences  Library 

Mr.  Oppenheimer  is  demonstrating  what  a dedi- 
cated, professionally  directed  library  service  can 
do  to  meet  needs  of  a five  state  region.  Preceding 
this  first  report  are  years  of  planning  and  dreaming. 
There  have  been  delays  and  frustrations  but  the 
service  is  finally  a reality.  It  will  grow  because 
there  is  need,  recognition  of  need,  and  desire  to 
meet  it.  Ed. 

• 

We  Have  Failed  to  Face  Deficiencies 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

The  fact  that  only  recently  I encountered  your 
editorial  in  the  November  issue  of  northwest  medi- 
cine, indicates  how  far  behind  I am  in  reading  the 
journals  that  pass  over  my  desk.  This  editorial  (con- 
sistent with  the  incisiveness  of  many  others  you  have 
written)  is  of  such  importance  that  I hope  it  did 
not  pass  unnoticed  by  our  medical  colleagues.  The 
contrast  in  the  care  of  the  two  patients  which  you 
cited  brings  home  only  too  vividly  the  fact  that  any 
one  of  us  or  members  of  our  families  may  die  need- 
lessly, and  that  the  quality  of  care  that  any  of  us 
might  receive  would  be  out  of  our  control  and  totally 
accidental,  depending  upon  where  the  accident  oc- 
curred. 

For  some  time  now,  I have  been  impressed  with 
the  fact  that  we  in  America  and  in  the  State  of 
Washington  have  failed  to  face  the  deficiencies, 
some  of  which  you  alluded  to  with  regard  to  the 
management  of  the  traumatized  patient.  Why  is  it 
that  we  in  this  State  do  not  have  a well-publicized, 
single  telephone  number  that  might  be  called  to  a 
central  agency  when  an  accident  occurs  so  that  the 
police  and  ambulance  activities  may  be  coordinated 
and  centrally  dispersed?  Why  isn’t  radio  contact 
standard  operational  procedure  between  all  ambu- 
lances and  emergency  rooms  so  that  the  latter  might 
anticipate  the  number  of  individuals  involved,  the 
seriousness  of  the  problems,  etc.  so  that  better  mo- 
bilization of  personnel  and  materials  can  be  made? 
Aren’t  we  all  aware  that  the  nearest  hospital,  be- 
cause of  the  lack  of  immediately  available  and 
qualified  staff,  etc.,  isn’t  necessarily  the  best  in  such 


emergencies?  Would  it  be  better  in  some  instances 
to  move  such  patients  by  helicopter,  for  example 
during  rush  hour  when  the  access  of  ambulances  to 
the  injured  may  be  greatly  hampered?  This  in- 
creased expense  might  be  well  worth  the  salvaging 
of  life  and  limb. 

If  we  can  agree  with  the  premise  that  better  care 
of  the  injured  would  result  from  attention  to  some 
of  the  items  mentioned,  it  seems  to  me  that  other 
concerns  of  the  medical  community  could  be  arbi- 
trated in  a rational  fashion.  While  not  minimizing 
the  importance  of  the  latter,  they  must  of  necessity, 
be  secondary  to  our  concern  for  the  public  good. 
Many  members  of  the  medical  society,  I know,  have 
devoted  important  time  and  effort  (often  frustrating) 
in  this  and  related  matters.  Undoubtedly,  many  of 
the  items  raised  have  been  discussed.  Somehow, 
however,  what  constitutes  recognition  as  a trauma 
center  must  not  only  be  defined  but  also  designated 
in  some  official  manner  as  having  fulfilled  the  re- 
quirements. The  public  is  entitled  to  be  educated 
and  cognizant  in  these  matters.  Perhaps  periodic 
inspection  and  recertification  is  necessary  by  some 
“agency.”  Certainly,  where  a trauma  center  exists 
in  the  University  orbit,  we  are  fully  aware  of  the 
importance  of  establishing  an  ongoing  research  unit 
dedicated  to  furthering  our  understanding  of  the 
injured  in  order  eventually  to  render  better  care. 
Unfortunately,  to  date,  funding  has  not  been  possi- 
ble, but  looks  more  promising  than  in  the  past. 

Obviously,  the  problems  are  many,  and  cannot  be 
immediately  resolved,  but  it  seems  to  me  that  some 
things  can  be  done  which  are  self-evidently  valuable 
and  not  inordinately  expensive  that  do  not  require 
a concensus  for  activation  if  they  were  to  be  brought 
to  the  attention  of  the  proper  individuals. 

May  I once  again  express  to  you  my  appreciation 
for  this  excellent  editorial.  As  you  implied,  we  are 
far  behind  the  State  of  Nebraska  in  this  matter,  and 
it  is  my  impression  that  we  are  also  far  behind 
certain  European  countries  in  the  optimal  manage- 
ment of  the  injured  patient. 

Sincerely  yours, 

K.  ALVIN  MERENDINO,  M.D. 


How  to  Get  Paid  for  Treating 
Military  Patients 

Editor,  northwest  medicine: 

There  seems  to  be  considerable  confusion  among 
the  civilian  medical  profession  as  to  where  and  how 
to  bill  the  Army  for  services  rendered  to  military 
personnel. 

We  believe  the  following  notice  will  help  your 

continued  on  page  211 
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heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


* 


% 


k 


astro 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex . . . 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 
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readers  and  relieve  their  frustration  by  giving  them 
a definite  guideline  for  collection  of  their  fees: 
Payment  to  civilian  sources  for  emergency  profes- 
sional services  rendered  to  military  personnel  who 
are  on  active  duty  (as  contrasted  to  retired,  or  in- 
active members  of  the  National  Guard  or  Reserve) 
is  the  responsibility  of  the  Surgeon  of  the  geo- 
graphical area  in  which  such  services  are  provided. 
Collection  cannot  be  made  from  the  Office  for  the 
Civilian  Health  and  Medical  Program  for  the  Uni- 
formed Services  (OCHAMPUS),  Denver,  Colo.,  or 
its  fiscal  agents,  who  are  responsible  only  for  the 
payment  of  medical  care  rendered  to  authorized 
dependents  and  retired  military  personnel. 

When  a patient  is  identified  as  an  Army  member, 
on  active  duty,  notification  should  be  made  im- 
mediately by  telephone  to  the  appropriate  Army 
headquarters,  reporting  where  the  individual  is  and 
the  nature  of  the  treatment  required.  The  cost  of 
the  telephone  call  will  be  reimbursed  with  the  other 
charges. 

The  Army  headquarters  will  advise  the  caller 
about  the  administrative  management  of  the  pa- 
tient, and  how  to  submit  the  bills  for  service. 

Physicians  in  Oregon,  Washington  and  Idaho  may 
notify  Headquarters  Sixth  U.S.  Army,  Commanding 
General,  Attn:  Surgeon,  Presidio  of  San  Francisco, 
Calif.  94129;  telephone,  Area  Code  415,  Weekdays: 
561-3945  or  561-4287.  Nights,  weekends  and  holi- 
days: 561-2497  or  561-2780. 

Sincerely, 

JOSEPH  ISRAELOFF 

Chief,  Technical  Liaison  Office 

• 

New  Fee  Policy 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

To  provide  free  and  unrestricted  choice  of  physi- 
cian and  hospital,  the  Board  of  Trustees  of  the 
Western  Washington  Laborers— Employers  Health 
and  Security  Trust  Fund  have  selected  National 
Health  Assurance  as  the  carrier  for  the  hospital- 
surgical-medical  and  loss-of-time  benefits  of  the 
Trust  Program.  Our  parent  company,  Pacific  Na- 
tional Life  Assurance  Company,  will  be  the  carrier 
for  the  Life  Insurance  portion.  The  new  program 
became  effective  March  1,  1969. 

Of  particular  importance  to  your  readers  is  the 
fact  that  NHA  will  pay  for  all  contract  benefit 
services  of  any  licensed  physician  and  surgeon  on 
the  basis  of  the  usual,  customary  and  reasonable 
fees  charged  in  the  same  locality  to  patients  of  the 
same  socio-economic  status  as  members  of  this  Trust 
Program. 


Also  of  particular  importance  to  physicians  and 
their  office  personnel  is  that  no  change  is  required 
in  their  regular  method  of  billing  and  collecting  from 
NHA.  Most  physicians  already  have  our  “Physician 
Statement”  forms  on  hand  and  are  accustomed  to 
billing  us  direct  and  being  paid  directly  without 
need  for  assignments,  complicated  certification 
forms  or  other  red-tape. 

Identification  cards  will  be  furnished  (one  for 
each  eligible  employee  and  one  for  his  dependents) 
giving  the  employee’s  name,  social  security  number 
and  contract  number.  This  information  should  be  in- 
cluded on  all  bills  to  enable  prompt  handling  and 
the  bills  sent  direct  to  our  Seattle  office  for  pro- 
cessing. 

The  most  frequent  request  we  have  had  from 
members  of  the  medical  profession  is  that  we  adopt 
the  “usual  and  customary”  approach  to  payment 
for  doctor  services,  and  we  have  had  many  assur- 
ances that  the  confidence  and  trust  in  the  profes- 
sion required  by  this  program  would  not  be  mis- 
placed. 

To  the  best  of  our  knowledge,  this  is  the  first 
contract  an  insurance  company  has  written  on  the 
“usual  and  customary”  basis  in  the  state  of  Wash- 
ington. On  behalf  of  all  concerned,  we  solicit  your 
earnest  cooperation  in  helping  us  prove  the  feasi- 
bility of  this  concept. 

Sincerely, 

CLYDE  W.  KINCAID 

Professional  Relations  Manager 
National  Hospital  Association 

Fourth  Alternative? 

Olympia,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Re:  your  editorial:  Basic  Science  Problems. 

May  I suggest  a fourth  and  possibly  best  alterna- 
tive. 

The  reciprocity  provision  can  be  applied  only 
to  the  National  Board  Medical  examinations. 

I believe  the  National  Board  examinations  have 
stood  the  test  of  time  in  equality  and  fairness  with 
which  these  examinations  are  conducted. 

This  permits  a reasonable  appraisal  of  the  doc- 
tor’s ability  on  a national  basis  and  permits  local 
state  boards  to  concentrate  their  efforts  on  evalu- 
ation of  applicants  on  other  important  aspects  of 
the  problem,  particularly  character  deficiencies,  some 
of  which  may  have  made  their  appearance  after  the 
concerned  individual  doctor  completed  his  formal 
medical  and  hospital  training. 

Sincerely, 

T.  R.  INGHAM,  M.D.  F.A.C.S. 
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Ahigh 
index  of 


suspicion: 


E.coli 


How  high  is  the  “index  of  suspicion”  for  E.  coli  in 
urinary  tract  infections? 

Recently  it  has  been  estimated  that  about  86  per 
cent  of  positive  cultures  in  first  attacks  of  urinary  tract 
infection  are  E.  coli.1  It  has  been  similarly  noted  that 
“The  coliform  group,  especially  E.  coli,  accounts  for 

approximately  90  per  cent  of  initial  infections ”2 

Consider  wide-spectrum  Gantanol®  (sulfamethoxazole) 
for  its  high  “index  of  confidence”— its  proven 
effectiveness  against  E.  coli  and  other  sensitive  gram- 
negative and  gram-positive  pathogens.  Therapeutic 
levels  of  Gantanol  in  blood  and  urine  are  achieved 
within  2 hours  after  a 2-Gm  starting  dose,  with  ready 
diffusion  into  interstitial  fluids.  Responsive  infections 
generally  clear  within  5 to  7 days,  with  relief  of  symptoms 
usually  seen  within  24  to  48  hours. 

Gantanol  also  earns  its  high  “index  of  confidence” 
because  Gantanol  therapy  is  relatively  free  from  com- 
plications, including  the  problem  of  bacterial  resistance. 
Convenient,  economical  dosage  schedule:  b.i.d. 


Artist's  rendition  of  E.  coli. 

/As  with  most  strains  of  E.  coli.  these  . 


■ - ■■  • : 
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For  a high  index 
of confidence: 


Gantanol 

(sulfamethoxazole) 

in  antibacterial  therapy 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows-. 

Indications:  Acute  and  chronic  urinary 
tract,  respiratory  and  soft  tissue  in- 
fections due  to  susceptible  microor- 
ganisms; prophylactically  following 
diagnostic  instrumental  procedures 
on  genitourinary  tract. 

Contraindicated  in  sulfonamide-sensi- 
tive patients,  pregnant  females  at 
term,  premature  infants,  or  newborn 
infants  during  first  3 months  of  life. 
Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  or  renal 
damage,  urinary  obstruction  or  blood 
dyscrasias.  Deaths  reported  from  hy- 
persensitivity reactions,  Stevens- 
Johnson  syndrome,  agranulocytosis, 
aplastic  anemia  and  other  blood  dys- 
crasias. In  closely  intermittent  or  pro- 
longed therapy,  blood  counts  and  liver 
and  kidney  function  tests  should  be 
performed.  Clinical  data  insufficient 
on  prolonged  or  recurrent  therapy  in 
chronic  renal  diseases  of  children 
under  6 years. 

Precautions:  Occasional  failures  may 
occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and 
rickettsial  infections.  Sulfonamides 
not  recommended  for  therapy  of  acute 
infections  caused  by  group  A beta- 
hemolytic  streptococci.  At  present, 
penicillin  is  drug  of  choice  in  acute 
group  A beta-hemolytic  streptococcal 
infections;  although  Gantanol  (sulfa- 
methoxazole) has  produced  favorable 
bacteriologic  conversion  rates  in  this 
infection,  data  insufficient  on  long- 
term follow-up  studies  as  to  its  effect 
on  sequelae  of  rheumatic  fever  or 
acute  glomerulonephritis.  If  other 
treatment  cannot  be  used  and 
Gantanol  is  employed  in  such  infec- 
tions, important  that  therapy  be  con- 
tinued in  usual  recommended  dosage 
for  at  least  10  days.  Observe  usual 
sulfonamide  therapy  precautions,  in- 
cluding adequate  fluid  intake.  Use 
with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  pa- 
tients with  renal  impairment  since 
this  may  cause  excessive  drug  accu- 
mulation. Need  for  indicated  local 
measures  or  surgery  not  obviated  in 
localized  infections. 

Adverse  Reactions:  Depending  upon 
the  severity  of  the  reaction,  may  with- 
draw drug  in  event  of  headache, 
nausea,  vomiting,  urticaria,  diarrhea, 
hepatitis,  pancreatitis,  blood  dys- 
crasias, neuropathy,  drug  fever, 
Stevens-Johnson  syndrome,  skin  rash, 
injection  of  the  conjunctiva  and  sclera, 
petechiae,  purpura,  hematuria  and 
crystalluria. 

References:  1.  Vernier,  R.  L.,  in  Patient  Care 
Feature:  Patient  Care,  1:20  (Feb.)  1967.  2.  Bee- 
son, P.  B.:  “The  Infectious  Diseases,"  in  Bee- 
son, P.  B.,  and  McDermott,  W.  (eds.):  Cecil-Loeb 
Textbook  of  Medicine,  ed.  12,  Philadelphia, 
W.  B.  Saunders  Company,  1967,  p.  230. 
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Priscoline  could  help 

(tolazoline) 


His  moment  has  arrived,  but 
there’s  one  false  note -peripheral 
vascular  disease.  Mittens  may 
warm  his  hands,  but  that’s  cold  com- 
fort. It’s  not  surprising  he  finds  it 
hard  to  keep  his  chin  up. 

v k j 


Priscoline  can  give  patients 
the  hand  they  need.  It  dilates  periph- 
eral blood  vessels,  increases 
blood  flow  to  hands  and  feet.  Fre- 
quently relieves  numbness  and  chill 
that  often  affect  the  extremities.  And 
Priscoline  helps  patients  get  around 
-makes  walking  less  painful. 

Priscoline  may  give  this  musi- 
cian just  the  right  measure  of  relief. 


Priscoline®  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral  Vasodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach ; use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 


ADVERSE  REACTIONS  DOSAGE 

Occasional:  nausea,  epigastric  Careful  individualizatic 

discomfort,  tachycardia,  flushing,  dosage  is  required, 

slight  rise  or  fall  in  blood  pressure,  Tablets:  Usually  25  mg 

increased  pilomotor  activity  with  times  daily  is  sufficient.  If  nec 

tingling  or  chilliness.  Rare:  vomiting,  dosage  may  be  increased  gradi 
diarrhea.  Symptoms  are  generally  Up  to  50  mg  6 times  daily, 

mild  and  frequently  disappear  with  Lontabs:  Generally,  1 

continued  therapy,  regardless  every  12  hours  will  achieve  th< 

of  dosage.  effect  as  one  25-mg  regular  tab 

every  4 hours  (6  times  a day), 
continuous  action  throughout 
night  is  achieved  without  the  r 
arising  to  take  additional  med 


| ED 

tablets,  25  mg  (white,  scored) ; 
!>f  100  and  1000. 

\\ontabs, 80 mg  (bright yellowy ; 

N>f  100. 

i»5®  (long-acting  tablets  ciba) 

R complete  literature  before 
*ing. 
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For  the 

"Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  IV2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 

Dexamyl 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule0 

brand  of  sustained  release  capsules 

curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


SK 

&F 

Smith  Kline  & French  Laboratories 


1 


216 

Northwest  Medicine,  March,  1969 


NOTES: 


At  last  they  have  proven  that  computers  think  like 
humans.  They  have  discovered  that  computers  can  make 
mistakes . 

Food  samples  collected  by  FDA  inspectors  are  now 
being  checked  in  a new  National  Center  for  Microbiological 
Analysis.  The  facility,  put  on  regular  operational  basis 
last  month,  is  located  in  Minneapolis.  During  pilot 
run,  last  fall,  the  laboratory  helped  clean  up  a food 
processing  plant  in  Oregon  where  inspectors  had  noted 
poor  sanitary  practice.  Samples  of  frozen  cooked  shrimp, 
shipped  by  the  Oregon  firm,  were  picked  up  in  Seattle. 

The  laboratory  reported  heavy  contamination  with  coliform 
organisms.  When  the  Seattle  office  of  FDA  advised  the 
Oregon  State  Department  of  Agriculture  of  the  finding  there 
was  prompt  correction  of  the  previously  unsatisfactory 
practice . 

Music  lessons  a deductible  expense.  A court  upheld 
claim  of  a taxpayer, that  cost  of  music  lessons  could  be 
deducted  when  reporting  income.  An  orthodontist  had 
recommended  horn  playing  to  correct  alignment  of  teeth.  On 
the  same  basis,  deduction  was  allowed  for  travel  to 
meetings  of  Alcoholics  Anonymous.  A physician  had 
recommended  attendance  as  part  of  treatment. 

Computers  aren't  pretty  but  they  may  do  a better  job  of 
accounting  and  billing  than  the  prettiest  secretary.  You 
can  put  the  the  patient's  name  card  and  a procedure  card 
in  a telephone-like  instrument,  key  in  the  charge  and 
leave  everything  to  the  computer.  It  will  bill  patients, 
send  reminders  to  those  with  delinquent  accounts  and  give 
you  an  analysis  of  accounts  at  regular  intervals.  The 
machine  will  even  keep  an  inventory  of  drugs  and  supplies. 

I wonder  when  they  will  teach  the  things  how  to  cook. 

New  birth  control  methods  are  being  sought  by  research- 
ers obtaining  grants  from  the  Ford  Foundation.  The  studies 
being  supported  are  participating  in  a distribution  of 
$9,871,910  by  the  Foundation.  Studies  include  investiga- 
tion into  character  of  cervical  mucus  and  methods  for 
changing  its  consistency,  an  immunity  method  to  inactivate 
the  uterine  cells  that  attract  estrogen;  the  possibility 
of  using  chelating  agents  to  prevent  implantation,  and 
investigation  into  the  mechanism  of  implantation. 

Dextrose  thrombophlebitis  may  be  due  to  the  fact  that 
manufacturers  deliberately  prepare  5 percent-dextrose  in 
water  with  pH  of  4 to  5.  They  have  neglected  to  carry 
this  information  on  the  label.  Neutralization  of  the 
solution  may  cut  the  incidence  of  thrombophlebitis  after 
dextrose  infusion. 

H.L.H. 
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Picture  of 

traumatic  muscle  injury 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1* *2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.5 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  s 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precauti 
Exercise  caution  in  patients  with  known  allergies  or  histor 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms : 
gestive  of  liver  dysfunction  are  observed,  the  drug  shoul( 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizzin 
lightheadedness,  malaise,  overstimulation  or  gastrointest 
disturbances  may  be  noted;  rarely,  allergic-type  skin  ras 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylai 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  p 
sibly  have  been  associated  with  gastrointestinal  bleeding.  W) 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  pr 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxi< 
in  approximately  eighteen  patients,  it  was  not  possible  to  st 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  At 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tabl 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  Ik  , 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Bas  I 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  fl 

J.  L.  A.,  et  al .:  Gastroenterology  kk  f 
1963.  4.  Berman,  H.  H.,  et  al.:  Dis.  Fj 
Syst.  25:430,  1964.  5.  Friend,  D.  G.: 
Pharmacol.  Ther.  5:871,  1964. 
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Owner  Breaks  Arm  When 

A 31  Harry  Waters  of  t Waters  by  small  boa  . 

Sfhuy  " ed  a fractured  arm  h«l  to ^ „ estimated  at 


:or  the  patient  who  has  been 
Trough  an  accident,  the  worry 
nd  anxiety  following  the 
lishap  may  actually  heighten 
ne  perception  of  pain.  This  is 
/hy  there’s  a classic  Va  grain 
edative  dose  of  phenobarbital 
1 Phenaphen  with  Codeine— 

) take  the  nervous“edge”  off, 
o the  rest  of  the  formula  can 
ontrol  the  pain  more  effectively. 


H. Robins  Company,  /I  M nHD  I NIC 
chmond.Va.  23220  /1TI  l/UDIIND 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (14  gr.),1 6.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  Vfe  gr.  (No.  3),  or  1 gr.  (No.  A)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY  A-H'DOBINS 
RICHMOND, VA. 23220  ^ 11 


EDITORIAL 


"The  Health  Syndicate ” 


ftx'  was  Mrs.  Mary  Lasker,  a very  wealthy 
£ public-spirited  citizen  of  New  York  with  a 
fierce  interest  in  health,  who  spun  the  web  that 
linked  all  of  these  factors  together.  She  did  it 
with  the  help  of  what  is  referred  to  as  her 
‘stable’  of  doctor-allies,  including  men  from  the 
great  medical  centers  such  as  Dr.  Sidney  Farber 
of  Harvard  and  Dr.  Michael  De  Bakey.  ...  of 
her  long  time  friend  Mrs.  Florence  Mahoney, 
who  entertains  government  figures  in  her  ele- 
gant Georgetown  home  and  pushes  both  her 
own  and  Mrs.  Lasker’s  causes;  of  her  able 
Washington  lobbyist,  Mike  Gorman.  . . . She 
also  did  it  with  her  own  brains,  charm,  appetite 
for  power,  and  unshakable  belief  in  the  efficacy 
of  money.” 

The  quotation  is  from  an  article,  “The  Health 
Syndicate,”  written  by  Elizabeth  Brenner  Drew, 
and  published  in  the  Atlantic  Monthly,  Decem- 
ber 1967.  The  factors  she  mentions  were  the 
success  of  research  in  developing  radar  and  the 
atomic  bomb,  the  unemployed  scientists  at  the 
close  of  World  War  II,  medical  societies  con- 
cerned with  specific  diseases  that  had  been 
taken  from  physicians  and  turned  into  money- 
raising organizations,  and  three  remarkable  men 
in  positions  of  great  power.  They  were  James 
Shannon,  M.D.,  for  several  years  director  of 
the  National  Institutes  of  Health,  the  late  Rep- 
resentative John  E.  Fogarty  of  Rhode  Island, 
and  Senator  Lister  Hill  of  Alabama. 

Mrs.  Drew  states,  “Mrs.  Lasker’s  network  is 
probably  unparalleled  in  the  influence  that  a 
small  group  of  private  citizens  has  had  over  a 
major  area  of  national  policy.”  First  success  of 
the  Health  Syndicate  came  from  hearings  on 
federal  support  of  health  research  conducted  by 
Senator  Claude  Pepper  in  1944.  “Mrs.  Lasker 
supplied  the  senator  with  horrifying  statistics 
about  the  mortality  and  morbidity  rates  of  vari- 
ous diseases.  She  suggested  that  he  read  these 
off,  have  outside  witnesses  testify  to  the  need 
for  more  research,  then  ask  federal  officials  how 
much  they  were  spending  to  combat  diseases.” 
This  procedure  was  successful  and  became  the 
“health  syndicate’s  highly  developed  modus 
operandi  in  Congress.” 


Another  push  toward  heavy  government 
spending  for  health  was  given  by  the  report  of 
the  President’s  Commission  on  the  Health  Needs 
of  the  Nation,  published  late  in  the  Truman 
Administration.  It  was  written  by  Mike  Gorman 
and  called  for  more  federally  financed  research. 
This,  Mrs.  Drew  says,  was  the  first  evidence  of 
another  device  used  by  the  Health  Syndicate— 
“the  White  Paper  device.”  This  was  Mike 
Gorman’s  term.  He  explained  it,  “—you  develop 
the  facts,  you  involve  a great  number  of  organi- 
zations previously  not  interested,  you  hopefully 
create  a militant  consensus  in  support  of  the 
findings  of  the  Commission.  The  White  Paper, 
or  Commission  report,  is  the  foundation  stone  of 
legislation.  . . .” 

When  Mrs.  Lasker  invited  Mr.  Gorman  to  run 
a Washington  office  of  the  Albert  and  Mary 
Lasker  Foundation  he  said  he  wanted  a com- 
mittee of  his  own.  She  then  set  up  for  him  what 
is  known  now  as  the  National  Committee  Against 
Mental  Illness.  Gorman  claims  to  be  on  a first 
name  basis  with  150  to  175  members  of  the 
House  of  Representatives  and  is  quoted  by 
Mrs.  Drew  as  claiming  to  work  with  all  of  the 
appropriations  committees. 

Technique  for  budget  raising  seems  to  have 
been  well  worked  out  by  Mrs.  Lasker,  Repre- 
sentative Fogarty,  Senator  Hill  and  Dr.  Shan- 
non. Mr.  Fogarty  would  object  to  Budget  Bureau 
cuts  in  the  amounts  requested  by  NIH  and  get 
NIH  testimony  that  the  full  amount  was  needed. 
He  would  then  call  in  “experts”  whom  he 
trusted  more  than  the  bureaucrats  in  the  Budget 
Bureau.  Mrs.  Drew  says,  “Then  Gorman  would 
field  his  ‘citizen  witnesses,’  well-known  physi- 
cians such  as  De  Bakey,  Farber,  Paul  Dudley 
White,  Karl  Menninger,  who  would  state  the 
case  for  more  money.”  The  same  process  would 
be  repeated  in  the  Senate. 

Gorman’s  comments  on  physicians  as  witnesses 
are  interesting— “Most  doctors  are  not  enthusi- 
astic, not  used  to  verbal  give  and  take.  The 
Rusks,  Farbers,  De  Bakeys  have  the  evangelistic 
pizazz.  Put  a tambourine  in  their  hands  and 
they  go  to  work.” 

Mrs.  Drew  states  that  the  Health  Syndicate 
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was  highly  satisfied  with  its  success  in  estab- 
lishing a federally  sponsored  system  of  centers 
for  treatment  of  heart  disease,  cancer,  and 
stroke.  The  idea  at  first  was  to  push  for  atten- 
tion to  heart  disease  and  cancer,  but  stroke  was 
added  because  President  Kennedy’s  father  had 
suffered  a stroke.  He  was  then  recipient  of  the 
first  report  urging  federal  spending  for  these 
conditions.  But  it  was  President  Johnson  who 
established  the  President’s  Commission  on  Heart 
Disease,  Cancer,  and  Stroke.  Membership  list 
of  the  Commission  included  many  individuals 
who  had  previously  helped  Mrs.  Lasker.  Mr. 
Gorman  is  quoted  as  saying, “We  had  a quorum." 

In  spite  of  presenting  much  evidence  that  Mrs. 
Lasker  has  used  her  money,  and  her  friends,  to 
push  health  projects  in  which  she  has  had  strong 
personal  interest,  Mrs.  Drew  treats  her  kindly 
in  closing  the  article.  There  has  been  tremendous 
increase  in  federal  expenditure,  much  of  it  stim- 


ulated by  Mrs.  Lasker  and  her  “syndicate.”  She 
states  that  work  of  the  syndicate  has  done  great 
good  and  quotes  one  government  official  as 
saying  that  Mrs.  Lasker  is  almost  always  right, 
seldom  wrong  as  accused  by  many  whom  she  has 
irritated. 

Undoubtedly  Mrs.  Lasker  has  upset  the  norm- 
al balance  of  professional  interest.  There  are 
many  aspects  of  health  service  and  medical 
care  that  have  been  unrealistically  relegated  to 
position  of  insufficient  recognition  and  interest, 
(highway  trauma  for  one)  and  there  will  un- 
doubtedly be  a trend  toward  a new  balance  of 
pressures  on  the  Congress.  But  what  has  been 
done,  has  been  done.  Government  has  been  in- 
duced to  make  massive  expenditures  for  health. 
The  moral,  presumably,  is:  Never  underestimate 
the  power  of  a woman,  especially  if  she  has 
money,  brains,  and  a yen  for  pushing  pet 
projects.  ■ 

H.L.H. 


Toivn-Gown  Therapy:  An  Adjunct 


It  is  fashionable  to  state  that  a crisis  currently 
exists  in  medical  education.  It  may  be  true. 
In  spite  of  the  general  recognition  of  crisis, 
however,  there  is  a remarkable  lack  of  censensus 
regarding  precise  definition  of  its  nature,  gene- 
sis, or  extent.  Many,  however,  would  agree  that 
an  important  factor  contributing  to  current 
difficulties  has  been  lack  of  communication  and 
cooperation  among  individuals  and  institutions 
bearing  responsibility  for  education  of  physi- 
cians at  the  undergraduate,  graduate,  and  con- 
tinuing education  levels.  While  there  is  some 
evidence  that  intra-professional  schisms  are  de- 
creasing, they  cannot  yet  be  regarded  as  having 
ceased  to  exist.  Bridges  between  the  various  seg- 
ments of  the  profession  as  yet  are  in  a state  of 
partial  construction  and,  in  point  of  truth,  still 
bear  somewhat  restricted  traffic. 

To  attempt  to  meet  the  need  for  improved 
communication  between  the  various  sections  of 
the  profession  involved  with  various  facets  of 
medical  education  in  the  Pacific  Northwest  a 
new,  and  as  yet  unofficial,  group  met  for  the 
first  time  last  May  on  Orcas  Island.  Some  40 
physicians  from  British  Columbia,  Idaho,  Ore- 


gon and  Washington,  sat  down  at  a large  square 
(though  philosophically  round) table  at  Rosario 
Resort  on  Orcas  Island.  General  practitioners, 
medical  school  professors,  chiefs  of  services  in 
community  hospitals,  medical  staffs  from  region- 
al medical  programs,  and  members  of  educa- 
tion committees  of  state  medical  associations  all 
were  represented.  Topics  discussed  included 
training  the  general  practitioner,  continuing  med- 
ical education,  and  relationships  between  medi- 
cal school  faculty  and  the  physician  in  private 
practice.  No  formal  presentations  were  delivered; 
the  meetings  were  devoted  to  such  activities  as 
discussion  (pertinent  and  impertinent),  criti- 
cism (constructive  and  destructive),  exchange  of 
views  (heated  and  calm),  and  planning  future  \ 
cooperative  endeavors  (eager  and  reluctant). 

It  was  most  gratifying  to  find  that  discussions 
continued  far  into  the  night  in  comfortable 
seminar  facilities  offered  in  the  cocktail  lounge, 
sauna,  swimming  pool,  and  elsewhere.  The  meet- 
ing afforded  an  excellent  opportunity  for  physi-  4 
cians  from  different  sections  of  the  profession  to 
meet  and  to  get  to  know  each  other. 

At  the  end  of  the  meeting  the  group  decided 
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to  meet  again  on  Orcas  Island,  May  17  and  18, 
1969.  Ed  McDonnell  and  Bill  Ibbott,  of  St. 
Paul’s  Hospital,  Vancouver,  B.C.,  agreed  to  act 
as  organizers.  Any  physician  in  the  Pacific  North- 
west who  would  like  to  participate  in  this  year’s 
meeting  or  next  year’s  meeting  is  advised  to 
write  to  either  of  these  physicians.  The  session 
will  be  restricted  to  not  more  than  50  registrants. 
A meeting  larger  than  this  would  destroy  the 
friendly  informality  of  last  year’s  meeting,  which 
was  not  only  delightfully  enjoyable,  but  seemed 
to  be  effective  in  forging  cooperative  relation- 
ships. The  program  for  1969  will  deal  with  ways 
to  reduce  obsolescence  of  doctors  and  hospitals. 
Problems  and  means  of  certification  of  compe- 
tence also  will  be  discussed.  Informal  pattern  of 
the  meeting  will  be  preserved. 


It  is  a matter  of  high  priority  that  those 
with  responsibility  for  medical  education  in  our 
medical  centers,  and  in  our  community,  county, 
and  veterans  hospitals  learn  to  work  together. 
Only  through  excellent  cooperative  relations  be- 
tween those  working  in  such  institutions  can 
their  best  potential  be  exploited.  Only  through 
the  development  of  excellent  cooperative  rela- 
tionships can  the  primary  goal  of  medical  educa- 
tion be  obtained— the  highest  quality  of  health 
care  for  the  American  people.1  ■ 

S.  Spence  Meighan,  M.D. 

REFERENCE 

X Meighan,  S.  Spence:  What  I Tell  Prospective  Interns 
About  Training  in  a Community  Hospital,  Resident 
Physician  (October)  1968. 


Words  Don’t  Produce  Health 


The  dirty  word  currently  popular  with  medi- 
cal planners  and  idealists  is  episodic.  They 
use  it  to  put  the  traditional  pattern  of  medical 
care  back  into  the  19th  century,  where  they  say 
it  belongs,  and  to  create  welcome  for  its  up-to- 
date  replacement— comprehensive.  Although  no 
one  seems  to  know  just  what  is  implied  by  com- 
prehensive when  applied  to  medical  care,  it’s  a 
nice,  high-sounding,  four  syllable  word  that  is 
supposed  to  mark  its  user  as  at  least  a modern 
thinker,  if  not  an  expert  in  something  or  other. 
Advocate  cotnprehensive  medical  care  and  you’re 
in.  But,  if  you  want  to  keep  on  giving  episodic 
care,  you  are  supposed  to  be  doing  your  thing 
like  maybe  the  dodo  birds. 

A comprehensive  program,  studied  in  Tennes- 
see recently,  used  a group  of  families  given  com- 
prehensive care  and  a control  group  who  had  to 
get  along  with  medical  care  obtained  when 
needs  arose.1  The  program  included  health  pro- 
motion, specific  protection,  early  diagnosis  and 
treatment  of  illness,  and  rehabilitation.  For 
health  promotion  there  were  pre-  and  post-natal 
care,  well  baby  care,  teaching  of  breast  self- 
examination,  weight  reduction,  accident  preven- 
tion, counseling  on  marital  problems,  dental 
health,  planned  parenthood,  and  other  services. 
Specific  protection  meant  immunization  against 


diphtheria,  pertussis,  tetanus,  smallpox,  typhoid, 
influenza,  poliomyelitis,  and  others  as  indicated. 
Early  diagnosis  called  for  health  evaluation 
every  6 weeks  for  the  first  six  months  of  life, 
then  every  3 months  until  age  2,  and  every  6 
months  until  age  6;  once  a year  from  6 to  65 
and  every  6 months  thereafter. 

Periodic  examinations  included  interval  his- 
tory, complete  physical  examination  (complete- 
ness not  specified),  a battery  of  screening  tests 
including  urinalysis,  total  white  blood  count, 
hemoglobin,  packed  cell  volume,  sedimentation 
rate,  2-hour  post  prandial  blood  sugar,  choles- 
terol, tuberculin  and  histoplasmin  skin  tests, 
Papanicalaou  smears,  stool  guiaic,  sigmoidos- 
copy and  electrocardiogram.  That  should  be 
enough  to  put  an  end  to  episodic  care.  Who 
would  have  time  for  it? 

The  report  made  no  mention  of  costs  but  it 
did  make  an  interesting  statement  in  conclusion. 
The  investigator  was  unable  to  say  that  the  de- 
luxe program  had  produced  any  increase  in 
health.  ■ 

H.L.H. 

REFERENCE 

1 Quinn,  R.  W.,  The  utilization  of  medical  services  by  a 
family  clinic  population,  J Tenn  Med  Ass  62:124-29  (Feb- 
ruary) 1969. 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections: infections  caused  by  sensitive  strains  of  staphylococci: 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever:  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis:  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [o«56?»] 

90004  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Guardian  Against  Ghosts 

The  Washington  State  Basic  Science  Board 


ABRAHAM  B.  BERGMAN,  M.D.,  Seattle,  Washington 


The  basic  science  examination,  when  first  established,  was  a formidable 
barrier  to  non-medical  practitioners  wishing  to  practice  in  Washington.  Prior  to 
1957  reciprocity  was  not  available  to  those  who  had  passed  similar,  less  stringent, 
examinations  elsewhere  but  in  that  year  the  protection  was  virtually  abolished 
when  the  Washington  Legislature  established  reciprocity.  Now  the  barrier, 
largely  ignored  by  non-medical  practitioners,  operates  in  a direction  opposite  to 
that  intended  by  its  founders.  It  tends  to  discourage  well  qualified  physicians, 
an  effect  that  will  add  increasing  difficulties  to  the  growing  problem  of  meeting 
shortages  of  medical  manpower. 


Few  physicians  have  neutral 
feelings  about  the  Washing- 
ton State  Basic  Science  Board. 
Some  look  upon  it  as  a bastion 
of  true  science  guarding  the  cit- 
izens of  the  State  against  being 
seduced  and  butchered  by  un- 
qualified practitioners.  Others 
view  the  Board  as  an  anachron- 
istic group  of  non-phvsicians 
who  know  nothing  of  the  world 
of  medical  practice,  and  exist 
only  to  torment  those  who  wish 
to  enter  it. 

Whatever  the  truth,  the  func- 
tions of  the  Basic  Science  Board 
are  coming  under  increasing 
scrutiny,  with  questions  being 
raised  such  as  those  in  the  re- 
cent article  by  the  president  of 
Washington  State  Medical  Asso- 
ciation.1 

My  own  interest  in  the  Board 
arises  from  two  diverse  origins. 
For  the  past  five  years  I have 
been  engaged  in  studies  of  med- 
ical manpower  in  relation  to 
community^  needs.  Also,  I pos- 
sess a deep  scar  from  being 


forced  to  sit  for  a basic  science 
examination  many  years  ago  in 
order  to  practice  in  Washing- 
ton. 

This  paper  attempts  to  de- 
scribe the  Board  as  it  now  oper- 
ates and  the  content  of  the 
examination,  and  to  reflect  the 
views  of  the  Board  members 
about  its  purposes  and  functions. 
The  reader  must  judge  the  au- 
thor’s success  in  separating  fact 
from  personal  opinion. 

methods 

My  first  misconception  about 
the  Washington  State  Basic  Sci- 
ence Board  was  dispelled  as 
soon  as  I began  to  organize  this 
study.  I thought  the  operations 
of  the  Board  would  be  shrouded 
in  mystery,  and  that  I would 
have  to  play  James  Bond  in  or- 
der to  review  past  examinations, 
and  to  interview  Board  mem- 
bers. Nothing  was  farther  from 
the  truth.  Copies  of  all  previous 
examinations  are  available.  They 
are  for  sale  from  Medical  Stores 


at  the  UW  Health  Sciences 
Building.  The  Secretary  to  the 
Board,  in  the  Division  of  Profes- 
sional Licensing  in  Olympia, 
readily  opened  her  statistical 
records  for  examination.  Finally, 
all  six  members  of  the  Board 
graciously  consented  to  be  inter- 
viewed, despite  knowledge  of 
my  previous  biases.  Rather  than 
ogres,  I found  sincere  men  who 
took  their  job  seriously,  and  who 
did  not  resent  critical  evaluation 
of  the  Board’s  function. 

Each  interview,  lasting  about 
45  minutes,  consisted  of  18  ques- 
tions covering  the  perceived  pur- 
poses of  the  Board,  the  Board 
member’s  philosophy  in  prepar- 
ing an  examination,  and  his  re- 
action to  possible  changes. 

organization  of  the  Washington 
State  Basic  Science  Board 

The  Basic  Science  Board  was 
established  by  the  State  Legisla- 
ture in  1927.  Washington  was 
the  second  state  in  the  Union  to 
do  so;  the  first  being  Wisconsin. 
None  of  the  members  were  able 
to  state  with  assurance  the  rea- 
sons for  establishing  the  Board, 


Dr.  Bergman  is  Associate  Professor  of  Pediatrics  and  Preventive  Medicine. 
University  of  Washington  School  of  Medicine. 

Dr.  Bergman  is  Associate  Professor  of  Pediatrics  and  Preventive  Medicine. 
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but  it  is  clear  that  the  impetus 
came  from  the  medical  profes- 
sion, seeking  a means  of  con- 
trolling the  influx  of  non-physi- 
cian practitioners  in  the  State. 

At  the  present  time  there  are 
six  separate  clinical  boards  in 
the  “healing  arts”  established  by 
law.  They  are  made  up  of  prac- 
titioners of  chiropody,  chiroprac- 
tic, drugless  therapeutics,  medi- 
cine and  surgery,  and  osteo- 
pathy. A candidate  wishing  to 
practice  any  of  these  “healing 
arts”  in  the  State  of  Washington 
must  pass  the  examination  of  the 
relevant  board  before  being 
granted  a license.  Before  sitting 
for  any  of  the  clinical  examina- 
tions, however,  a candidate  must 
first  have  a certificate  in  the 
basic  sciences.  This  can  be  ob- 
tained either  through  examina- 
tion or  reciprocity.  As  a matter 
of  fact,  once  the  basic  science 
hurdle  is  passed,  approval  by  the 
clinical  boards  is  now  practical- 
ly automatic. 

The  basic  science  law  states 
that  examinations  are  to  be  giv- 
en in  six  subjects:  anatomy,  bac- 
teriology, chemistry,  hygiene, 
pathology,  and  physiology.  The 
examiners  are  appointed  by  the 
Governor  from  the  faculties  of 
the  University  of  Washington 
and  Washington  State  Univer- 
sity. In  fact,  appointments  ap- 
pear to  hinge  on  the  recommen- 
dation of  the  retiring  member 
of  the  Board.  Curiously,  the 
Board  is  administratively  under 
the  Division  of  Professional  Li- 
censing of  the  Department  of 
Motor  Vehicles."  Operationally, 
however,  the  Board  appears  to 
be  completely  autonomous  and 

♦Curious  only  because  of  a name.  At 
the  1965  session,  the  Washington  Legis- 
lature, recognizing  major  activity, 
changed  the  name  from  Department  of 
Licenses  to  Department  of  Motor  Ve- 
hicles but  did  not  alter  established 
functions.  Ed. 


has  been  free  from  political  pres- 
sure. The  Olympia  office  coor- 
dinates, and  provides  adminis- 
trative services.  It  is  my  impres- 
sion that  they  do  a good  job  of 
carrying  out  an  unpopular  law 
in  the  face  of  considerable  nega- 
tive feeling  on  the  part  of  those 
who  must  sit  for  the  test. 

Examinations  are  given  twice 
a year,  January  and  July,  in  Se- 
attle. The  Board  meets  following 
each  examination  to  judge  the 
candidates.  There  are  no  other 
meetings,  and  educational  pol- 
icy is  not  discussed.  Each  exam- 
iner has  utter  and  complete  con- 
trol over  his  own  test.  Actually, 
Board  members  are  barely  fa- 
miliar with  the  content  of  the 
tests  given  by  their  colleagues. 
As  one  member  put  it,  “I’m  not 
competent  to  judge  the  content 
of  a test  in  another  discipline.” 

Candidates  must  achieve  a 
score  of  70  or  above  in  all  six 
subjects  and  achieve  an  overall 
average  of  75  in  order  to  pass. 
There  is  no  limit  on  the  number 
of  times  the  examination  can  be 
taken.  A candidate  need  repeat 
only  the  exams  that  are  failed. 
The  papers  are  graded  anony- 
mously, being  identified  by  num- 
ber. Foreign-born  graduates  are 
not  overtly  discriminated 
against,  but  reasonable  profi- 
ciency in  English  is  necessary 
in  order  to  pass. 

Prior  to  1957,  a candidate 
wishing  to  practice  one  of  the 
“healing  arts”  in  the  State  of 
Washington  had  to  take  the 
Washington  State  Basic  Science 
Examination.  There  was  no  reci- 
procity. As  a result  of  some  leg- 
islative maneuvering  at  that 
time,  the  law  was  amended  so 
that  Washington  would  recipro- 
cate with  other  states  having 
examinations  of  the  same  title 
and  the  same  passing  grades. 
This  also  opened  the  way  to 


recognition  of  the  National 
Board  examinations  as  adequate 
substitutes.  From  that  time  on, 
non-M.D.s  virtually  stopped  tak- 
ing the  Washington  State  Basic 
Science  exam,  choosing  to  take 
it  in  a state  having  an  “easier” 
examination  in  order  to  gain 
reciprocity. 

consideration  of 
individual  examinations 

Anatomy.  The  anatomy  exam- 
ination is  virtually  all  objective 
and  multiple  choice.  There  is 
usually  one  discussion  question 
at  the  end.  Considerable  knowl- 
edge of  details  is  required.  The 
examiner  is  a neuro-anatomist 
and  has  received  criticism  in  the 
past  because  the  examinations 
were  directed  too  much  in  his 
direction.  He  states  that  he  now 
leans  over  backwards  to  avoid 
this  bias  though  there  is  cer- 
tainly some  material  on  neuro- 
anatomy in  the  exam.  There  are 
usually  questions  on  all  systems. 
He  is  very  careful  to  state  that 
the  purpose  of  his  examination 
is  to  test  an  individual’s  knowl- 
edge of  anatomy,  not  medicine. 
He  is  cautious  in  stating  that  he 
has  no  knowledge  whether  this 
correlates  with  the  examinee’s 
clinical  competence.  His  objec- 
tive is  to  measure  the  knowledge 
of  anatomy  that  he  expects  a 
practitioner  to  retain  five  to  ten 
years  after  medical  school. 
Bacteriology.  The  bacteriology 
examination  has  two  parts.  The 
first  is  a discussion  question; 
one  can  choose  among  four  sub- 
jects. The  rest  is  multiple  choice. 
There  is  extensive  coverage  of 
rare  micro-organisms  that  even 
a physician  seeing  many  infec- 
tious diseases  would  rarely,  if 
ever,  meet  in  a lifetime  (i.e. 
brucella,  clostridia,  diphtheria 
and  a variety  of  fungii).  There 
is  very  little  that  be  called  in- 
tellectually taxing  about  this  ex- 
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animation  (nor  indeed  about 
any  of  the  six  exams— they  are 
based,  for  the  most  part,  on  re- 
call ) . Concerted  cramming  from 
a basic  text  in  bacteriology 
should  suffice  to  get  a candidate 
through,  if  his  English  is  ade- 
quate. 

The  bacteriology  examiner  is 
chairman  of  the  Board,  having 
been  on  it  since  1938.  Indeed, 
the  other  examiners  refer  to  him 
as  “The  Board”  since  he  is  so 
closely  identified  with  it.  This 
does  not  mean  that  he  rules  the 
Board  in  a dictatorial  fashion. 
He  understands  that  each  exam- 
iner must  be  responsible  only  to 
himself  for  his  examination.  This 
man,  however,  is  passionately 
devoted  to  the  Basic  Science 
Board  and  firmly  believes  that  it 
must  be  used  to  protect  the  cit- 
izens of  the  State  against  un- 
qualified practitioners.  He  states 
“the  informed  minority  must 
protect  the  majority  of  citizens.” 
He  feels  that  knowledge  in  basic 
sciences  is  a good  yardstick  of 
a man’s  general  education,  and 
thus  may  indirectly  correlate 
with  competence  as  a practi- 
tioner. 

He  is  deeply  disappointed, 
however,  in  the  modifications 
that  brought  about  easier  reci- 
procity arrangements.  He  feels 
that  at  the  present  time,  the 
examination  does  not  serve  a 
useful  purpose,  because  it  can 
be  so  easily  circumvented.  He 
hopes  that  the  legislature  will 
either  act  to  tighten  its  applica- 
tion, or  repeal  it. 

Chemistry.  The  chemistry  ex- 
amination is  controversial.  All 
six  members,  including  the 
chemistry  examiner,  felt  that  it 
would  be  more  appropriate  to 
offer  a test  in  biochemistry.  The 
law  has  been  interpreted,  how- 
ever, to  require  that  the  exami- 
nation be  given  over  material 


TABLE  1 

Sample  of  five  consecutive  questions  in  anatomy  examination,  July  1967. 

1.  Which  of  the  following  is  an  important  extensor  of  the  hip  and  flexor 
of  the  knee: 

a.  Gluteus  maximus 

b.  Iliopsoas 

c.  Rectus  femorus 

d.  Biceps  femorus 

e.  Gracilis 

2.  The  posterior  cord  of  the  brachial  plexus  gives  rise  to  which  of  the 
following  nerves: 

a.  Radial 

b.  Median 

c.  Musculocutaneous 

d.  Ulnar 

3.  The  flexor  digitorum  longus  is  innervated  by  which  nerve: 

a.  Tibial 

b.  Peroneal 

c.  Femoral 

d.  Obturator 

4.  Cutaneous  innervation  of  the  umbilical  region  arises  from  which  cord 
segment: 

a.  T 6 

b.  T 8 

c.  T 10 

d.  T 12 

e.  None  of  the  above 

5.  In  the  cubital  fossa,  the  median  nerve  lies: 

a.  Superficial  to  the  bicipital  aponeurosis 

b.  Along  the  lateral  edge  of  the  brachioradialis  muscle 

c.  Deep  to  the  brachialis  muscle 

d.  Lateral  to  the  brachial  artery 

e.  None  of  the  above 


TABLE  2 

Sample  of  five  consecutive  questions  in  bacteriology  examination,  Janu- 
ary 1968. 

1.  T.  pallidum  is  (1)  a spore  bearer,  (2)  grows  on  brain-heart  infusion, 

(3)  closely  related  to  the  causative  agent  of  yaws,  (4)  resistant  to 
drying,  (5)  pathogenic  for  mice. 

2.  S.  aureus  can  cause  all  of  the  following  EXCEPT  (1)  osteomyelitis, 
(2)  septicemia,  (3)  acute  bacterial  endocarditis,  (4)  pigeon-breeders 
disease,  (5)  brain  abscess. 

3.  S.  aureus  is  (1)  gram  negative,  (2)  motile,  (3)  easily  grown  on 
simple  media,  (4)  susceptible  to  drying,  (5)  a diplococcus. 

4.  The  toxin  produced  by  S.  aureus  is  (1)  heat  labile  at  60°C,  (2)  an 
exotoxin,  (3)  produced  in  the  intestine,  (4)  a neurotoxin,  (5)  hemo- 
lytic. 

5.  The  natural  host  of  Br.  abortus  is  (1)  the  goat,  (2)  man,  (3)  swine, 

(4)  the  cow,  (5)  the  rabbit. 
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TABLE  3 

Sample  of  five  consecutive  questions  in  chemistry  examination,  January 
1968. 

1.  The  atomic  numbers  of  calcium  and  fluorine  are  20  and  9 respec- 
tively. In  the  formation  of  calcium  fluoride  from  the  elements: 

a.  Two  electrons  are  shared 

b.  Two  fluorine  atoms  each  gain  an  electron  and  a calcium  atom 
loses  two  electrons 

c.  Two  fluorine  atoms  each  lose  an  electron  and  a calcium  atom 
gains  two  electrons 

d.  One  electron  is  transferred  from  one  calcium  atom  to  one 
fluorine  atom 

e.  One  electron  is  transferred  from  one  fluorine  atom  to  one 
calcium  atom 

2.  A correct  notation  to  describe  the  electronic  configuration  of  ele- 
ment No.  27  is: 

(a)  Is2;  2p8;  3d17 

(b)  Is2;  2s2;  2p6;  3p6;  3dl»:  4s* 

(c)  Is2;  2p8;  3d8;  4f9 

(d)  Is2;  2s2;  2p6;  3s2;  3p6;  3d7;  4s2 

(e)  Ar;  3d8 

3.  The  element  with  atomic  number  36  should  be  a (an): 

a.  Metal 

b.  Non-metal 

c.  Inert  gas 

d.  Transition  element 

e.  Inert  liquid 

4.  Which  of  the  following  pairs  of  elements  (given  atomic  numbers) 
would  be  most  apt  to  form  an  electrovalent  compound? 

a.  22  and  40 

b.  39  and  86 

c.  19  and  34 

d.  7 and  17 

e.  10  and  38 

5.  In  which  of  the  following  is  the  ion  larger  than  the  related  atom? 

a.  Lithium 

b.  Argon 

c.  Calcium 

d.  Bromine 

e.  Aluminum 


presented  in  a first  year  college 
chemistry  course. 

The  examiner  teaches  fresh- 
man chemistry  at  Washington 
State  University  and  his  test  is 
similar  to  the  one  he  gives  to 
his  students.  Candidates  are  ex- 
pected to  understand  the  period- 
ic table  of  elements,  how  to 
construct  both  inorganic  and  or- 
ganic formulas,  how  to  balance 
equations  and  how  to  differen- 
tiate between  different  organic 
and  inorganic  structures. 

The  examiner  sincerely  be- 


lieves that  a competent  practic- 
ing physician  should  have 
knowledge  of  the  elements  of 
chemistry  called  for  in  his  exam- 
ination. He,  like  the  others,  how- 
ever, does  not  claim  that  excel- 
lence in  chemistry  correlates 
with  excellence  in  medicine.  In- 
terestingly, he  believes  his  own 
family  practitioner,  whom  he 
considers  to  be  competent,  could 
probably  score  at  least  90  on 
the  chemistry  examination. 

Hygiene.  The  hygiene  exami- 
nation is  even  more  controver- 


sial than  the  one  in  chemistry, 
doubts  stemming  from  the  fact 
that  no  one  seems  to  know  what 
hygiene  is  supposed  to  mean. 
The  examiner,  who  has  been  on 
the  Board  for  19  years,  interprets 
it  to  mean  personal  and  public 
health.  This,  of  course,  is  not  a 
basic  science.  He  himself  is  a 
professor  of  bacteriology  at 
Washington  State  University 
and  the  examination  is  heavily 
weighted  in  that  sphere.  The  hy- 
giene examination  is  taken  by 
more  candidates  than  any  of  the 
others,  since  many  other  states 
giving  basic  science  examina- 
tions do  not  include  hygiene. 
Thus,  anyone  wishing  reciproc- 
ity from  such  a state  must  take 
the  hygiene  examination  in 
Washington. 

Aside  from  its  irrelevance  to 
clinical  medicine,  there  are  two 
main  criticisms  of  the  hygiene 
exam.  First  is  its  overlap  with 
bacteriology.  This  is  admitted 
by  both  examiners,  yet  both  stu- 
diously avoid  coordinating  their 
examinations.  Another  criticism 
is  over-simplification  of  complex 
medical  problems  in  the  exami- 
nation. Concepts  remaining  con- 
troversial in  the  scientific  lit- 
erature are  assumed,  in  the  ex- 
amination, to  be  based  on  facts. 
An  example  is  the  relation  of 
LSD  to  chromosome  defects.  As 
in  the  bacteriology  examination, 
a candidate  should  be  familiar 
with  the  rarest  sorts  of  bacteria 
such  as  Pasteurella  pestis,  and 
protozoans  such  as  the  leish- 
mania. 

The  hygiene  examiner  appear- 
ed to  be  the  most  satisfied  of  all 
six  members  about  present  oper- 
ation of  the  Board.  He  feels 
that  a clinically  competent  prac- 
titioner should  be  able  to  do 
a good  job  on  the  basic  science 
examination.  When  asked  his  at- 
titude about  coordination  of  the 
examination  among  the  six  ex- 
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TABLE  4 

Sample  of  five  consecutive  questions  in  hygiene  examination  January 
1968. 

1.  The  first  disease  clearly  shown  to  have  been  water  transmitted  was: 
A.  asiatic  cholera,  B.  bubonic  plague,  C.  candidiasis,  D.  typhoid, 
E.  shigellosis. 

2.  A disease  caused  by  a fungus  is:  A.  asiatic  cholera,  B.  bubonic 
plague,  C.  candidiasis,  D.  typhoid,  E.  shigellosis. 

3.  A disease  spread  almost  exclusively  by  biological  transmission  by 
an  arthropod  is:  A.  asiatic  cholera,  B.  bubonic  plague,  C.  candidiasis, 
D.  typhoid,  E.  correct  answer  not  given. 

4.  There  is  considerable  evidence  that  there  are  potentially  serious 
consequences  from  the  long  term  build-up  and  carrying  of  certain 
insecticide  residues  in  the  tissues.  The  group  of  insecticides  of 
greatest  concern  is  A.  sulfur  dusts,  B.  organic  phosphates,  C.  pyre- 
thriums,  D.  chlorinated  hydrocarbons,  E.  correct  choice  not  given. 

5.  Acute  toxicity  to  man  is  more  apt  to  occur  from  which  of  these 
insecticide  types:  A.  sulfur  dusts,  B.  organic  phosphates,  C.  pyre- 
thriums,  D.  chlorinated  hydrocarbons,  E.  correct  choice  not  given. 

TABLE  5 

The  entire  pathology  examination,  January  1968. 

1.  From  the  lantern  slides  projected  indentify  the  organ , the  disease 
and,  where  appropriate,  the  most  likely  etiology.  Wrong  answers 
count  off,  so  do  not  guess. 

2.  Define  myopathy,  myositis,  muscular  dystrophy  and  neurogenic  mus- 
cular  atrophy.  Include  microscopic  characteristics  of  each. 

3.  Compare  carcinoma  of  the  cervix  and  carcinoma  of  the  prostate, 
including  most  common  microscopic  patterns,  gross  spread,  and 
metastases. 

4.  A patient  develops  hoarseness  due  to  paralysis  of  one  vocal  cord. 
Discuss  the  differential  diagnosis,  emphasizing  gross  anatomic  rela- 
tionships. 


airliners,  he  replied  that  this 
could  not  be  done  since  the 
members  would  be  accused  of 
collusion.  He  is  quite  concerned 
about  possible  legal  action 
against  the  Board. 

Pathology.  Pathology  exami- 
nations are  quite  different  from 
the  others,  consisting  of  only 
four  questions.  In  the  first  ques- 
tion, the  candidate  is  asked  to 
identify  the  organ  and  the  dis- 
ease represented  in  a series  of 
projected  lantern  slides.  Points 
are  taken  off  for  wrong  answers 
to  deter  guessing.  The  other 
three  are  essay  questions. 

The  examiner  is  a professor  of 
pathology  at  the  University  of 
Washington  and  is  the  only  phy- 
sician on  the  Board.  He  has  been 
a member  for  five  years.  He 
feels  the  exam  is  meant  to  screen 
out  incompetent  practitioners 
but  that  because  of  the  relaxa- 
tion in  reciprocity  arrangements, 
it  is  not  successful  in  doing  so. 
Because  most  of  his  examination 
is  of  the  essay  type,  it  is  more 
difficult  for  foreign  bom  gradu- 
ates. The  examiner  feels  how- 
ever that  if  a candidate’s  Eng- 
lish is  responsible  for  causing 
him  to  do  poorly  on  the  exami- 
nation, he  should  not  be  prac- 
ticing medicine  anyhow.  His 
questions  cover  the  amount  of 
pathology  he  feels  a general 
practitioner  should  know  in  or- 
der to  practice. 

In  fact,  while  talking  to  the 
pathology  examiner  it  became 
apparent  that  his  personal  phil- 
osophy of  medicine  enters  very 
much  into  the  type  of  examina- 
tion he  gives.  For  instance,  he 
penalizes  guessing  because  he 
feels  a physician  shouldn’t  make 
judgment  unless  he  knows  for 
sure.  He  wants  to  estimate  the 
candidate’s  general  knowledge 
about  major  aspects  of  pathol- 
ogy and  his  reasoning  power  to 


check  retention  of  facts.  He  uses 
essay  questions  to  permit  the 
candidate  to  demonstrate  his 
knowledge  as  completely  as  he 
can,  in  any  way  he  desires. 

On  the  question  of  reforming 
the  present  examination,  he  feels 
that  a much  better  one  could  be 
given  if  a group  sat  down  to- 
gether and  took  a closer  look  at 
each  question,  weeding  out  the 
picayune  ones  and  rewriting  the 
ambiguous  ones. 

Physiology.  I have  heard  few- 
er complaints  voiced  about  the 
physiology  section  them  any 
other.  It  was  easy  to  see  why, 
after  going  through  the  past 
examinations  and  talking  with 
the  examiner.  Both  are  fair. 

All  questions  in  the  physiol- 


ogy examination  are  objective. 
The  examiner,  a professor  of 
physiology  at  the  University  of 
Washington,  states  that  his  phil- 
osophy in  preparing  the  exami- 
nation is  that  the  concepts  of 
physiology  should  be  currently 
correct,  and  that  they  should 
be  relevant  to  medical  practice. 
The  examiner  is  likewise  sensi- 
tive to  the  hardships  that  some 
candidates  have  to  endure  to 
take  the  examination,  and  takes 
pains  to  make  it  as  fair  as  pos- 
sible. For  example,  his  wife,  who 
is  a nurse,  reads  all  the  questions 
to  check  clarity.  He  also  pre-tests 
the  examinations  on  dental  stu- 
dents. Regarding  the  pertinence 
of  the  examination  he  states  “it 
undoubtedly  stops  some  incom- 


229 

Northwest  Medicine,  March,  1969 


TABLE  6 

Sample  of  five  consecutive  questions  in  physiology  examination,  July 
1967. 

1 . An  increase  of  hydrogen  ion  transport  by  the  cells  of  the  distal 
tubule  will  lead  to  all  of  the  following  except 

A.  reduction  of  urine  pH 

B.  acidification  of  the  tubular  buffers 

C.  bicarbonate  reabsorption 

D.  ammonium  ion  excretion 

E.  oliguria  (decreased  urine  formation  rate) 

2.  A low  blood  pH  combined  with  a higher  than  normal  blood  carbon 
dioxide  partial  pressure  is  characteristic  of 

A.  metabolic  acidosis 

B.  metabolic  alkalosis 

C.  respiratory  acidosis 

D.  respiratory  alkalosis 

E.  none  of  the  above 

3.  In  calculating  body  fluid  shifts,  all  of  the  following  assumptions  are 
made  except 

A.  intracellular  osmolality  equals  extracellular  osmolarity 

B.  sodium  is  confined  mainly  to  the  extracellular  space 

C.  chloride  is  confined  mainly  to  the  extracellular  space 

D.  an  increase  in  extracellular  osmotic  pressure  can  be  balanced 
by  an  intracellular  hydrostatic  pressure  decrease  without  any 
volume  changes 

E.  water  is  readily  exchanged  between  extracellular  and  intra- 
cellular spaces 

4.  The  major  form  by  which  carbohydrates  are  absorbed  from  the 
lumen  of  the  intestine  across  the  intestinal  epithelium  is 

A.  monosaccarides  (e.g.,  glucose) 

B.  disaccharides  (e.g.,  sucrose) 

C.  polysaccharides  (e.g.,  starch) 

D.  three  carbon  breakdown  products  (e.g.,  lactate) 

E.  one  carbon  breakdown  products  (e.g.,  bicarbonate) 

5.  Triglycerides  are  absorbed  via  the  intestinal  lymphatics  rather  than 
via  the  capillaries  because 

A.  lymphatic  fluid  flow  greatly  exceeds  capillary  blood  flow 

B.  a lipid  active  transport  pump  exists  in  the  walls  of  the  lym- 
phatics 

C.  capillary  walls  are  impermeable  to  triglycerides 

D.  the  diffusion  distance  through  the  lymphatics  is  shorter 

E.  local  concentration  gradients  favor  lymphatic  absorption 


petents  from  practicing.  The 
question  is,  does  it  aid  more 
than  it  penalizes?  And  I believe 
it  does.  Of  course,  it  would  be 
better  to  monitor  medical  prac- 
tice and  make  judgments  on 
how  a man  actually  performs 
but  the  medical  profession  has 
never  taken  the  initiative  to  do 
this.” 

The  physiology  examiner  does 
look  upon  himself  as  a guardian 


of  citizens  in  the  State.  He 
states  that  “a  physician  is  tick- 
eted by  society  for  a high  income 
and  high  social  prestige.  There- 
fore, society  has  the  right  to  de- 
mand high  standards.  The  ex- 
amining board  must  ask  the 
fundamental  question,  will  he 
hurt  anyone?”  He  does  feel  that 
better  quality  control  and  regu- 
lation by  the  profession  itself 
would  be  a better  means  of  in- 
suring the  protection  of  society. 


the  possibility  of  reforms 

Members  were  all  asked  how 
they  viewed  the  shortage  of 
medical  manpower  in  the  state 
in  relation  to  the  basic  science 
boards.  The  example  of  a mid- 
dle-aged ophthalmologist  or  psy- 
chiatrist considering  location  in 
Washington  was  raised.  With 
the  exception  of  the  lone  physi- 
cian on  the  Board,  it  was  clear 
that  the  members  had  no  idea 
that  there  was  a particular  prob- 
lem in  physician  manpower. 

Several  members  thought  it 
might  be  desirable  to  work  more 
closely  together  to  improve  the 
overall  quality  of  tire  exam. 
Given  the  distinct  “fiefdoms,” 
chances  for  coordination  do  not 
look  good,  since  several  mem- 
bers are  opposed  to,  as  one  put 
it,  “collusion.” 

There  seemed  to  be  general 
acquiescence  to  National  Board 
in  lieu  of  the  State  examination. 
(National  Board  certifiication  is 
acceptable  for  reciprocity.) 
When  shown  the  statement  of 
a former  AMA  president,  sug- 
gesting abandonment  of  state 
board  exams  for  American  med- 
ical school  graduates,2  the  re- 
actions were  mixed.  One  indi- 
vidual was  against  a single  na- 
tional standard  that  would  limit 
the  sovereignty  of  individual 
states.  His  argument  was  more 
political  than  scientific.  Others 
wondered  how  modifications 
would  apply  to  chiropractors 
and  sanipractors.  In  general, 
however,  I had  the  impression 
that  the  Board  would  not  resist 
efforts  at  major  overhaul;  indeed 
some  members  would  even  find 
them  welcome. 

certificates  issued  by  the 
Basic  Science  Board 

Up  to  1957  the  Basic  Science 
Board  stood  as  a formidable 
barrier  to  those  who  wished  to 
practice  the  “healing  arts”  in 
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Washington  State.  Up  to  that 
time,  only  a handful  of  chiro- 
practors received  licenses  to 
practice.  In  the  first  year  that 
reciprocity  was  in  effect,  ap- 
proximately 60  chiropractors  re- 
ceived licenses.  And,  since  1963, 
62  chiropractors  and  49  osteo- 
paths were  granted  reciprocity 
through  the  states  of  Iowa  and 
Utah  alone. 

In  fact,  since  1957,  non-M.D.s 
have  virtually  ceased  to  take  the 
Basic  Science  exam.  An  average 
of  five  chiropractors  and  one  or 
two  osteopaths  sit  for  each  exam 
compared  to  over  100  M.D.s. 

The  overall  failure  rate  for 
the  Basic  Science  exam  from 
1963  through  1967  was  33  per- 
cent; 51  percent  for  foreign 
graduates,  and  twenty-six  per- 
cent for  graduates  of  U S 
schools.  It  is  obvious  then,  as 
stated  by  Muller,  that  the  orig- 
inal intent  of  the  basic  science 
law  is  being  circumvented  by 
reciprocity  obtained  from  easier 
exams.1  It  is  only  M.D.s  who  sit 
for  the  exams  who  are  being 
penalized.  The  practitioners  of 
the  other  “healing  arts”  are  com- 
ing into  the  State  anyhow 
through  the  back  door. 

discussion 

The  picture  of  six  university 
professors  striving  to  save  Wash- 
ington citizens  from  the  clutches 
of  unqualified  practitioners  of 
the  “healing  arts”  is  both  quaint 
and  sad.  Despite  their  personal 
efforts,  theirs  is  a battle  ground 
of  a bygone  era.  Like  most 
things  in  our  society,  the  health 
care  problems  of  1969  are  infin- 
itely more  complex  than  those 
of  the  ’20s  and  ’30s.  The  prob- 
lem lies  more  in  the  anachron- 
istic law  than  the  Board,  which 
carries  out  a legislative  mandate. 

The  license  laws  came  into 
being  at  a time  when  it  was 
possible  to  define  a body  of 


knowledge  that  a qualified  per- 
son should  possess  in  order  to 
practice  medicine.  It  is  doubt- 
ful that  the  originators  of  these 
laws  anticipated  the  knowledge 
explosion  and  specialization 
trend  which  started  just  prior  to 
World  War  II.  Medical  school 
curriculum  engineers  have  yet 
to  come  up  with  a universally 
accepted  “core”  of  required 
knowledge.  It  is  doubtful  that 
any  state  licensure  board  can 
or  should  be  required  to  do 
better. 

Of  course,  the  original  pur- 
pose of  the  basic  science  law 
was  to  keep  unscientific  cultists 
from  practicing  in  the  State. 
Even  if  it  worked  in  the  begin- 
ning, it  doesn’t  now  as  evi- 
denced by  the  numbers  of  chiro- 
practors obtaining  licensure 
through  reciprocity.  Licensure 
is  not  the  way  to  discourage 
cultists  and  quacks.  Certain  seg- 
ments of  society  will  always 
patronize  unscientific  healers— 
they  obviously  meet  some 
needs.3  In  a scholarly  analysis 
of  professional  licensure,  For- 
gotsen  and  Roemer  state  “regu- 
latory provisions  can  never  give 
an  unscientific  system  a scien- 
tific basis  but  can  give  it  a cloak 
of  legal  respectability.”* 

Besides  no  longer  serving  a 
useful  purpose,  the  Basic  Sci- 
ence Board  is  harmful  both  to 
physicians  who  must  take  it,  and 
to  citizens  of  the  State.  Consider 


the  valuable  physician  hours 
wasted,  cramming  for  a test 
which  in  no  way  educates  one 
to  do  a better  job.  Consider  an 
otherwise  well  qualified  psy- 
chiatrist, physiatrist  or  ophthal- 
mologist who  fails  one  section  of 
the  exam,  and  must  wait  six 
months  to  try  again.  Consider 
a town  or  area  in  need  of  a 
physician,  (a  situation  which  is 
becoming  alarmingly  common) 
which  contacts  a middle-aged, 
competent  practitioner  in  Ohio. 
When  faced  with  the  prospects 
of  learning  how  to  balance  in- 
organic chemistry  equations,  or 
the  innervation  of  the  umbilicus, 
the  Northwest  may  look  consid- 
erably less  attractive  to  him. 
The  basic  science  law  will  exact 
an  increasingly  heavy  cost  as 
the  medical  manpower  shortage 
becomes  more  apparent. 

The  question  of  government 
licensure  of  professional  person- 
nel is  a complex  one.  Consider- 
able more  flexibility  will  be  re- 
quired to  regulate  quality  of 
care  and  at  the  same  time  per- 
mit needed  innovations  in  the 
tasks  performed  by  various 
levels  of  health  manpower.4 

For  the  time  being,  however, 
it  is  hard  to  escape  the  fact  that 
the  Washington  State  Basic  Sci- 
ence Board  is  a guardian  against 
ghosts,  and  should  be  abolished 
by  the  legislature.  ■ 

4800  Sand  Point  Way  N.E. 

(98105) 
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Market  Analysis  for  Suicide  Prevention 


Relationship  of  Age  to  Suicide  on  Holidays , Day 
of  the  Week  and  Month 


P.  H.  BLACHLY,  M.D.  /NORA  FAIRLEY,  B.S.,  Portland,  Oregon 


In  studying  all  suicides  in  Oregon  for  a period  of  five  years, 
the  authors  find  interesting,  and  possibly  significant,  patterns  of 
incidence.  In  most  months  the  incidence  peaks  at  mid-month. 
There  is  a tendency  for  highest  incidence  to  occur  on  the  day 
after  some  holidays.  In  the  middle-age  group  there  are  more 
suicides  an  Monday  than  any  other  day  in  the  week  but  in 
young  persons  the  weekly  peak  is  on  Friday.  Preventive  edu- 
cation can  be  carried  on  through  special  groups  with  whom 
the  suicidal  person  has  contact.  Special  efforts  should  be  directed 
toward  specific  groups  during  the  time  they  are  apt  to  be  in 
greatest  danger.  Such  selective  application  of  preventive  measures 
should  be  based  on  what,  in  commerce,  is  called  market  analysis. 


Those  promoting  health  pro- 
grams, who  might  be  called 
advertisers  of  health,  should 
look  at  what  commercial  firms 
call  market  analysis.  Firms  sell- 
ing face  creams  study  the  circu- 
lation and  readership  of  maga- 
zines carrying  articles  of  interest 
to  women.  They  do  not  buy 
space  in  the  Wall  Street  Journal. 
They  put  effort  into  market  re- 
search so  they  may  be  selective 
in  their  campaigns  in  order  to 
obtain  maximum  profit  from 
money  spent.  Health  advertis- 
ing might  be  made  much  more 
effective,  with  less  expenditure 
of  money  and  effort,  by  apply- 
ing the  market  analysis  prin- 


ciple. We  have  looked  at  sui- 
cide data  in  Oregon,  not  with 
the  idea  of  eliciting  proof,  but 
by  way  of  exploring  a different 
approach.  It  may  indicate  times 
and  places  for  added  emphasis 
in  advertising  aimed  at  preven- 
tion. 

If  a telephone  suicide  pre- 
vention service  of  the  type  that 
has  recently  become  popular12 
wishes  to  increase  its  effective- 
ness through  an  advertising  pro- 
gram, it  seems  logical  to  carry 
out  a market  analysis  to  get  in- 
formation as  to  how  advertising 
money  can  be  used  most  effec- 
tively. The  analysis  would  at- 
tempt to  find  answers  to  such 


families  of  questions  as:  1.  What 
are  the  high  risk  groups?  2.  Do 
persons  in  high  risk  groups  know 
of  suicide  prevention  services? 
3.  Do  persons  who  deal  with 
high  risk  groups  know  the  avail- 
ability of  services  and  treat- 
ment? 4.  By  what  information 
media  can  persons  in  high  risk- 
groups  be  reached?  (e.g.,  if 
suicidal  persons  shut  off  the 
radio  and  television,  then  efforts 
expended  directly  at  such  per- 
sons through  such  media  would 
be  ineffective.)  5.  Are  there  cer- 
tain predictable  times  of  maxi- 
mum and  minimum  suicide  rate 
so  that  preventive  efforts  can  be 
maximized  just  prior  to  the 
high  rate  period,  and  efforts  not 
be  wasted  during  spontaneously 
low  periods?  6.  How  much  does 
it  cost  to  save  a life  and  what 
is  the  return  on  the  investment? 
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SUICIDES  EACH  DAY  IN  OREGON  1962-1966 


Af’RIl 


JUNE 


DECEMBER 


N0VEM8EI 


SEPTEMBER 


OCTOBER' 


E=  Eoster 
L=  Labor  Day 
T«  Thanksgiving 


We  are  reporting  a limited 
attempt  to  further  define  the 
populations  at  risk,  and  the  time 
they  are  riskiest,  in  the  area 
served  by  the  Suicide  Prevention 
Service,  Inc.  in  Portland,  Ore- 
gon. 

method 

IBM  cards  coded  for  the  sui- 
cides in  Oregon  1962-1966  were 
obtained  from  the  Oregon  State 
Board  of  Health.  They  were  tab- 
ulated according  to  date,  day  of 
the  week,  age,  sex,  and  28  holi- 
days. The  data  were  plotted  on 
graph  paper. 

results 

Figure  1 plots  suicides  in  Ore- 
gon 1962-66  by  calendar  day 
throughout  the  year.  Inspection 


Figure  1 

reveals  marked  variation  from 
day  to  day,  but  also  the  sugges- 
tion of  a monthly  cycle,  reaching 
a maximum  about  the  middle  of 
each  month.  Only  in  the  months 
of  January  and  November  is  this 
mid-month  rise  not  apparent. 

Suicides  on  holidays  were  too 
few  to  get  answers  with  statisti- 
cal validity,  Table  1.  Attention 
is  drawn  to  the  fact  that  the 
mean  suicide  frequency  was  0.72 
per  day  per  year,  or  an  average 
of  3.65  per  calendar  day  for  the 
five-year  study,  Table  2.  For 
all  holidays  this  mean  was  3.93. 
But  Memorial  Day  and  the  day 
following,  as  well  as  Labor  Day, 
had  no  suicides  while  Easter, 
Halloween  and  Christmas  had 
but  one.  There  is  a dearth  of 


suicides  in  the  entire  week  of 
Labor  Day.  At  the  other  ex- 
treme, Pearl  Harbor  Day  had 
ten,  Armistice  Day  and  Citizen- 
ship Day  (September  17)  each 
had  seven.  The  day  following 
some  festive  days  had  a high 
rate.  For  example,  Christmas 
had  one  but  December  26  had 
eight;  December  31  had  but  one, 
January  1 had  six,  July  4 had 
five  but  July  5 had  ten. 

If  we  plot  suicide  by  day  of 
the  week  in  tliree  age  groups  as 
in  Figure  2,  a most  interesting 
thing  appears.  The  Monday  rise 
occurs  only  in  the  middle-age 
group,  the  Friday  rise  only  in  the 
younger  group,  whereas  there 
is  almost  no  variation  by  day 
of  week  in  those  over  65.  Figure 
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TABLE  1 


Suicides  on  28  Holidays  in  Oregon  1962-1966 


HOLIDAY 

New  Year’s  Day— January  1 

Lincolns  Birthday— February  12 

Valentine’s  Day— February  14 

Washington’s  Birthday— February 

Ash  Wednesday 

St.  Patrick’s  Day— March  17 

Palm  Sunday 

Good  Friday 

Passover 

Easter 

Mothers’  Day 
Armed  Forces  Day 
Memorial  Day— May  30 
Trinity  Sunday 
Children’s  Day 
Flag  Day— June  14 
Father’s  Day 

Independence  Day— July  4 
Labor  Day 
Jewish  New  Year 
Citizenship  Day—  September  17 
Yom  Kipper 

Columbus  Day— October  12 
Halloween— October  31 
Veterans  Day— November  11 
Thanksgiving 

Pearl  Harbor  Day— December  7 
Christmas—  December  25 
Total 


3 displays  this  influence  of  age 
group  by  day  throughout  the 
year.  Again,  we  see  that  the  old- 
er age  group  has  a much  more 
regular  occurence  of  suicide, 
whereas  those  under  65  tend 
more  to  occur  in  clusters.  Fur- 
ther, the  mid-month  rise  and 
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5 

1 

2 

3 

3 

1 

10 

0 

0 

0 

1 

0 

1 

17 

25 

14 

31 

23 

110 

lay  .61 

.89 

.50 

1.11 

.82 

3.93 

TABLE 

2 

Suicides,  calendar  days 

Total 

Mean  per  day 

S.D. 

1962 

234 

.64 

.81 

1963 

268 

.73 

1.00 

1964 

270 

.74 

.61 

1965 

314 

.86 

.88 

1966 

252 

.69 

.76 

Total 

3.65 

the  influence  of  the  Christmas 
shopping  season  seem  to  be 
phenomena  predominantly  of 
the  middle-aged  group. 

discussion 

The  primary  consideration  of 
any  advertising  campaign  is  to 
reach  the  people  who  will  buy 
the  product  and  to  reach  them 
at  the  most  effective  time.  When 
we  superimposed  the  graph  of 
the  age  of  callers,  to  the  Suicide 
Prevention  Service,  upon  the  age 
of  actual  suicides  (Figure  4), 
it  was  apparent  that  the  major- 
ity of  calls  were  from  persons 
in  age  groups  where  frequency 


of  suicide  is  low.  In  males,  few 
calls  were  obtained  in  the  age 
groups  with  the  greatest  num- 
ber of  suicides,  and  almost  none 
from  persons  over  60.  This  dis- 
crepancy was  less  marked  in 
females.  This  same  observation 
concerning  age  of  callers  has 
been  noted  by  Litman,  et  al.1 

Suicide  is  the  final  common 
pathway  for  a variety  of  un- 
happy populations.  Data  de- 
rived from  averaging  many  sub- 
populations appear  to  be  of  no 
value  in  helping  us  to  reach  con- 
clusions about  how  to  institute 
a preventive  program.  For  ex- 


ample, the  average  suicides  on 
holidays  (3.93)  are  not  signifi- 
cantly different  from  suicides  on 
non-holidays  (3.65).  But  when 
we  find  that  suicides  on  some 
holidays  are  very  low,  and  on 
other  holidays  very  high,  it  sug- 
gests that  suicide  is  a pheno- 
menon susceptible  to  environ- 
mental manipulation.  Striking  is 
the  observation  that  during  a 
traditionally  high  suicide  period, 
May  and  June,  there  were  no 
suicides  on  Memorial  Day  and 
the  day  following.  Can  it  be 
that  the  open  social  awareness 
of  the  dead  on  Memorial  Day 
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Figure  2 

SUICIDES  EACH  DAY  BY  AGE  IN  OREGON  1962-/966 
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Figure  3 
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has  a preventive  effect?  Easter, 
the  day  of  resurrection,  had  but 
one,  whereas  the  day  of  cruci- 
fixion, Good  Friday,  exceeded 
the  average  with  five.  At  the 
other  extreme  the  three  holidays 
having  the  highest  rates  were 
days  associated  with  the  con- 
cept of  integrity  of  our  country, 
Pearl  Harbor  Day  having  ten. 
Veterans  Day  having  seven  and 
Citizenship  Day,  seven.  (The 
latter  is  perhaps  due  more  to 
the  mid-September  rise,  since  it 
is  a date  not  widely  recognized. ) 
Although  July  4 exceeded  the 
average,  it  is  the  day  after,  July 
5,  with  ten  that  stirs  our  curio- 
sity. Christmas  and  New  Year’s 
Eve  show  a similar  phenome- 
non, each  having  but  one  sui- 
cide, but  rebounding  the  next 
day  to  eight  and  six  respectively. 

A similar  conclusion  is  derived 
from  looking  at  data  on  suicide 
by  day  of  the  week;  lumping 
all  of  the  data  gives  a picture 
of  no  operational  utility.  But 


when  we  find  that  the  rise  on 
Monday  is  limited  to  middle- 
aged  persons,  it  suggests  that 
preventive  advertising  on  week- 
ends might  profitably  be  direct- 
ed through  media  that  this  pop- 
ulation uses;  similarly  for  the 
younger  set  preceding  week- 
ends. 

For  those  over  65,  it  appears 
we  may  have  to  consider  a 
means  of  prevention  not  direct- 
ed at  the  suicidal  person  per  se. 
The  constancy  of  suicides  by 
day  of  the  week,  Figure  3,  sug- 
gests that  suicide  in  this  age 
group  is  less  susceptible  to  en- 
vironmental manipulation;  when 
combined  with  the  observation 
that  this  group  does  not  use  the 
Suicide  Prevention  Service,  Fig- 
ure 4,  it  argues  for  a suicide  pre- 
vention effort  directed  at  per- 
sons dealing  with  this  age  group. 
Most  obviously,  they  would  be 
relatives  and  physicians. 

We  wonder  whether  the  role 
of  alcohol  in  suicide4  6 is  reflect- 


ed in  the  high  rate  the  day  after 
New  Year’s  Eve,  July  4,  and 
Christmas.  How  much  of  the 
Monday  rise  in  middle  age  is 
due  to  rebound  depression  over 
a lost  weekend? 

Most  important  question  we 
wish  to  raise  is  whether  our 
findings  can  be  replicated  in 
other  areas,  or  even  here  in  the 
next  five  years. 

With  all  of  the  limitations  of 
our  data,  including  small  num- 
bers, the  fact  that  the  suicide 
effort  may  have  preceded  the 
day  of  death,  and  the  usual  dif- 
ficulties in  assessing  the  accur- 
acy of  suicide,  we  feel  justified 
in  making  the  following  recom- 
mendations for  conduct  of  mass 
media  advertising  effort  of  the 
Suicide  Prevention  Service  in 
Portland,  Oregon: 

a.  Direct  it  at  persons  un- 
der 65. 

b.  Generally,  advertise  dur- 
ing the  5th  to  the  15th 
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SUICIDES  BY  DAYS  OF  THE  WEEK  IN  OREGON  1962-1966 
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days  of  each  month.  In 
September  start  about 
the  8th  day,  and  in  De- 
cember from  the  1st  to 
15th. 

c.  From  Sunday  through 
Thursday  direct  the  mes- 
sage to  middle-aged  per- 
sons and  on  Friday  and 
Saturday  to  those  under 
40. 

d.  Give  additional  effort  to 
the  middle-aged  group 
on  Armistice  and  Pearl 
Harbor  days. 

e.  Discuss  the  influence  of 
alcohol  on  impulsive 
suicide  on  January  1, 
July  5,  arid  December  26. 

f.  In  the  early  part  of  June 
direct  the  effort  to  those 
just  graduating,  switch- 
ing to  middle  age  as  the 
15th  approaches. 

Despite  agreement  that  defin- 
able groups  have  a high  risk  of 
suicide,  we  are  not  aware  that 
suicide  prevention  organizations 
have  attempted  to  focus  their 
activities  on  these  groups.  Table 
4 lists  some  of  these  groups  and 
the  routes  through  which  they 
might  be  reached. 

summary 

The  importance  of  using  the 
concept  of  “market  research”  for 
the  optimal  use  of  advertising 
funds  for  suicide  prevention  is 
discussed  using  data  from  death 
certificates  in  Oregon  organized 
by  age  and  day  of  year.  The 
hazards  of  drawing  conclusions 
from  averaging  data  from  many 
disparate  subpopulations  is  illu- 
strated. The  operational  utility 
of  focusing  suicide  - prevention 
efforts  on  particular  high  risk 
groups  is  exemplified  in  a set 
of  specific  recommendations.® 
3181  SW  Sam  Jackson  Park  Road 

(97201) 


TABLE  3 

Maximum  and  Minimum  Number  of  Suicides, 
Calendar  Days 

10  suicides  January  27 

May  27 
July  5 
December  7 

0 suicides  January  8 

February  19,  20,  29  (1964) 
May  17,  30,  31 
August  8 
September  30 
October  11,  29 
November  1,  3,  16 
December  22 


TABLE  4 


High  Risk  Group 

1.  The  recently  divorced  or  be- 
reaved,3 particularly  the  male 
alcoholic4  experiencing  loss. 

2.  Middle-aged  persons  seeking 
medical  help.5 

3.  Persons  who  have  made  suicide 
gestures  or  attempts.6 

4.  Persons  recently  discharged 
from  mental  hospitals.7 

5.  Competent  persons  in  occua- 
tions  where  it  is  learned  that 
death  or  violence  are  ways  of 
solving  problems.8 

6.  Competent  persons  who  have 
excessive  egoism  and  anomie, 
(a  state  of  personal  disorienta- 
tion, anxiety  and  social  isola- 
tion).6 


Route  of  Approach 

Courts  of  domestic  relations. 
Funeral  directors. 

Alcohol  rehabilitation  organization. 

Physicians,  nurses  and  social  work- 
ers via  professional  societies  and 
journals. 

Police  and  ambulance  personnel, 
staff  of  hospital  emergency  rooms. 

Through  family  prior  to  discharge 
of  patient. 

Education  through  professional  or- 
ganizations and  journals.  Such 
groups  as  police,  attorneys,  physi- 
cians, military. 

Education  through  service  clubs 
and  professional  organizations  of 
groups  such  as  contractors,  brokers, 
salesmen  and  college  faculty  mem- 
bers. 
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Medication  Errors  in  Hospitals 


HERBERT  L.  HARTLEY,  M.D.,  Seattle,  Washington 


Careful  observance  of  medication  orders  in  hospitals  has  been 
taken  for  granted.  But  this  faith  in  operation  of  the  most  widely 
used  system  is  not  justified.  Time  honored  practice  leaves  a surpris- 
ingly large  number  of  opportunities  for  error,  and  with  today’s 
potent  medicines,  error  can  lead  to  catastrophe.  Errors  occur  with 
much  greater  frequency  than  has  been  generally  suspected.  Modern 
methods  prevent  most  of  the  errors  by  eliminating  much  of  the 
paper-work  and  by  eliminating  functions  that  are  both  unncessary 
and  dangerously  open  to  mistake. 


When  you  have  written  med- 
ication orders  on  the 
order  sheet,  closed  the  chart, 
and  left  it  on  the  desk  at  the 
nurses’  station,  you  may  expect 
that  the  right  medicine  will  be 
given  to  the  right  patient,  at 
the  right  time,  by  the  right 
method.  Will  all  of  this  happen 
as  you  have  directed?  There  is 
a surprisingly  high  percentage 
chance  that  it  will  not.  If  you 
have  written  for  two  drugs,  each 
to  be  given  three  times  a day, 
there  is  statistical  probability 
that  there  will  be  an  average  of 
one  error  in  your  patient’s  medi- 
cation every  day. 

Members  of  the  governing 
body  of  your  hospital  are  well 
aware  of  their  obligations  to 
protect  the  interests,  safety,  and 
general  welfare  of  the  patients. 
Most  of  them,  and  most  of  the 
hospital  personnel,  make  an  hon- 
est effort  to  meet  their  obliga- 
tions but  they  sometimes  get 
caught  in  cross  currents  that  take 
them  off  course.  The  vast  scien- 
tific, technological,  and  medical 
advances  in  recent  years,  have 
imposed  marked  stress  on  the 
economic,  physical,  and  staffing 


structures  of  many  institutions. 
The  struggle  to  keep  abreast  of 
times  has  resulted  in  a state  of 
confusion  in  which  public  im- 
age, patient  comfort,  and  a prim- 
itive concept  of  economy  have 
been  allowed  to  overshadow  the 
very  important  consideration  of 
patient  safety.  Nowhere  is  this 
more  important  than  in  the  mat- 
ter of  medication.  But  protec- 
ion  of  patient  safety  is  not  en- 
irely  the  responsibility  of  the 
hospital— it  is  a fundamental 
part  of  the  practice  of  medicine. 

Have  you  ever  taken  a close, 
careful  look  at  the  drug  distribu- 
tion system  in  your  own  hos- 
pital? Or  have  you  taken  it  for 
granted  that  all  would  be  well? 
Yours  may  the  exception,  but  in 
most  institutions  the  medication 
procedures  have  been  almost 
completely  forgotten,  or  ignored, 
for  many  years.  The  methods 
now  being  used  are,  at  best,  an- 
tiquated, sloppy,  and  bungle- 
some.  Continuation  of  outmoded 
routines  is  a result  of  medical 
staff  apathy  as  much  as  govern- 
ing body  confusion.  Failure  to 
modernize  these  procedures  has 
left  them  wide  open  for  oppor- 
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tunities,  and  probabilities,  for 
medication  errors.  A statistically 
reliable  study  by  Barker,  Kim- 
brough and  Heller,  of  the  Uni- 
versity of  Mississippi,  has  shown 
that  an  average  of  every  sixth 
dose  of  medication  given  in  hos- 
pitals is  given  in  error.1 

If  the  numerous  errors  have 
been  overlooked  it  U because 
they  are  not  accurately  reflected 
in  “incident  reports.”  In  most 
hospitals  they  are  left  out  for 
several  reasons:  a.  Many  errors 
are  completely  undetected  be- 
cause no  one  realized  they  were 
committed  unless  the  patient 
has  an  undesirable  reaction; 
b.  The  definition  of  medication 
error  is  not  generally  understood 
or  accepted;  c.  The  sense  of  in- 
competence and  fear  of  disci- 
plinary action  felt  by  some  ward 
personnel  tend  to  discourage  re- 
ports. Errors  must  be  sought  out 
and  checked  by  trained  observ- 
ers if  they  are  to  be  reported 
reliably. 

Most  researchers  consider  er- 
rors to  be:  1.  Wrong  medication; 
2.  Wrong  dose;  3.  Unordered 
medication  given;  4.  Extra  dose 
given;  5.  Dose  omitted;  6.  Dose 
not  given  on  time  (within  30 
minutes);  7.  Wrong  route,  such 
as  oral  instead  of  intramuscular. 
It  is  fortunate  that  patients  do 
not  react  severely  to  many  of 
these  errors,  but  each  error  is 
potentially  dangerous  to  the 
welfare  of  the  patient  and  po- 
tentially costly  to  the  hospital  or 
the  physician,  or  both.  In  addi- 
tion to  being  costly,  legal  awards 
and  adverse  publicity  are  not 
pleasant.  Insurance  carriers 
know  that  a case  involving  a 
medication  error  is  difficult  to 
defend  in  court. 

the  basic  causes  of 
medication  errors 

There  are  several  factors  in- 
herent in  present  medication 


systems  that  may  lead  to,  or  at 
least  encourage,  the  commission 
of  errors.  One  important  factor 
is  the  failure  to  assign  drug  re- 
sponsibilities to  the  best  quali- 
fied personnel.  The  one  person 
on  the  hospital  staff  who  is 
legally  and  actually  best  quali- 
fied by  formal  training  to  handle 
and  control  medications  is  the 
pharmacist,  yet  in  most  cases 
he  has  very  little  to  do  with 
them.  His  basic  function  usually 
is  to  repackage  drugs  into  small- 
er and  more  convenient  contain- 
ers which  he  sends  to  the  nurs- 
ing floor.  The  responsibilities  of 
interpreting  and  transcribing 
physicians’  orders  and  selecting, 
pouring  and  measuring  medica- 
tions are  assigned  to  nursing 
service.  Nurses  are  not  formally 
trained  in  therapeutics,  pharma- 
cology, toxicology,  precautions, 
contraindications  or  pharma- 
ceutical arithmetic,  subjects  vital 
to  proper  understanding  of  mod- 
ern drugs  and  respect  for  their 
potential.  Limited  programs  of 
continuing  or  in-service  training 
for  nurses  are  frequently  inade- 
quate in  this  field. 

A further  contributing  factor 
is  transfer  of  responsibilities  as 
result  of  the  increasing  shortage 
of  registered  nurses.  While  this 
may  not  yet  be  a serious  situ- 
ation in  some  areas  of  the  North- 
west, it  is  a major  problem  na- 
tionally and  will  grow  rapidly 
worse  in  the  near  future.  This  is 
forcing  an  expanding  and  un- 
realistic workload  on  registered 
nurses,  so  that  many  of  their 
traditional  duties  must  be  as- 
sumed by  lesser  trained  person- 
nel. Unfortunately  one  of  the 
duties  now  being  transferred  to 
practical  nurses,  nurses  aids,  and 
ward  clerks  is  that  of  handling 
medications.  This  significantly 
increases  the  probability  of  er- 
rors. 

Consider  also  the  environmen- 


tal problems  at  the  nursing  sta- 
tions that  contribute  to  errors. 
The  increasing  work  load  on 
the  floors  results  in  confusion 
and  interruptions  while  handling 
medications.  A typical  situation 
is  reported  by  a nursing  super- 
visor at  the  University  of  Florida 
who  states  that  during  one  study 
a medication  nurse  was  inter- 
rupted 19  times  while  preparing 
one  round  of  medications  and 
“she  is  constantly  immersed  in  a 
babble  of  words,  patient  buzzers, 
telephone  rings  and  equipment 
noises.”2  Not  only  are  medicine 
rooms  frequently  located  in 
congested  traffic  areas— but  they 
may  be  so  limited  in  work  space 
and  storage  space  that  supplies 
cannot  be  shelved  in  orderly 
manner,  difficulties  are  multi- 
plied and  valuable  time  is  wast- 
ed. They  also  usually  lack  the 
equipment  needed  for  proper 
handling  and  measuring  of  drugs 
as  compared,  for  instance,  to 
the  pharmacy. 

Closely  related  is  the  expand- 
ing volume  of  today’s  compli- 
cated paper-work.  It  has  ac- 
cumulated layer  by  layer,  like 
coats  of  paint  on  an  old  ship, 
hiding  superficial  blemishes  per- 
haps, but  doing  nothing  for  per- 
formance. Neither  paint  nor 
paper  can  modernize  inefficient 
design.  Multiple  transcriptions 
must  be  made  to  pharmacy, 
Kardex  and  medication  records 
and  medicine  cards.  Floor  stocks 
and  narcotics  must  be  inven- 
toried, recorded,  and  ordered. 
Patient  charges  must  be  posted 
and  credit  issued,  in  addition  to 
routine  charting.  Paper  work 
becomes  more  and  more  compli- 
cated each  year;  new  forms  are 
constantly  being  added  but  few 
are  ever  deleted.  It  is  little  won- 
der that  errors  in  transcriptions, 
orders,  and  records  are  increas- 
ing at  an  alarming  rate. 
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Another  important  contribut- 
ing factor  to  errors  is  the  num- 
ber and  nature  of  new  drugs  be- 
ing used  in  the  last  few  years. 
New  antibiotics,  tranquilizers, 
sedatives,  analgesics,  metabolic 
and  other  agents  are  constantly 
being  added  to  hospital  stocks. 
This  means  new  and  complicat- 
ed names  to  be  learned,  both 
generic  and  trade  names.  To 
add  to  the  confusion,  dosages 
are  quoted  in  mixed  systems 
such  as  grains,  grams,  milli- 
grams, micrograms,  units,  cc’s. 
and  teaspoons.  All  of  this  can, 
and  does,  lead  to  errors.  Since 
the  newer  drugs  are  consider- 
ably more  potent  than  older 
ones,  errors  can  be  dangerous. 
In  fact,  some  newer  agents  can 
offer  as  many  dangers  as  benefits 
if  not  used  properly,  as  pre- 
scribed. 

typical  medication  system 

The  traditional  drug  distribu- 
tion system  used  in  most  hos- 
pitals today  is  known  as  the 
“combination”  system,  in  which 
some  of  your  medication  orders 
are  filled  from  the  pharmacy 
and  others  are  dispensed  by  the 
nursing  staff  from  open  floor 
stocks  on  the  wards.  In  this  sys- 
tem there  are  a minimum  of 
forty  opportunities  for  error  in 
every  dose  given  to  the  patient. 
Five  of  these  opportunities  oc- 
cur in  the  writing  of  the  order 
by  the  physician,  seven  of  them 
occur  in  the  filling  of  the  order 
in  pharmacy,  and  the  other 
twenty  eight  occur  on  the  nurs- 
ing floor.  If  committed,  many  of 
these  errors  perpetuate  them- 
selves, others  can  lead  to  still 
more  errors. 

Here  is  a brief  description  of 
the  system.  You  write  your  ord- 
ers in  the  chart  and  flag  it.  At 
the  nursing  station  your  orders 
are  reviewed  and  interpreted, 


frequently  by  a ward  clerk.  If 
medications  are  to  be  ordered 
from  pharmacy,  the  order  is 
transcribed  and  sent  there  for 
filling.  Medication  records,  Kar- 
dex  records,  and  medicine  cards 
are  prepared.  Medicine  cards 
are  sent  to  the  medicine  room 
and  filed  for  time  of  next  dose. 
Prescriptions  received  from 
pharmacy  are  placed  in  the  pa- 
tient’s designated  cubicle.  At  the 
time  doses  are  to  be  administer- 
ed medicine  cards  are  placed  on 
a tray  or  table,  doses  are  select- 
ed and  placed  in  cups  or  syrin- 
ges and  set  upon  or  near  the 
medicine  cards.  At  this  time  all 
identification  of  the  doses  is  lost, 
since  they  are  no  longer  in  lab- 
eled containers.  After  the  doses 
are  poured  the  nurse  places 
them  on  a tray  and  takes  them 
to  bedside.  She  identifies  the  pa- 
tient and  administers  the  doses. 
She  returns  to  the  station  and 
charts  the  doses  given,  although 
charting  may  frequently  be  de- 
layed to  a more  convenient  time. 
When  medications  are  discon- 
tinued or  the  patient  is  discharg- 
ed prescriptions  are  returned  to 
pharmacy  for  credit. 

It  is  not  difficult  to  find  the 
vulnerable  areas  in  this  system. 
There  is  opportunity  for  error  in 
every  transcription:  the  phar- 
macy order,  the  medication  rec- 
ord, the  medicine  card.  Medi- 
cine cards  can  be  misfiled,  mis- 
laid, or  misread,  since  they  are 
handwritten.  Wrong  medicines 
can  be  poured.  Interruptions  can 
be  dangerous  during  the  time 
doses  are  being  prepared.  After 
being  poured,  the  medications 
can  easily  become  separated 
from  the  cards,  and  all  means  of 
identification  is  lost.  A jostled 
arm  or  a slippery  floor  can  result 
in  a jumbled  mess  on  a tray. 
Open  floor  stocks  are  difficult 
to  control,  resulting  in  out-dated 


or  impotent  drugs  being  ad- 
ministered to  patients. 

The  probability  of  error  in- 
creases in  proportion  to  the 
number  of  people  involved  in 
the  system,  the  number  of  trans- 
criptions, the  confusion  and  in- 
terruptions at  the  nursing  sta- 
tion, and  the  work  load  on  the 
floor.  It  decreases  in  proportion 
to  the  qualifications  of  the  per- 
sonnel involved. 

some  answers  to  the  problem 

There  are  several  possible 
ways  to  improve  the  present 
situation,  ranging  from  some 
rather  simple  changes  in  medi- 
cation procedures  to  some  quite 
sophisticated  modernization  pro- 
grams. You  can  help  initiate 
some  of  these  changes.  The  ex- 
tent of  improvements  may  de- 
pend upon  the  economic  condi- 
tion of  the  hospital,  the  physical 
facilities  available,  and  the  at- 
titude of  the  staff.  Hospital  ad- 
ministrators are  becoming  aware 
of  the  need  for  change  and  many 
are  now  considering  plans  to  up- 
date their  medication  proced- 
ures. Here  are  some  of  the 
things  that  can  be  done. 

1.  Reduce  or  eliminate  open 
floor  stocks.  It  is  difficult  to  ex- 
ercise any  controls  over  drugs 
stocked  on  nursing  floors.  Where 
possible,  individual  patient  pre- 
scriptions should  be  filled  in  the 
pharmacy.  Except  for  a few  nar- 
cotics, sedatives,  and  common 
items  such  as  laxatives,  there 
should  be  no  need  for  drug 
stocks  on  the  floors. 

2.  Eliminate  transcriptions  of 
drug  orders  at  the  nursing  sta- 
tions. This  is  time  consuming 
and  entirely  unnecessary.  A dup- 
licate copy  of  physician’s  orders 
can  easily  be  obtained  by  insert- 
ing a no-carbon  sheet  under  the 
standard  order  sheet  in  the 
chart,  and  the  copy  can  be  sent 
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directly  to  pharmacy  where  it 
can  be  interpreted  and  filled. 
This  is  rapidly  becoming  com- 
mon practice  in  hospitals. 

3.  The  medication  card  can 
be  typed  in  pharmacy.  This 
would  save  time  at  the  nursing 
station  and  eliminate  hand  writ- 
ten cards.  Duplicate  forms  are 
now  available  which  produce 
the  prescription  label  and  the 
medicine  card  simultaneously. 
Any  reduction  of  paper  work  on 
the  floors  will  result  in  less  con- 
fusion for  the  floor  staff. 

4.  Adopt  unit-of-use  packaged 
medications  where  possible. 
Every  dose  is  separately  wrap- 
ped and  labeled  with  generic 
and  trade  names,  dosage  in 
grains,  dosage  in  milligrams, 
and  expiration  date,  if  any.  Iden- 
tification is  possible  all  the  way 
to  the  bedside.  Contamination  is 
eliminated  and  freshness  is  as- 
sured. Unused  doses  can  be  re- 
turned and  re-issued  with  safety. 
Injectable  doses  are  accurate 
and  they  are  sterile.  About  40 
percent  of  drugs  are  now  avail- 
able in  this  form,  with  more  be- 


coming available  rapidly. 

5.  Small  mobile  medication 
carts  are  now  available  which 
contain  drawers  for  individual 
patients  in  which  all  medications 
for  twenty  four  or  more  hours 
can  be  placed.  If  medication 
orders  are  filled  daily  in  phar- 
macy and  sent  to  the  floors  in 
these  carts,  most  floor  stocks 
could  be  eliminated.  It  would 
also  eliminate  the  use  of  flat 
trays  for  delivering  drugs  to  pa- 
tients, since  the  cart  could  be 
rolled  to  bedside.  The  cart  works 
particularly  well  with  unit-of- 
use  medications. 

6.  Perhaps  the  ultimate  goal 
for  safe  and  efficient  medica- 
tion procedures  is  a completely 
centralized  pharmacy  service,  in 
which  individual  doses  of  medi- 
cations are  delivered  for  each 
patient  from  pharmacy  at  the 
time  the  dose  is  to  be  given.  Al- 
though this  may  seem  to  be  un- 
realistic, such  programs  have 
been  designed  and  are  now  be- 
ing used  successfully  in  some 
hospitals.  Each  dose  is  prepared 
under  pharmacy  supervision  in  a 


clean  and  quiet  environment 
with  proper  equipment.  Much 
of  the  paper  work  is  also  ab- 
sorbed by  pharmacy.  Problems 
of  incompatabilities,  precautions, 
contraindications,  and  unusual 
drug  doses  can  be  solved  before 
the  medication  reaches  the  pa- 
tient. In  hospitals  where  this  sys- 
tem is  being  used  medication 
errors  have  been  reduced  sig- 
nificantly. 

conclusion 

Medication  errors  in  hospitals 
today  are  at  a potentially  dan- 
gerous level  and  seem  to  be  in- 
creasing as  medications  and  hos- 
pital procedures  become  more 
complicated.  Modernization  and 
up-dating  of  drug  distribution 
systems  can  serve  to  reduce 
these  errors.  Many  hospitals  are 
presently  planning  such  pro- 
grams. Since  patient  safety  is  of 
prime  interest  to  the  physician, 
he  may  be  able  to  help  his  hos- 
pital initiate  better  medication 
procedures.  ■ 

500  Wall  Street 
(98121) 
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U.  W.  Health  Sciences  Open  House 


University  of  Washington  Annual  Health  Sciences 
Open  House  will  be  held  Thursday,  April  24,  from 
12:30  to  9:30  p.m. 

“Contributions  of  the  Health  Sciences  in  a 
Changing  Society”  will  be  shown  by  students  and 
staff  of  the  schools  of  Medicine,  Dentistry,  Nursing 
and  Pharmacy,  and  the  University  Hospital,  through 
more  than  40  displays  of  patient-care  and  research 
techniques. 


Hospital  and  laboratory  equipment  valued  at  more 
than  one  million  dollars  will  be  demonstrated  in  a 
quarter-mile  tour  route  through  the  Health  Sciences 
Building  and  University  Hospital.  Students  in  12 
health-related  occupations  will  demonstrate  aspects 
of  the  professions  they  are  learning.  Parking  is 
available  in  lots  south  of  University  Stadium.  ■ 
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Athletic  Performance  at  Moderate  Altitude 

MERRITT  H.  STILES,  M.D.,  Spokane,  Washington 


Studies  reported  at  an  International  Symposium  on  the  Effects  of  Altitude 
on  Physical  Performance,  recommendations  from  the  Olympic  Advisory  Panel 
on  Sports  Physiology,  and  discussions  with  coaches  and  physiologists  experienced 
in  competion  at  altitude  led  to  a set  of  recommendations  regarding  training  for 
the  Mexico  City  Olympic  Games. 

New  world  records  were  set  during  the  Mexico  City  Games  in  almost  all 
Track  and  Field  sprint  events.  Performance  times  were  prolonged  in  distance 
events,  though  less  prolonged  than  anticipated  in  some  events.  Though  many 
Olympic  records  were  broken  in  swimming  events,  relatively  few  new  world 
records  were  established. 


The  concern  that  developed 
over  the  International  Olym- 
pic Committe’s  decision  to  hold 
the  XIX  Olympic  Games  at 
Mexico  City’s  moderate  altitude 
of  7,349  feet  served  a good  pur- 
pose, in  that  it  stimulated 
intensive  study  of  the  process 
es  involved  in  altitude  accli- 
matization and  of  the  mech- 
anisms involved  in  condi- 
tioning itself.  The  results  of 
many  of  these  studies  were  pre- 
sented at  the  International  Sym- 
posium on  the  Effects  of  Alti- 
tude on  Physical  Performance, 
held  at  Albuquerque,  New 
Mexico,  in  March  1966,  and 
financed  in  part  by  Olympic 
funds.  The  proceedings  of  the 
conference,1  recommendations 
from  the  Olympic  Advisory 
Panel  on  Sports  Physiology,  dis- 
cussions with  coaches  and  physi- 
ologists experienced  in  high- 
altitude  competition,  and  num- 
erous observations  made  in  re- 
cent studies,  some  still  unpub- 
lished, were  important  in  devel- 
oping the  recommendations 
made  to  Olvmpic  coaches.  Table 
1. 


Dr.  Stiles  is  chairman,  Medical  and 
Training  Services  Committee,  United 
States  Olympic  Committee. 


TABLE  1 

Recommendations  on  Competition  and  Training  at  Moderate  Altitude. 

1.  No  danger  exists  in  altitude  competition  itself. 

2.  Most  symptoms  at  moderate  altitude  are  psychological,  from 
hyperventilation . 

3.  New  records  are  possible  in  field  and  short-duration  events. 

4.  Performance  times  will  be  prolonged  in  middle-  and  long-distance 
events. 

5.  Acclimatization  and  improved  performance  at  altitude  result  from: 

A.  Cross-adaptation  with  conditioning  programs. 

1)  Improvement  in  maximum  oxygen  uptake. 

a.  Increased  pulmonary  ventilation. 

b.  Increased  cardiac  output. 

c.  Increase  in  respiratory  pigments. 

d.  Increased  tissue  vascularization. 

e.  Widened  arteriovenous  oxygen  difference. 

2)  Increased  anaerobic  capacity. 

B.  Reassurance. 

C.  Experience  in  pacing. 

6.  Altitude  acclimatization  is  fastest: 

A.  In  well-conditioned  athletes. 

B.  With  vigorous  training. 

C.  With  early  time  trials. 

7.  Recovery  times  are  essentially  the  same  as  at  sea  level. 

8.  The  maximum  allowable  training  should  be  conducted  at  altitude 
for  competitors  in  events  requiring  more  than  two  minutes  of 
maximum  effort. 

9.  Shorter  periods  of  altitude  training  are  suitable  for  other  com- 
petitors. 

10.  Repeated  periods  of  altitude  training  may  improve  performance. 
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adaptation  to  altitude 

From  the  standpoint  of  ath- 
letic performance  the  only  im- 
portant factor  at  moderate  alti- 
tude is  the  partial  pressure  of 
oxygen.  The  lower  oxygen  pres- 
sure has  no  effect  on  field  events, 
or  on  running  or  swimming 
events  not  requiring  more  than 
one  and  three-quarters  to  two 
minutes  of  maximum  effort. 
Oxygen  debt,  or  anaerobic  ca- 
pacity, estimated  to  amount  to 
as  much  as  5 to  6 liters  in  well- 
conditioned  athletes,2  is  the 
principal  factor  in  short-dura- 
tion events,  and  performances 
better  than  previous  world  rec- 
ords are  possible. 

In  prolonged  events,  perform- 
ance is  dependent  largely  on  in- 
spired oxygen  since,  when  spread 
out  over  a 2 0 minute  period  for 
example,  the  oxygen  debt  ca- 
pacity of  5 to  6 liters  does  not 
amount  to  a great  deal.  ( Bengt 
Saltin  has  estimated  10  percent 
for  distance  of  5,000  meters  and 
5 percent  for  10,000  meters,13) 
Because  of  the  lower  partial 
pressure  of  oxygen  one  might 
expect  performance  times  to  be 
as  much  as  15  percent  to  20 
percent  slower  in  a 20-minute 
event;  actually  times  have  usu- 
ally only  been  prolonged  by  7 
percent  to  10  percent,  because  of 
the  numerous  adaptive  factors. 
In  middle-distance  events,  re- 
quiring ten  minutes  at  sea  level, 
the  oxygen  debt  capacity  doesn’t 
need  to  be  spread  so  thin,  and 
performance  times  have  been 
only  about  5 percent  longer.  In 
events  requiring  only  around 
four  minutes  of  maximum  effort, 
performance  times  are  prolong- 
ed only  by  3 to  4 percent. 

The  effects  are  observed  in 
running,  swimming,  cycling, 
rowing,  or  paddling  events  of 
over  two  minutes  duration. 


Team  events  that  require  inter- 
rupted effort,  as  soccer  football, 
water  polo,  basketball,113  and 
field  hockey,  and  bout  events, 
where  exertion  is  on  a stop-and- 
go  basis,  should  be  little  affected, 
since  the  overall  effort  may  not 
require  more  than  75  percent  of 
the  available  oxygen  supply. 

factors 

While  experience  has  shown 
that  adaptation  to  altitudes  does 
occur,  the  factors  involved  are 
not  completely  understood.  In- 
creased pulmonary  ventilation 
is  always  a factor, icd  perhaps 
too  prompt  a factor  in  some  in- 
dividuals. Most,  but  not  all, 
studies  have  shown  improve- 
ment in  the  maximum  oxygen 
uptake  over  a 10  to  14  day 
periodlc  e 3 though  not  beyond 
this  point.  It  has  long  been 
known  that  the  hemoglobin 
level  is  significantly  increased 
at  higher  elevations.  While  not 
all  studies  made  at  moderate 
altitudes  are  in  agreement,  most 
have  shown  early  hemoconcen- 
tration  with  a later  increase  in 
hemoglobin  and  erythrocytes. ld 
Reports  of  other  studies  have 
indicated  that  myoglobin  levels 
may  be  increased, lf  that  increas- 
ed tissue  vascularization  may 
develop, ld  that  cardiac  output 
may  increase, ldg  and  that  the 
arteriovenous  oxygen  difference 
may  be  widened.lgh  These  fac- 
tors combine  to  provide  the  in- 
creased oxygen  delivery  ca- 
pacity, or  maximum  oxygen  up- 
take mentioned  above.  Available 
evidence  also  indicates  that  in- 
creased anaerobic  capacity  may 
be  a factor  in  altitude  adapta- 
tion.ldef4 

Though  reassurance  as  to  the 
absence  of  harmful  effects  may 
at  times  be  a factor  in  improved 
athletic  performance,  experience 
in  pacing  is  in  all  probability  a 


much  more  important  factor.  In 
effect,  the  two-miler  needs  to 
learn  to  pace  himself  as  though 
he  were  running  two  and  one- 
half  to  three  miles  at  sea  level. 
Concern  has  been  expressed 
that  the  slower  pace  might  result 
in  some  degree  of  muscle  de- 
training, but  if  so,  increased 
“spurt”  training  could  be  cor- 
rective.1'3 

Not  all  athletes  adapt  equally 
well  to  altitude.  This  may  be 
due  to  psychological  factors  in 
some.  In  others  it  may  be  due  to 
lessened  pulmonary  diffusion  of 
oxygen,  though  this  can  be  over- 
come to  some  extent  by  increas- 
ed ventilation.  Though  some 
studies  have  shown  minor  im- 
provement at  moderate  altitude 
over  a longer  period,  most  adap- 
tive changes  apparently  occur 
within  a two-  to  three-week 
period.  There  seems  to  be  gen- 
eral agreement  that  adaptation 
is  most  rapid  in  the  athlete  who 
is  in  good  condition  when  he 
arrives  at  altitude,13  who  trains 
vigorously,113  and  who  runs  time 
trials  during  his  first  day  or 
two.4  The  old  myth,  “Take  it 
easy  the  first  few  days  at  alti- 
tude,” seems  to  be  well  exploded 
as  far  as  moderate  altitudes  are 
concerned.  In  fact,  there  is  evi- 
dence that  taking  it  easy  for  a 
few  days  may  result  in  a sig- 
nificant degree  of  detraining.11 

This  is  readily  understood 
when  one  considers  the  factor 
that  Favour  has  stressed,10  the 
marked  degree  of  cross-adapta- 
tion between  altitude  acclima- 
tization and  a vigorous  condi- 
tioning program  at  any  altitude, 
a degree  of  cross-adaptation  so 
great  as  to  suggest  that  both 
are  essentially  the  same  process, 
the  principal  difference  being 
one  of  degree.  Both  produce  a 
relative  hypoxemia,  followed  in 
turn  by  increased  pulmonary 


24  i 

yjo  thwrst  Medicine,  March,  1969 


ventilation,  increased  cardiac 
output,  an  increase  in  respira- 
tory pigments,  increased  tissue 
vascularization,  and  widened 
arteriovenous  oxygen  difference, 
all  of  which  combine  to  increase 
the  maximum  oxygen  uptake 
and  delivery.  There  is  evidence 
also  that  anaerobic  capacity  in- 
creases in  both  situations. 

recovery  time 

Recovery  times  should  be 
about  the  same  at  moderate  alti- 
tude as  at  sea  level;lh  some  ex- 
perienced coaches  even  feel  al- 
titude recovery  time  may  be 
shorter.5  0 Recovery  from  short- 
duration  events  consists  largely 
of  repaying  the  oxygen  debt. 
The  alactate  portion,  approxi- 
mately one-half  the  total,  is  half 
repaid  in  about  30  seconds  at 
sea  level.2  Since  ventilation  is 
close  to  capacity  during  this 
period,  repayment  of  this  por- 
tion of  that  debt  might  take  35 
to  40  seconds  at  moderate  alti- 
tude. Repayment  of  the  remain- 
ing portion  of  the  alactate  debt, 
which  takes  about  3 minutes  at 
sea  level,  and  repayment  of  the 
lactate  portion  of  the  debt,  a 
much  more  gradual  process, 
should  take  no  longer  at  mod- 
erate altitude,  since  ventilation 
is  at  a much  lower  level.  Recov- 
ery from  prolonged  endurance 
events,  where  muscle  fatigue 
and  glycogen  depletion  become 
important  factors,  will  take 
longer,  although  the  time  should 
not  be  significantly  greater  than 
at  sea  level. 

A number  of  reports  by  com- 
petent investigators  have  indi- 
cated that  performance  may  be 
improved  by  alternating  periods 
of  high  altitude  and  low  altitude 
training, ‘’7  though  other  studies 
have  not  confirmed  this  observa- 
tion. Still  other  studies  have  in- 
dicated that  performance  at  alti- 


tude may  be  improved  by  alti- 
tude training  the  previous  year.” 
The  reasons  for  such  improve- 
ment are  not  clear,  unless  alti- 
tude variations  stress  adaptive 
mechanisms  to  a greater  degree 
than  does  training  at  a single 
altitude.  While  confirmation  of 
these  observations  will  depend 
on  repeated  studies,  it  seems 
abundantly  clear  that  no  harm- 
ful effects  are  associated  with 
repeated  episodes  of  altitude 
training,  or  with  interruption  of 
a period  of  training  at  high  alti- 
tude by  return  to  lower  altitude. 

competition  at  Mexico  City 

Fortunately,  the  many  fears 
expressed  over  altitude,  as  well 
as  the  concern  over  enteritis  and 
even  over  Mexico’s  ability  to 
prepare  adequately  for  the 
Olympic  Games,  were  not  al- 
lowed to  reverse  the  Interna- 
tional Olympic  Committee’s 
award  of  the  1968  Games  to 
Mexico  City.  Housing  and  com- 
petition facilities  were  ready  on 
schedule,  the  Organizing  Com- 
mittee’s excellent  food-handling 
plans  minimized,  though  they 
did  not  entirely  eliminate,  the 
enteritis  problem,  and,  as  point- 
ed out  well  in  advance,  the  so- 
called  altitude  problems  were 
more  a matter  of  attitude  than  of 
altitude.  There  were  a number 
of  post-competition  collapses, 
probably  no  more  than  in  com- 
parable world  class  competition 
at  any  altitude.  The  collapses 
witnessed  or  described  adequ- 
ately appeared  to  be  emotional 
rather  than  physiological.  In- 
terestingly, winners  never  seem- 
ed to  collapse. 

While  the  possibility  of  new 
world  records  in  short  duration 
events  had  been  predicted,  the 
veritable  deluge  of  new  records 
in  track  and  field  must  have 
been  a major  surprise  to  all, 


Tables  2 and  3.  In  view  of  the 
performances  listed  it  has  been 
suggested  that  the  lowered  baro- 
metric pressure  and  lessened 
pull  of  gravity  might  be  factors 
in  the  many  world  records  estab- 
lished. These  would  seem  to  be 
questionable  factors  if  a ballis- 
tics study,  reported  to  have  in- 
dicated that  a 16-pound  shot, 
given  the  same  impetus,  would 
travel  only  one-sixteenth  of  an 
inch  farther  at  Mexico  City 
than  at  sea  level,  is  to  be  be- 
lieved. Only  carefully  controlled 
studies  could  clarify  this  ques- 
tion. More  definite  factors  were 
the  quality  of  the  competitors, 
the  U.S.  team  having  been 
termed  the  best  team  ever  enter- 
ed in  Olympic  competition,  and 
the  intensity  and  duration  of 
training,  which,  thanks  probably 
to  the  concern  over  altitude, 
were  greater  than  for  previous 
games.  Some  coaches  also  felt 
that  the  Tartan  track  may  have 
been  a factor  in  shaving  frac- 
tions of  seconds  off  running 
times. 

The  800  meter  runs  were 
among  the  most  remarkable 
events  of  the  Games.  Tying  pre- 
vious world  records  would  have 
been  remarkable  enough,  since 
events  requiring  almost  two 
minutes  are  at  the  absolute  up- 
per limit  as  far  as  equalling  sea 
level  time  is  concerned.  Setting 
a new  world  record  in  the  wo- 
men’s event  and  tying  the  world 
record  in  the  men’s  event,  partic- 
ularly with  times  which  were 
two  to  three  seconds  faster 
than  the  winners’  best  previous 
times,  suggests  that  the  motivat- 
ing effect  of  competing  against 
the  world’s  best  must  have  been 
great  indeed. 

Equally  remarkable  was  the 
1,500  meter  run.  Kipchoge 
Keino,  who  had  lost  previously 
to  Jim  Ryun’s  famous  finishing 


. 


245 

Northwest  Medicine,  March , 1969 


TABLE  2 

Men's  Track  and  Field 


Percent  Over  New 


Event 

Winner 

Nation 

Result 

World  Record 

Record 

100  meters 

fim  Hines 

US 

9.9  sec. 

World 

200  meters 

Tommie  Smith 

US 

19.8 

World 

400  meters 

Lee  Evans 

US 

43.8 

World 

400  meter  relay 

US 

38.2 

World 

1,600  meter  relay 

US 

2:56.1 

World 

110  meter  hurdles 

Wm.  Davenport 

US 

13.3 

Olympic 

400  meter  hurdles 

D.  P.  Hemmery 

Grt.  Britain 

48.1 

World 

800  meters 

Ralph  Doubell 

Australia 

1:44.3 

World0 

1,500  meters 

Kipchoge  Keino 

Kenya 

3:34.9 

0.8 

Jim  Ryun 

US 

3:37.8 

2.2 

3,000  meter  steeple- 

chase 

Amos  Biwott 

Kenya 

8:51.0 

4.0 

5,000  meters 

Mohamed  Gammoudi 

Tunisia 

14:05.0 

2.0 

10,000  meters 

Naftali  Temu 

Kenya 

29:27.4 

7.0 

Marathon 

Mamo  Wolde 

Ethiopia 

2:20:20.4 

8.5 

Long  jump 

Bob  Beamon 

US 

8.90  meters 

World 

High  jump 

Dick  Fosbury 

US 

2.24  meters 

Olympic 

Pole  vault 

Bob  Seagren 

US 

5.40  meters 

Olympic 

N.B.  New  world  records  are  also  new  Olympic 

records. 

The  new  records  listed 

as  “Olympic”  are  only  Olympic  and  not 

world  records. 

‘Tied  existing  world  record;  New  Olympic  record. 

TABLE  3 

Women's  Track  and 

Field 

Percent  Over 

New 

Event 

Winner 

Nation 

Result  World  Record 

Record 

100  meters 

Wyomia  Tyus 

US 

11.0  sec. 

World 

200  meters 

Irina  Kirzenstein 

Poland 

22.5 

World 

80  meter  hurdles 

Maureen  Caird 

Australia 

10.3 

World0 

400  meters 

Colette  Besson 

France 

52.0 

0 0 

800  meters 

Madeleine  Manning 

US 

2:00.8 

World 

400  meter  relay 

US 

42.8 

World 

‘New  Olympic  record;  tied  existing  world  record. 
“Tied  existing  Olympic  record. 


kick,  evidently  felt  his  only  hope 
was  to  get  ahead  and  stay  ahead. 
He  set  a blistering  pace,  and  at 
the  end  of  the  second  lap  had 
a lead  of  50  to  60  meters,  Jim 
Ryun  lying  back  with  the  rest 
of  the  competitors.  When  Jim 
started  his  finishing  sprint  he 
quickly  left  the  others  behind, 
but  he  gained  only  slowly  on 
Keino  and  was  still  15  to  20 
meters  behind  at  the  finish.  It 
appeared  that,  instead  of  fad- 
ing, Keino  actually  picked  up 
speed  after  Jim  started  his 


sprint.  Keino’s  time  was  less 
than  one  percent  over  the  world 
record.  And  though  he  only  fin- 
ished a distant  second,  Jim  Ryun 
was  only  2.2  percent  slower  than 
his  own  world  record  time,  fast- 
er than  should  have  been  ex- 
pected on  a physiologic  basis. 
It  seems  probable  that,  had  the 
competition  been  at  sea  level, 
Jim  Ryun,  as  well  as  Kip  Keino, 
would  have  bettered  Ryun’s  pre- 
vious record  time,  Keino  prob- 
ably by  several  seconds. 

In  the  longer  events  also 


times  were  somewhat  better 
than  anticipated,  presumably 
again  a credit  to  the  quality  of 
competition,  the  intensity  and 
duration  of  training,  and  the  de- 
gree of  motivation,  rather  than 
an  indictment  of  our  under- 
standing of  the  physiologic  fac- 
tors involved.  The  remarkable 
performance  of  the  Kenyans,  a 
10-man  team  that  won  9 medals, 
does  raise  a question  as  to 
whether  prolonged  training  at 
altitude  (the  Kenya  team  train- 
ed at  above  8,000  feet)  can  pro- 
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TABLE  4 

Men's  Swimming 


Percent  Over 

New 

Event 

Winner 

Nation 

Result 

World  Record 

Record 

100  meter  FS 

Mike  Wenden 

Australia 

52.2  sec. 

World 

200  meter  FS 

Mike  Wenden 

Australia 

1:55.2 

Olympic 

400  meter  FS  l)Mike  Burton 

US 

4:09.0 

1.0 

Olympic 

2)  Ralph  Hutton 

Canada 

4:11.7 

2.1 

1,500  meter  FS 

Mike  Burton 

US 

16:38.9 

3.0 

Olympic 

100  meter  But. 

Doug  Russell 

US 

55.9 

Olympic' 

200  meter  But. 

Carl  Robie 

US 

2:08.7 

100  meter  Br. 

Don  McKenzie 

US 

1:07.7 

Olympic 

200  meter  Br. 

Felipe  Munoz 

Mexico 

2:28.7 

100  meter  Ba. 

Roland  Matthes 

E.  Germany 

58.7 

Olympic 

200  meter  Ba. 

Roland  Matthes 

E.  Germany 

2:09.6 

Olympic 

200  meter  Med. 

Charley  Hickox 

US 

2:12.0 

Olympic 

400  meter  Med. 

Charley  Hickox 

US 

4:48.4 

400  meter  Med.  relay 

US 

3:54.9 

World 

400  meter  FS  relay 

US 

3:31.7 

World 

800  meter  FS  relay 

US 

7:52.3 

0.1 

Legend:  FS — free  style;  1 

But. — butterfly;  Br.— 

-breast  stroke;  Ba. — backstroke;  Med. — medley. 

'Tied  previous  Olympic  record. 

TABLE  5 

Women's  Swimming 

Percent  Over 

New 

Event 

Winner 

Nation 

Result 

World  Record 

Record 

100  meter  FS 

jan  Henne 

US 

1:00.0  sec. 

200  meter  FS 

Debbie  Meyers 

US 

2:10.5 

3.0 

Olympic 

400  meter  FS 

Debbie  Meyers 

US 

4:31.1 

2.8 

Olympic 

800  meter  FS 

Debbie  Meyers 

US 

9:24.0 

2.3 

Olympic 

100  meter  But. 

Lyn  McClements 

Australia 

1:05.5 

200  meter  But. 

Ada  Kok 

Holland 

2:24.7 

Olympic 

100  meter  Ba. 

Kaye  Hall 

US 

1:06.2 

World 

200  meter  Ba. 

Lillian  Watson 

US 

2:24.8 

Olympic 

100  meter  Br. 

Djerdjica  Bjedov 

Yugoslavia 

1:15.8 

Olympic 

200  meter  Br. 

Sharon  Wichman 

US 

2:44.4 

200  meter  Med. 

Claudia  Kolb 

US 

2:24.7 

Olympic 

400  meter  Med. 

Claudia  Kolb 

US 

5:08.5 

1.0 

Olympic 

400  meter  Med.  relay 

US 

4:28.3 

Olympic 

400  meter  FS  relay 

US 

4:02.5 

Olympic 

vide  special  benefit.  However, 
the  Kenyan  middle-distance 
sweep  was  interrupted  by  the 
5,000  meter  victory  of  Mahomed 
Gammoudi  of  Tunisia,  who  pre- 
sumably trained  at  a lower  alti- 
tude. Gammoudi’s  time,  less  than 
2 percent  over  the  world  record, 
was  particularly  remarkable,  in 
that  a time  5 percent  over  the 
world  record  would  have  been 
creditable. 

The  results  of  the  swimming 


events,  which  present  a slightly 
different  picture,  are  listed  in 
Tables  4 and  5.  The  relatively 
small  number  of  new  world  rec- 
ords in  swimming  perhaps  can 
be  explained  by  the  observation 
that  new  records  are  being 
established  almost  month  by 
month  in  swimming,  with  im- 
pressive gains  from  one  Olym- 
piad to  the  next,  a situation 
which  does  not  seem  to  exist 
in  track  and  field.  This  also  may 


explain  why  Olympic,  though 
not  world,  records  were  broken 
in  some  of  the  longer  swimming 
events.  As  examples,  Mike  Bur- 
ton’s 1,500  meter  time  of  16:38.9 
set  a new  Olympic  record, 
though  it  was  3 percent  over 
the  world  record,  and  Debbie 
Meyers’  9.24.0  in  the  800  meter 
free  style  was  also  a new  Olym- 
pic record,  though  2.2  percent 
over  the  world  record. 

Perhaps  the  most  remarkable 
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performance,  and  the  hardest  to 
explain,  was  Claudia  Kolb’s  time 
of  5:08.5  in  the  400  meter  med- 
ley, approximately  1 percent 
over  the  world  record  time  of 
5.04.3  she  had  set  in  the  Los 
Angeles  tryouts  some  six  weeks 
earlier.  Her  expected  time  at 
Mexico  City  would  have  been 
about  5:16.  Could  she  have  im- 
proved enough  in  the  meantime 
to  account  for  the  difference? 
Possibly,  but  such  an  explana- 
tion doesn’t  seem  reasonable  in 
view  of  the  fact  that,  while 
training  at  the  Air  Force  Acad- 
emy only  two  weeks  after  the 
Los  Angeles  tryouts  she  swam 
the  400  meter  medley  even 
faster,  in  5:07  plus.  Could  Miss 
Kolb  still  have  had  something 
in  reserve  when  she  set  her  Los 
Angeles  world  record?  Are 
there  differences  in  altitude 


adaptation  in  swimming  versus 
running?  These  questions  can- 
not be  answered  at  present. 

Somewhat  comparable  to  the 
1,500  meter  running  event  was 
the  400  meter  free  style  swim- 
ming event,  where  Mike  Bur- 
ton’s time  of  4:09.0  was  only  1 
percent  over  the  world  record. 
Ralph  Hutton  of  Canada,  sec- 
ond place  finisher,  had  a time 
of  4.11.7,  still  only  a creditable 
2.1  percent  over  his  own  world 
record  time.  Again,  it  is  prob- 
able that  had  the  competition 
been  at  sea  level  both  Mike 
Burton  and  Ralph  Hutton  would 
have  bettered  the  previous 
world  record. 

outstanding  record 

The  overall  performance  of 
the  United  States  team  at  Mexi- 
co City  was  excellent,  with  gold 


medals  won  in  45  events,  silver 
medals  in  28,  and  bronze  in  34, 
in  comparison  with  36  gold,  26 
silver,  and  28  bronze  at  Tokyo 
in  1964.  On  the  other  hand, 
Russia  won  29  gold,  32  silver, 
and  30  bronze  at  Mexico  City 
in  comparison  with  30  gold,  31 
silver,  and  35  bronze  at  Tokyo. 
Counting  the  additional  indi- 
vidual medals  won  in  team 
events  United  States  competi- 
tors brought  home  a total  of  84 
gold,  32  silver,  and  36  bronze 
medals.  This  is  an  outstanding 
record,  but  possibly  a record 
which  may  not  be  equalled  in 
the  future  unless  the  United 
States  concentrates  more  on  the 
ten  Olympic  sports  in  which  no 
medals  were  won.  ■ 

West  104  5th  Avenue 
(99204) 
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to  be  published. 

8 Saltin,  B.,  Personal  communication. 
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"For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure, 
but  in  rest  from  pain” 

John  Dry  den 


mpirin’  Compound  with  Codeine  Phosphate  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning  — May  be  habit  forming),  Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 

gives  your  patient  rest  from  pain 


products  are  Class  "B”,  and  as  such  are  available  on  oral  prescription,  where  State  law  permits. 


JZl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


If  you  could  put 
Tareyton’s  charcoal  niter 
on  your  cigarette,  you’d  have 
a better  cigarette. 
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OREGON 


Oregon  Medical  Association -21 64  s.w.  park  place,  Portland,  Oregon  97205 


president  J.  Richard  Raines,  M.D.,  Portland 

secy-treas.  Lawrence  M.  Lowell,  M.D.  Portland 
executive  secy.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting,  Sept.  23-27,  1969,  Portland 


New  OMA  Staff 


MR.  JAMES  A.  KRONENBERG 


MR.  ROBERT  DERNEDDE 


Robert  L.  Dernedde  and  James  A.  Kronenberg 
have  recently  been  appointed  to  the  Oregon  Medioal 
Association  staff,  J.  Richard  Raines,  OMA  president 
announced. 

Roth  Mr.  Dernedde  and  Mr.  Kronenberg  will  be 
Associate  Executive  Directors,  joining  new  Executive 
Director  Robert  O.  Rissell,  appointed  to  his  position 
January  1,  after  six  years  as  Associate  Executive 
Secretary  of  the  OMA. 

Mr.  Dernedde  will  concentrate  in  the  area  of 
public  affairs.  He  is  a graduate  of  San  Jose  State 
College  and  has  done  undergraduate  and  graduate 
work  at  Pacific  University,  Forest  Grove,  Oregon. 
Mr.  Dernedde  is  former  Director  of  Public  Relations 
for  Lloyd  Center,  Portland.  He  served  in  similar 
positions  for  Pacific  University  and  Associated  Ore- 
gon Industries. 

Mr.  Kronenberg,  who  assumes  communications, 
community  affairs  and  field  service  duties,  was  most 


recently  Assistant  Director  of  Public  Relations  for 
the  Commission  of  Public  Docks,  Portland.  He  is 
former  sales  and  promotions  manager  for  the  Gray- 
line Company  of  Oregon  and  general  manager  of  the 
Portland  Civic  Theatre.  Mr.  Kronenberg  is  a jour- 
nalism graduate  of  the  University  of  Oregon.  ■ 


Devers  Eye  Clinic  Annual  Meeting 

First  annual  meeting  of  the  Devers  Eye  Clinic  of 
the  Good  Samaritan  Hospital,  Portland,  Oregon, 
will  be  held  June  12-13,  during  Rose  Festival  Week. 
The  meeting  will  commemorate  the  tenth  annivers- 
ary of  the  founding  of  the  clinic. 

For  further  information  write  Jerome  Goldman, 
M.D.,  Devers  Eye  Clinic,  Good  Samaritan  Hos- 
pital, Portland,  Oregon  97210.  ■ 


4ft 
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Edwin  Osgood  Retires 


EDWIN  E.  OSGOOD,  M.D. 


Edwin  E.  Osgood,  one  of  the  world’s  leading 
authorities  on  leukemia,  has  retired  after  51  yeais 
of  service  to  the  University  of  Oregon  Medical 
School.  On  January  25,  the  70th  anniversary  of  his 
1899  birth,  he  became  professor  emeritus  of  medi- 
cine at  the  School. 

In  1936,  when  he  was  the  only  physician  on 
the  UOMS  full-time  faculty,  Dr.  Osgood  established 
the  first  colony  of  short-term  cultures  of  human 
marrow  cells.  In  1941  he  initiated  the  treatment 
of  chronic  human  leukemias  by  titrated,  regularly 
spaced,  total-body  x-ray  irradiation.  In  1954  he 
established  the  first  successful  culture  of  cells  from 
human,  leukemic  blood.  He  completed  the  Osgood 
Growth  Prediction  Charts,  designed  to  allow  an 
accurate  account  of  a child  s growth  and  prediction 
of  future  growth,  in  1961. 

A tireless  investigator,  Dr.  Osgood  has  written 
nearly  200  articles  for  professional  journals,  and  two 
textbooks:  An  Atlas  of  Hematology  (with  Clarice 
Ashworth  Francone)  and  A Textbook  of  Laboratory 
Diagnosis.  * 


Silverton  Physician  Closes  Practice 
After  60  Years 

R.  E.  Kleinsorge,  after  60  years  of  medical  prac- 
tice in  Silverton,  Oregon,  has  retired. 

He  came  to  Silverton  in  1909  taking  over  the 
practice  of  pioneer  F.  M.  Brooks.  He  moved 
his  office  to  the  then  newly-built  Silverton  Masonic 
Building  in  1914  and  maintained  his  office  there 
until  his  retirement  the  first  week  in  February. 

Dr.  Kleinsorge  is  a former  member  of  the  Oregon 
State  Board  of  Higher  Education,  and  was  chairman 
for  six  of  his  eighteen  years  on  the  Board. 

Dr.  Kleinsorge  says  he  will  continue  hybridizing 
iris,  a hobby  for  which  he  is  internationally  known.  ■ 


Medical  Board  Licenses  29  Physicians 

The  Board  of  Medical  Examiners  for  the  State  of 
Oregon  announces  the  following  physicians  are  li- 
censed to  practice  medicine  in  Oregon: 

Robert  LeRoy  Acker,  Jerald  Frances  Baker,  Gil- 
bert Michael  Cordova,  James  Francis  Egan,  Wilfred 
Jens  Hage,  Thomas  Alfred  Holeman,  Richard  Ed- 
wards Hurst,  James  Allen  Johnson,  Kevin  Bruce 
Lake,  Richard  Wilbur  Lehfeldt,  Raymond  Hays 
Owings,  James  Alexander  Roman,  Oscar  Carl  Simon- 
ton,  Jr.,  and  Nicholas  Joseph  Vincent,  all  of  Portland. 

Patricia  Gibford  Amstadter,  Dallas,  Oregon; 
Roosevelt  Garner  Brasseur,  Balboa  Heights,  Canal 
Zone;  Calvin  Clayton  Clark,  Vancouver,  Washing- 
ton; Richard  Dean  Corley,  Chicago,  Illinois;  Hen- 
ry Haven,  North  Bend,  Oregon;  Thomas  Timmons 
McGranahan,  Oregon  City,  Oregon;  David  Paul 
Ruppert,  Eugene,  Oregon;  Charles  Alfred  Terhune, 
Jr.,  Cincinnati,  Ohio;  James  Whiting,  Gresham,  Ore- 
gon; Donald  Norris  Wysham,  San  Francisco,  Cali- 
fornia. 

Dean  Brooks  Barnhouse,  Roy  George  Brown, 
and  Robert  Gershon  Fellman,  U.S.  Navy;  Michael 
Sam  Nin  Chun,  and  William  Robert  Marshall,  U.S. 
Army. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  April  10,  11  and  12.  ■ 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases 
as  TB,  leukemia,  pneumonia  and  syphilis.  Use  the 
blue  Histoplasmin  LEDERTINE'M  Applicator  as  the 
first  step  in  differential  diagnosis  and  as  a routine 
step  in  physical  examinations  for  the  permanent  rec- 
ords of  your  patients. 


HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions  — Nonspecific  reactions  are  rare,  but  may  occur. 
Vesiculation,  ulceration  or  necrosis  may  occur  at  test  site  in 
highly  sensitive  persons.  The  test  should  be  used  with  cau- 
tion in  patients  known  to  be  allergic  to  acacia,  or  to  thimero- 

col  fnr  nthpr  mercurial  COITlDOUnds). 


LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  company,  Pearl  River,  New  York 

473-9 
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consistently  scored  high  in  degree  and 
duration  of  intragastric  buffering 

Employing  aspiration  of  gastric  juice,  indwelling  electrode, 
and/ or  Heidelberg  telemetering  capsule  techniques,*  studies 
involving  79  subjects  with  or  without  proven  peptic  ulcer  dis- 
i sase  compared  intragastric  buffering  capacity  of  Gelusil-M 
i and  1 or  the  other  or  both  of  2 leading  ethical  antacids,  using 
1 romparable  doses.* 


Ml  three  antacids  raised  the  pH  above  3.5,  an  accepted  cr 
erion  for  antacids.  The  amount  of  time  above  this  pH  help 
o characterize  the  buffering  activity  of  an  antacid.  While 
s not  implied  that  a direct  therapeutic  correlation  exist 
hese  techniques  do,  however,  objectively  demonstrate  th 
suffering  characteristics  of  this  new  antacid  in  terms  of  ons< 
>f  action,  peak  pH,  duration  of  buffering  action. 

Wean  peak  pH* 


3elusil-M,  mean  peak  pH  6.6  (range:  5. 6-7. 8). 
Antacid  A,  mean  peak  pH  5.5  (range:  4.2-7. 5). 
Antacid  B,  mean  peak  pH  5.5  (range:  4. 4-6.3). 


Mean  duration  of  buffering  action  above  pH  3.5* 

Gelusil-M,  29.8  mean  minutes  (range:  18.0-51.8  minutes). 
Antacid  A,  24.6  mean  minutes  (range:  6.3-48.0  minutes). 
Antacid  B,  23.3  mean  minutes  (range:  5.9-50.0  minutes). 

Mean  duration  of  buffering  action  above  pH  5.0* 

Gelusil-M,  23.2  mean  minutes  (range:  14.3-43.9  minutes). 
Antacid  A,  10.1  mean  minutes  (range:  6.7-12.2  minutes). 
Antacid  B,  16.3  mean  minutes  (range:  8.0-24.2  minutes). 

Onset  of  action* 

In  speed  of  intragastric  buffering  action,  Gelusil-M,  Antacid  A, 
and  Antacid  B were  consistently  rapid  and  not  measurably 
different. 

’References:  Antacid  studies,  data  on  file,  Warner-Chilcott  Laboratories  Division. 


introducing  new 

GELUSIC-m 


each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate/  250  mg.  aluminum  hydroxide 
(Warner-Chilcott),  200  mg.  magnesium  hydroxide 

U.S.  Patent  No.  3,32 6,755 

a consistent  buffering  anticostivet  antacid 

T Avoids  constipation. 

See  next  page  for  prescribing  information  ) 


GELUSIL  -one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusil*- M Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusil®  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  Gelusil*Liquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi  j 
tal  or  home.  Available  in  12  fl.  oz.  anci 
6 fl.  oz.  bottles  and  a special  hospita 
pack.  An  antacid  which  contains  adsor 
bent  and  demulcent  agents  in  each  t 
ml.  teaspoonful:  0.25  Gm.  aluminurr 
hydroxide  (Warner-Chilcott),  0.5  Gm 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)- 
or  more  — between  meals  and  at  bed 
time,  or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


Jon  Stroumfjord  Joins  J.C.A.H.  Staff 


JON  V.  STRAUMFJORD,  M.D. 


Jon  V.  Straumfjord,  Astoria,  Chairman  of  the 
Board  of  Trustees  of  Northwest  Medical  Publishing 
Association,  has  announced  his  retirement  from 
active  medical  practice. 

He  was  founder  of  the  Astoria  Clinic  and  a prac- 
titioner in  that  area  for  some  35  years.  He  will 


become  a field  representative  for  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals. 

An  active  member  of  the  Oregon  Medical  Asso- 
ciation since  1932,  Dr.  Straumfjord  is  former  presi- 
dent and  secretary-treasurer  of  the  Oregon  State 
Board  of  Medical  Examiners,  on  which  he  served 
for  ten  years. 

Dr.  Straumfjord  also  served  for  ten  years  on  the 
Oregon  Physicians’  Service  Board  of  Trustees  as  a 
representative  of  the  Clatsop  County  Medical  So- 
ciety. He  is  a life  member  of  the  American  College 
of  Physicians,  and  a member  of  the  North  Pacific 
Society  of  Internal  Medicine. 

He  will  travel  throughout  the  country  on  behalf 
of  the  J.C.A.H.,  but  will  maintain  his  residence  in 
Astoria  as  well  as  his  membership  in  the  Oregon 
Medical  Association. 

He  graduated  from  the  University  of  Oregon 
Medical  School  in  1929,  and  was  succeeded  at 
UOMS  by  three  sons;  Robert  William  Straumfjord, 
an  orthopedist,  Jon  V.  Straumfjord,  Jr.,  a clinical 
pathologist,  and  A.  Allen  Straumfjord,  a psychia- 
trist. ■ 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  Happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 

Physicians 


255 

Northwest  Medicine,  March,  1969 


GRASS  ROOTS  STIRRINGS 


Orgontzed  Medicine  and  Politics 


Labor  lobbyist,  physicians,  welfare  mother,  attorney— all  spoke  by  request 
on  Organized  Medicine  and  Politics.  They  presented  the  first  annual  “Great 
Decisions  in  Medicine”  program,  a feature  of  the  fall  1968  OMA  meeting. 

Blair  Henningsgaard,  M.D.,  spoke  third.  Long  active  in  OMA  affairs,  this 
internist  of  Astoria  is  a past  president  of  OMA.  He  is  nationally  recognized  for 
his  activity  in  organized  medicine  and  politics.  At  the  present  he  serves  as 
National  Chairman  of  AMPAC,  the  political  arm  of  the  AMA. 


Dr.  Henningsgaard:  The  man  whose  place  I am 
taking  is  busily  engaged  in  the  delivery  of  health 
care  to  some  of  the  Portland  people  and  was  unable 
to  appear  today.  I was  asked  if  I would  substitute 
for  Dr.  Parrott.  I am  more  than  happy  to  substi- 
tute for  Dr.  Parrott,  and  only  hope  that  you  will 
accept  that  substitution  in  the  light  in  which  it  was 
requested. 

I think  it  is  quite  appropriate  really  that  this  sub- 
stitution be  made.  I am  not  going  to  criticize  the 
formers  of  this  program,  but  if  they  want  to  talk 
about  the  nitty  gritty  of  what  is  going  on  in  the 
Oregon  Medical  Association  and  the  American  Medi- 
cal Association  in  this  field  of  politics  and  medicine, 
I think  it  more  than  appropriate  that  the  individual 
with  more  identification  with  the  political  action  of 
the  American  Medical  Association  be  asked  to  com- 
ment rather  than  a man  who  has  his  identification 
with  the  administration  of  the  American  Medical 
Association,  particularly  in  its  scientific  fields.  As 
Dr.  West  would  say,  “You  get  up  and  in  10  minutes 
you  do  your  thing.”  I’ll  do  my  thing,  and  I’ll  try 
to  do  it  in  good  grace. 

I’m  glad  Tom  Scanlon  had  a chance  to  talk.  I’m 
very  pleased  that  somebody  else  would  adhere  to 
the  subject  that  was  given.  It  should  be  clear  to 
all  of  you  that  the  major  thrust  of  what  each  of  the 
preceding  speakers  has  been  talking  about  has  been 
legislation  and  politics. 

One  of  the  pitfalls  that  we  all  must  face  is  this 
confusion  between  legislation  and  politics.  For  our 
definition  at  AMPAC  and  we  hope  in  each  of  the 
components,  and  each  of  the  state  PACs  with  whom 
we  work,  we  hope  that  they  don’t  lose  sight  of  that 
important  differential.  What  we  are  trying  to  do. 


is  to  have  our  fair  share  in  the  elective  process  to 
determine  who  is  going  to  write  the  legislation  that 
will  affect  the  delivery  system  of  medical  care  in 
this  country. 

Again,  I am  glad  that  Tommy  is  here,  because 
though  I haven’t  met  him  before,  he  is  known  to 
me,  and  his  effectiveness  is  known  to  me,  and  the 
effectiveness  of  his  organization  is  known  to  all  of  us. 
We  have  many  things  to  thank  COPE  for,  and  prob- 
ably the  first  and  foremost  thing  that  we  publicly 
thank  them  for,  was  that  their  publication  started 
to  call  AMPAC  a “reasonable,  conservative  political 
force.” 

In  spite  of  Mort’s  allegation  that  maybe  we  are 
identified  with  some  idiot  fringes,  we  make  the 
bold  or  bald  statement  that  we  deal  with  75  percent 
of  the  political  spectrum.  There’s  12%  percent  on 
the  left,  and  there’s  12%  percent  on  the  right,  to 
whom  we  do  not  hold  out  our  arms  and  of  whom 
we  ask  nothing. 

The  other  thing,  of  course,  that  we  thank  COPE 
for,  is  for  our  constitution  and  bylaws.  COPE  de- 
veloped their  bylaws  through  their  many  years  of 
experience  and  their  tremendous  legislative  accom- 
plishments, realizing  the  laws  of  the  land  as  they 
are  written,  and  the  restrictions  that  are  placed 
upon  people  who  want  to  become  effective  in  the 
political  arena.  We  realize  that  the  first  and  most 
important  thing  for  us  to  do  is  to  stay  out  of  jail 
if  we  are  going  to  do  our  job  right.  I can  tell 
you  that  in  eight  years  of  operation  AMPAC  has 
as  yet  not  been  haled  into  the  courts.  We  give 
much  credit  for  this  fact  to  our  constitution  and 
bylaws  which  we  stole  from  COPE.  We  made  one 
change.  Wherever  it  said  “Committee  On  Political 
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Education  AF  of  L and  CIO,”  we  wrote  “American 
Medical  Political  Action  Committee.”  We  have  con- 
tinued to  operate  successfully,  we  believe. 

Now,  those  of  you  who  heard  Bob  Packwood  at 
the  bipartisan  luncheon,  that  only  one  partisan 
appeared  at  yesterday,  must  have  heard  Mr.  Pack- 
wood  voice  the  opinion  that  never  in  his  political 
career,  or  his  knowledge  of  past-political  activity 
has  he  seen  an  organization  enter  the  field  of  po- 
litical activity  and  go  from  the  very  very  bottom  to 
the  top  in  a period  of  eight  years  as  AMPAC  did. 
I think  that  those  of  you  who  are  discerning  enough 
to  consult  the  literature  and  the  clipping  services 
that  have  been  alluded  to  will  find  that  your  Ameri- 
can Medical  Political  Action  Committee  has  been 
described  as  the  strongest  and  most  effective  politi- 
cal force  in  the  United  States  with  three  exceptions. 
The  three  stronger  forces  are  first,  the  Democratic 
National  Party,  which  is  considered  to  be  the  strong- 
est force,  the  Republican  National  Party,  which  is 
considered  to  be  the  second  most  effective  force, 
and  the  Committee  On  Political  Education,  of  the 
AF  of  L,  which  is  considered  to  be  the  third  most 
effective  force. 

In  this  adversary  system  we  have,  it  becomes 
imperative  that  you  have  checks  and  balances. 
There  were  an  inadequate  number  of  checks  on 
our  side  of  the  political  spectrum  to  provide  balance, 
and  AMPAC  has  been  striving  over  these  eight  years 
to  restore  balance.  We  have  the  feeling  that  some 
semblance  of  balance  has  been  restored  in  the  Con- 
gress of  the  United  States.  We  have  the  feeling 
that  this  balance  will  be  maintained  by  the  American 
people  at  their  pleasure.  As  long  as  the  Congress 
is  responsible,  as  long  as  the  Congress  is  responsive 
to  the  needs  of  the  American  people,  as  long  as 


the  protagonists  on  both  sides  are  active  and  hon- 
est, we  believe  this  balance  will  be  maintained.  We 
happen  to  believe  that  this  balance  is  necessary  for 
the  good  of  our  country. 

I think  that  I will  conclude  by  detailing  only  a 
slight  history  of  the  development  of  AMPAC.  You 
know  that  it  was  created  in  1961  and  you  know  the 
reason.  Those  friends  of  medicine  in  the  Halls  of 
Congress  in  Washington,  D.C.,  finally  came  to  the 
leaders  of  American  medicine— and  I would  remind 
you  that  the  leaders  of  American  medicine  are  volun- 
teer physicians  serving  on  innumerable  boards  and 
committees  and  in  the  House  of  Delegates  of  the 
American  Medical  Association— and  said  that  they 
could  no  longer  continue  to  support  medicine’s  po- 
sition in  Congress.  They  could  see  in  the  near 
future  the  passage  of  legislation  that  they  considered 
and  the  leadership  of  the  AMA  considered  to  be 
inimical  to  the  best  interests  of  the  American 
phyiscian  and  to  the  delivery  of  health  care  to  the 
American  public.  They  strongly  urged  that  we  give 
them  many,  many  fewer  lessons  in  political  philos- 
ophy in  Washington,  D.C.,  and  many,  many  more 
people  and  many,  many  more  dollars  back  in  their 
congressional  districts  when  their  lifeline  was  at 
stake.  This  was  the  thrust. 

We  were  organized  for  the  strict  and  sole  pur- 
pose of  electing  the  friends  of  medicine  to  the  Halls 
of  Congress.  The  state  PACs  were  again  given  a 
similar  assignment  to  support  those  candidates  who 
support  the  principles  endorsed  by  the  organization 
of  medicine  in  the  particular  states.  From  1962  to 
this  year  we’ve  grown  from  2,000  to  about  48,000 
members.  The  dollars  have  been  proportionate  and 
the  political  effectiveness  has  been  proportionate. 
We  plan  to  continue. 


The  audience  wrote  the  following  notes  in  response: 

It  almost  seemed  that  you  were  “throwing  down  the  gauntlet.”  Was  this 
the  best  setting  for  a speech  bragging  about  OMPAC’s  conquests?  Perhaps 
more  emphasis  should  have  been  placed  on  the  positive  aspects  of  our  program 
from  the  view  of  the  patient. 

If  AMPAC  is  so  good,  why  is  our  image  slipping? 

Keep  right  on— this  is  the  pitch  we  need! 

Thanks  very  much  for  agreeing  to  appear  on  such  short  notice  to  explain 
the  purposes  of  AMPAC  and  OMPAC  and  to  point  out  the  differences  between 
legislation  and  politics.  You  did  a real  good  job. 

“Good  legislation  does  not  happen  where  the  legislators  are  but  when  the 
legislators  are  elected.” 

continued  on  page  258 
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Next  month  in  this  space  a lawyer  will  present  his  views. 

Like  it  or  not,  you  are  a part  of  this  discussion.  As  you  speak  up  through 
OMA  and  OMPAC,  you  influence  partisan  politics  and  legislation.  Silence  offers 
no  escape.  When  you  do  not  speak,  when  OMA  does  not  speak,  the  silence 
is  deafening  and  of  equal  influence.  The  influence  of  good  but  silent  men  can 
serve  evil  ends. 

Openly  expressed  opinions  in  this  series  may  generate  discussion  and  con- 
troversy. We  hope  they  will.  The  “Great  Decisions”  we  make  in  October  1969, 
on  Organized  Medicine  and  Politics  should  follow  examination  throughout  this 
year,  of  all  views  and  conflicting  evidence. 

Finally,  a word  about  the  second  annual  “Great  Decisions  in  Medicine” 
topic.  What  is  important  enough  in  Oregon  to  engage  the  attention  and  effort 
of  two  thousand  trained,  capable,  prosperous,  influential  physicians?  You  might 
think  on  it.  You  might  have  an  answer  ready  for  the  poll  soon  to  come.  Let  not 
your  silence  make  our  choice  a bad  one. 

The  Grass  Roots  Committee 


Physicians  Elected  to  O.R.M.P. 
Advisory  Board 

Herman  A.  Dickel,  Portland,  has  been  elected 
chairman  of  the  Regional  Advisory  Board  of  the 
Oregon  Regional  Medical  Program  for  heart  disease, 
cancer,  stroke,  and  related  diseases. 

Other  physicians  elected  to  the  Executive  Com- 
mittee at  a February  8th  Board  meeting  include: 
Franklin  J.  Underwood,  Alfred  C.  Hutchinson,  M. 
Roberts  Grover,  and  Ernest  T.  Livingstone. 

William  I.  Holcomb  was  elected  to  a three-year 
term  on  the  36-man  Board  of  Directors. 

The  Board  is  composed  of  health  professionals 
and  community  leaders  from  throughout  the  state 
and  is  responsible  for  policy  development  and  super- 
vision of  the  Oregon  Regional  Medical  Program. 

The  ORMP  is  one  of  55  regional  medical  pro- 
grams in  the  nation  established  by  Congress  to 
encourage  the  rapid  and  widespread  application  of 
medical  knowledge  on  heart  disease,  cancer,  stroke 
and  related  disease.  ■ 


Council  on  Medical  Education 
Elects  Chairman 

The  Oregon  Medical  Association  Council  on  Medi- 
cal Education  elected  Merle  Pennington,  Council 
Chairman  for  1969  in  its  January  meeting.  The 
Sherwood  physician  succeeds  1968  Chairman  Melvin 
W.  Breese. 

At  the  same  meeting,  the  Council  elected  George 
J.  Schunk,  Salem,  vice  chairman. 

The  Oregon  Medical  Association  Executive  Com- 


mittee action  confirmed  the  Council  on  Medical 
Education’s  recommendation  to  appoint  Glenn  M. 
Gordon,  and  W.  James  Kuhl,  Jr.,  to  the  Council.  ■ 
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Comprehensive  Health 


Planning— Where  Is  It? 


At  about  the  same  time  that  Congress  enacted  the 
Medicare  law,  it  passed  PL  89-749,  the  Com- 
prehensive Health  Planning  Act.  This  was  widely 
acclaimed  as  a most  significant  and  far-reaching  law 
that  would  at  long  last  enable  rational  planning  of 
health  needs  in  a community  and  state  and  permit 
better  spending  of  funds  available. 

Now,  three  years  later,  while  Medicare  is  a house- 
hold word  and  has  long  been  a huge  and  reasonably 
successful  operation,  what  has  happened  to  Compre- 
hensive Health  Planning  (CHP)?  It  has  been  de- 
bated and  discussed  in  innumerable  conferences  for 
innumerable  hours  with  a great  deal  of  effort  by 
thousands  of  interested  citizens  all  over  the  country 
including  many  in  Oregon.  Oregon  was  among  the 
early  leaders  with  a State  Planning  Agency  ap- 
pointed by  Governor  McCall  in  late  1967  and 
several  local  areas  in  Oregon  attempting  to  start 
their  planning  at  the  same  time.  Many  millions  of 
Federal  dollars  have  been  spent  on  the  initial  plan- 
ning process  over  the  country  in  addition  to  much 
local  and  personal  expenditure. 

Why,  then,  at  this  late  date  is  the  public  and 


even  the  medical  profession  largely  uninformed  as 
to  the  nature  and  even  the  existence  of  this  pro- 
gram, and  why  is  there  so  little  evidence  of  tangible 
results? 

The  answer  is  not  simple  but  perhaps  a few 
reasons  can  be  noted: 

1.  While  the  basic  concept  of  comprehensive 
health  planning  on  the  local  level  is  laudable,  the 
law  and  related  Public  Health  Service  regulations 
are  vague  and  the  actual  application  difficult  to 
understand.  In  addition,  Federal  re-organizations 
and  changes  in  regulations  have  complicated  things 
during  this  period. 

2.  The  exemptions  such  as  the  regional  medical 
programs  and  Hill-Burton  programs  tend  to  weaken 
CHP,  though  these  programs  have  been  much  more 
successful  than  CHP  to  date. 

3.  The  local  planning  process  spelled  out  in  the 
law  which  requires  wide  local  participation  of  pro- 
viders of  health  care,  government  agencies,  and  a 
majority  of  consumers  is  one  of  the  great  strengths 
of  the  law,  and  at  the  same  time  one  of  its  great 

continued  on  page  261 
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problems.  The  difficulty  of  assembling  a representa- 
tive group  from  all  of  the  involved  sectors,  equally 
motivated  to  expend  the  great  effort  necessary, 
equally  qualified  to  make  the  major  decisions  re- 
quired, and  willing  to  consider  the  problems  from 
a broad  community  basis  rather  than  from  their 
personal  interests  and  prejudices  becomes  more  ap- 
parent as  the  effort  is  made.  The  professional  people 
are  concerned  that  the  lay  people  may  try  to  tell 
them  how  to  practice,  the  hospital  representatives 
want  a certain  amount  of  autonomy  in  planning,  and 
both  are  concerned  that  the  elected  government 
representatives  may  want  to  impose  governmental 
types  of  controls.  All  wonder  if  the  average  “con- 
sumer” is  really  interested,  or  qualified  to  do  a good 
job  of  planning  of  this  sort,  and  the  consumer  may 
feel  that  the  whole  system  is  wrong  and  feel  lost 
in  the  magnitude  and  detail  of  the  undertaking  or 
wonder  if  his  effort  is  to  any  avail. 

4.  There  is  no  common  denominator  for  the 
definition  of  health  planning.  It  means  the  whole 
environment  to  some,  better  delivery  of  health  serv- 
ices to  others,  reduction  of  costs,  etc.  to  others. 
This  means  much  time  in  understanding  each  other 
both  in  the  realm  of  ideas  and  even  vocabularies 
before  common  goals  can  be  talked  about. 

5.  Planning  is  not  easy  or  cheap.  It  takes  experts 
to  guide  and  direct  and  coordinate  the  planning 
process  and  these  experts  are  both  scarce  and  rather 
expensive.  The  law  provides  for  Federal  aid  in 
planning,  once  it  is  approved,  but  the  initial  funding, 
and  much  of  the  subsequent  funding  must  be  found 
locally.  Local  governments  are  reluctant  to  provide 
money  if  they  are  not  running  the  show,  and  large 
private  contributions  are  difficult  to  come  by  both 
on  a short  term  and  especially  a long  term  basis. 

6.  Even  though  millions  have  been  spent  na- 
tionally just  on  planning  for  planning  in  CHP,  this 
has  necessarily  largely  gone  to  metropolitan  areas. 
Smaller  communities  have  been  frustrated  to  learn 
that  no  money  was  available  to  them  even  after  they 
had  followed  the  book  and  initiated  a good  plan. 

Where  do  we  stand  in  Oregon?  The  statewide 
agency  originally  appointed  by  the  Governor  to 
implement  CHP  was  broad  based  with  excellent 
representation  from  all  sectors.  Many  were  disap- 
pointed when  this  group  was  demoted  to  be  an 
advisory  council,  and  the  planning  group  within 
the  Governor’s  office  was  designated  as  the  official 
agency.  The  advisory  council  under  Mr.  Lloyd 
Hammel  has  continued  to  function  as  vigorously  as 
its  limited  authority  would  permit.  It  has  much 
responsibility,  but  no  real  power. . It  has  many  and 
diverse  duties,  but  no  specific  staff  of  its  own.  It 
must  function  in  accordance  with  the  wishes  of  the 
State  Planning  Agency  within  the  Governor’s  office 
which  has  deep  interest  in  many  areas  of  state  plan- 


ning, of  which  health  is  only  one.  Plans  approved 
at  the  state  level  must  then  go  to  San  Francisco 
for  a Public  Health  Service  evaluation  in  depth  and 
final  approval  or  rejection  (this  is  a story  in  itself 
with  some  u*answered  questions).  Although  most 
of  the  health  care  is  given  by  the  private  practicing 
physician,  the  State  Advisory  Council  has  only  one 
practicing  physician  on  it  (John  Tysell).  He  has 
done  a yeoman  job  but  it  is  too  big  a task  for  one 
man,  unless  working  at  it  full  time,  to  ride  herd  on 
all  of  the  far-ranging  medical  matters  that  have  and 
will  come  before  this  Council.  Forrest  Rieke,  whose 
knowledge  of  and  interest  in  public  health  and  other 
medical  affairs  generally  is  unequalled,  was  initially 
used  quite  a lot  as  medical  advisor  to  the  planning 
agency.  More  recently  he  has  been  designated  as 
a consultant,  and  has  apparently  been  used  very 
little.  Many  are  quite  concerned  that  his  talent  is 
being  bypassed.  A good  case  can  be  made  for  re- 
designating Mr.  Hammel’s  council  as  the  planning 
agency,  and  adding  at  least  one  more  practicing 
physician. 

Local  planning  has  suffered  and  bled  through  the 
problems  noted  above,  with  power  struggles,  suspi- 
cions between  groups,  and  difficulties  in  funding. 
The  Portland  metropolitan  area,  after  much  effort, 
has  a funded  planning  study  under  way  to  determine 
who  will  do  the  planning  and  how.  One  would  hope 
that  actual  health  planning  might  have  been  under 
way  before  now,  but  the  process  of  working  out 
details,  satisfying  all  interested  groups,  and  meeting 
the  requirements  of  the  law  is  slow. 

Clatsop  County  is  further  along  in  its  council 
function,  but  has  been  slowed  by  the  funding  block. 
The  Coos-Curry  area  is  on  the  verge  of  obtaining 
a planning  grant.  Other  counties  are  in  various 
stages  of  activity  and  some  have  done  nothing. 
Actual  substantial  operational  grants  will  require 
much  more  effort  (and  not  a little  help  from  Federal 
sources ) . 

These  comments  are  not  intended  to  be  at  all 
negative.  CHP  is  an  exciting  concept  and  has  the 
support  of  most  medical  leaders.  In  many  areas  it 
has  opened  up  dialogue  and  rapport  and  coopera- 
tion among  diverse  groups  which  had  found  no 
meeting  ground  before.  It  promises  to  lead  to 
better  health  care  and  better  expenditure  of  public 
money.  Medical  societies  and  individual  physicians 
in  every  community  owe  it  to  themselves  and  the 
public  to  participate  constructively  in  CHP.  It 
should  go  full  speed  ahead  as  a cooperative  com- 
munity effort  among  citizens  of  genuine  interest 
and  good  will.  Otherwise  other  interests  with  less 
acceptable  ideas  and  methods  may  move  in  and 
take  over.  It  may  be  later  than  we  think.  ■ 
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uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
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and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamine  and  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 
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Pediatricians  Host  Legislators 


The  Washington  State  Pediatric  Society  hosted 
legislators  from  the  King,  Kitsap,  Pierce,  and  Sno- 
homish County  areas  December  28  for  lunch  and 
tour  of  Children’s  Orthopedic  Hospital.  Black- 
burn Joslin,  Abraham  B.  Bergman,  and  Tom 
Cock  discussed  the  need  for  increase  in  health  serv- 
ices for  children,  and  urged  legislators  to  give  strong 
consideration  to  this  important  point  during  the 
1969  Legsilative  Session. 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A H.  Robins  Company,  Richmond,  Virginia  23220 


dH'^OBINS 


1.  Rep.  Bill  Kiskaddon,  standing,  Mountlake  Terrace; 
Sen.  Robert  C.  Ridder,  Seattle;  and  John  R.  Hartmann, 
Seattle.  Children  are  both  Ridder’s  and  Kiskaddon's. 

2.  Abraham  B.  Bergman,  chairman,  State  Pediatric  Legis- 
lative Committee;  Sen.  R.  R.  Grieve,  Seattle;  and  Sen. 
Fred  H.  Dore,  Seattle.  3.  Rep.  Art  Brown,  Seattle;  Mrs. 
Brown;  Mrs.  Walter  Williams,  wife  of  Sen.  Walter  Wil- 
liams, Seattle;  and  John  T.  Chapman,  Seattle.  4.  Rep.  William 
Chatalas,  Seattle;  John  R.  Hartmann;  Mrs.  Bill  Kiskaddon 
and  their  children;  Rep.  Bill  Kiskaddon;  and  Mrs.  Brian 
Lewis.  5.  Mr.  Harlan  Knudson,  WSMA  Director,  Division  of 
Public  Services  and  Government  Affairs;  Rep.  Paul  Bar- 
den, Seattle;  Abraham  B.  Bergman  and  son.  6.  Rep. 
William  S.  Leckenby,  Seattle;  John  R.  Hartmann;  and  Sen. 
Brian  Lewis,  Mercer  Island.  7.  Rep.  Jonathan  Whetzel. 
Seattle,  and  Sen.  Walter  Williams,  Seattle,  talk  with  a 
patient.  8.  Blackburn  Joslin,  Seattle,  President  Washington 
State  Pediatric  Society;  Sen.  Fred  H.  Dore,  Seattle;  and 
Sen.  James  A.  Andersen,  Bellevue. 


Wasteland  or  Promised  Land 

A symposium  focused  on  the  18  to  21  year  old— 
Wasteland  or  Promised  Land— will  be  offered  April 
3 and  4,  from  9:30  to  4:30  p.m.  at  the  University 
of  Washington  School  of  Medicine,  Health  Sciences 
Auditorium.  The  course  is  sponsored  by  the  Social 
Service  Department,  University  Hospital;  University 
of  Washington  School  of  Social  Work;  and  the  Uni- 
versity of  Washington  School  of  Medicine,  Division 
of  Continuing  Medical  Education. 

Questions  relating  to  the  identity  crises  of  the 
young  adult  will  be  discussed:  legal  identity,  politi- 
cal identity,  sexual  identity  and  productive  identity. 
The  symposium  is  intended  to  broaden  understand- 
ing of  the  behavior  and  problems  of  this  age  group. 

Eegistration  is  open  to  all  professionals  concerned 
with  the  young  adult.  ■ 
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■gate*® 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSI 


One  Ambar  Extentab  before  breakfast  can 


AIY1BAR2 


BRIEF  SUMMARY/Indications:  Ambai 


help  control  most  patients’  appetite  for  up  EXTENTAB S suppresses  appetite  and  helps  offset  emo 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


tional  reactions  to  dieting.  Contraindica 
tions:  Hypersensitivity  to  barbiturates  oi 
sympathomimetics;  patients  with  advancec 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau 
tion  in  the  presence  of  cardiovascular  disease  or  hypertension 
Side  Effects:  Nervousness  or  excitement  occasionally  noted 
but  usually  infrequent  at  recommended  dosages.  Slight  drows 
iness  has  been  reported  rarely.  See  package  insert  for  furthe 
details.  a.  h.  robins  company.  /LH'J^OBIN* 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


Public  Enema  No.1 


im  the  rewards  of  sparing  your  patients  the  tubes 
i tribulations  of  unpleasant  enemas. 


npared  to  enemas,  Dulcolax  suppositories  are  a 
itler  and  simpler  way  to  empty  the  bowel.  Gone 
the  tubing,  the  “accidents”,  and  the  bruised  egos, 
t one  suppository,  inserted  against  the  bowel  wall, 
ally  brings  about  an  evacuation  within  15  minutes 
n hour. 

ie  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 


Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina- 
tion of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  in 
the  acute  surgical  abdomen. 


. 
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DulcolaxJts 

bisacodyl 


predictable 


flicens?  from  Boehnnger  Ingelheim  G.m.b.H 


% Geigy  Pharmaceuticals , Division  ot  Geigy  Chemical  Corporation,  Ardsley,  New  York  10502 


OU-6118 


Impressions  of  the  Region  IX  H.E.W.  Health  Care 
Costs  Conference  (January  14-15-16,  1969) 


Attending  as  invited  guests  of  H.E.W.,  were 
health  care  providers  and  consumers  from  Wash- 
ington, Oregon,  California,  Arizona,  Nevada,  Alaska 
and  Hawaii.  After  six  national  conferences  on  Medi- 
cal Costs,  Private  Health  Insurance,  Group  Practice, 
Health  Manpower,  Hospital  Effectiveness  and  Health 
Facilities,  the  H.E.W.  Regional  Conference  approach 
was  a logical  sequel.  Government  (federal,  state 
and  local)  is  a health  consumer. 

Conferees  were  not  asked  to  agree  or  even  reach 
a consensus  on  formal  recommendations  or  specific 
courses  of  action.  Instead,  they  were  asked  to  draw 
upon  their  “rich  experiences”  to  present  ideas  and 
proposals. 

Nine  discussions  groups  of  20  to  25  heterogenous 
individuals  dissected  all  aspects  of  health  care  for 
ten  dense  working  hours.  Reports  were  then  given 
by  each  discussion  group  chairman  to  the  entire 
conference. 

Diligently  and  laboriously,  each  group  considered 
the  agenda  items  of  health  manpower,  financing, 
facilities  and  services.  They  groped  for  an  approach 
to  the  rather  complicated  functioning  of  health  care. 
Dilemmas  challenged  each  group  chairman. 

The  cost  of  health  care  was  considered  as  a shared 
responsibility.  Yet  in  all  present,  the  importance  of 
the  individual  was  deeply  ingrained.  Physicians, 
hospital  administrators,  labor  leaders,  nurses,  health 
officers,  pharmacists,  insurance  executives  and  a 
broad  cross  section  of  citizens  of  the  western  states 
did  not  easily  accept  the  idea  that  the  community 
preceded  the  individual.  They  sought  to  maintain 
their  separate  status  rather  than  collaborate.  The 
perpetual  search  for  something  greater  was  appar- 
ent, like  the  individual’s  sense  of  responsibility  for 
all  others,  sick  and  well. 

Relevant  proposals  from  one  group  read  as 
follows: 

• Revision  of  licensure  for  proper  utilization 
of  health  manpower. 

• Physician  education  in  managerial  skills 
to  utilize  paramedical  personnel  properly. 

• Elimination  of  malpractice  as  a barrier  to 
effective  utilization  of  all  health  manpower. 

• Development  of  consumer  health  citizen- 
ship to  encourage  the  prudent  utilization  of 
health  services. 


• A perpetual  awareness  of  health  care  costs 
at  all  levels. 

• Utilization  of  P.L.  89-239  (Regional 
Medical  Programs)  for  operational  grants  to 
collect  data  (such  as  Health  Manpower  Data 
Banks).  The  lack  of  data  generated  abundant 
argument  based  on  opinions  and  judgments. 

• Utilization  of  P.L.  89-749  (Comprehen- 
sive Health  Planning)  as  a vehicle  for  com- 
munication and  education  of  all  concerned 
in  health  care. 

• Physician  assumption  of  individual  re- 
sponsibility to  maximize  efficiency.  How  else 
could  200,000  physicians  care  for  200  million 
people? 

• Facility  utilization  of  automation,  mod- 
em management  techniques  and  other  skills 
to  achieve  cost  effectivity. 

• Establishment  of  a national  health  in- 
surance program. 

• Promotion  of  comprehensive  group  prac- 
tice prepayment  plans. 

(These  latter  two  proposals  were  stated 
policy  positions  of  the  National  AFL-CIO). 

In  this  particular  group  it  was  evident  that  a 
discussion  of  health  care  costs  encompassed  a broad 
area  of  social  needs,  scientific  knowledge  and  health 
manpower.  The  group  concluded  that  if  there  are 
obstacles  to  controlling  health  care  costs,  they  are 
in  the  minds  of  producers  and  consumers,  their 
attitudes,  and  their  disposition  to  try.  There  was 
unanimous  agreement  that  costs  may  not  diminish. 
Yet  the  process  of  self  education  must  be  a factor  in 
controlling  health  care  costs. 

From  this  conference  emerged  a clearer  picture 
of  health  care  costs;  the  complexities;  and  the 
responsibilities  of  all  segments.  With  each  lacerating 
moment  receivership  seemed  imminent.  Then  it  was 
apparent  that  no  one  had  climbed  the  mountain, 
consulted  the  deity,  and  returned  with  a “how  to 
do  it”  inscribed  tablet. 

Unanswered  and  undiscussed  was:  Whose  actions 
will  be  guided  by  the  evaluation  of  this  forum?  Are 
there  implications  of  new  legislation  and  future 
allocations? 

C.  D.  Muller,  M.D. 
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Symbols  in  a life  of 
psychic  tension 

B.A. 

cum  laude 

v.p. 

at  thirty-two 

ECG 

and  complete 
examination  normal 

(persistent  palpitations) 


Valium® 

(diazepam) 

for  reliable  relief  of  psychic 
tension  and  associated 
somatic  and  depressive 
symptoms  (including  tension- 
induced  insomnia) . . . 
usually  well  tolerated . . . 
2-mg,  5-mg  or  10-mg  tablets 
t.i.d.  and  h.s. 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  con- 
comitants of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity 


of  grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary 
increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultane- 
ous ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 


Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advis- 
able during  long-term  therapy. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


I 


PRESIDENTS  page 


How  Far  Policy ? 


Our  Hippocratic  Oath  includes  . . and  espe- 
cially, I will  not  aid  a woman  to  procure 
abortion.”  But  it  also  says,  “The  regimen  I adopt 
shall  be  for  the  benefit  of  my  patients  according  to 
my  ability  and  judgment.”  At  times  there  is  direct 
conflict  between  these  principles. 

And  as  there  is  sometimes  direct  conflict  between 
these  principles,  there  is  now  direct  conflict  between 
the  physician  protagonists  and  antagonists  of  SB 
286  and  HB  312— the  legislation  to  modernize  the 
1909  abortion  law.  At  a recent  legislative  hearing 
in  Olympia,  there  were  three  physicians  representing 
WSMA  policy  favoring  the  bill  and  five  physicians 
against.  Abortion  is  a hot  issue  that  engenders  tre- 
mendous emotional  tension.  The  testimony  of  the 
opposing  teams  of  physicians  was  sometimes  directly 
contradictory,  but  for  the  most  part  the  two  testi- 
monies emanated  from  different  worlds,  different 
concepts,  different  philosophies,  different  religions. 
One  side  reflected  modem  pragmatism,— the  other, 
classical  doctrine.  One  desired  independence  from 
religious  prescription  of  state  laws,  the  other  wanted 
to  live  in  a society  where  “murder”  was  not  legal- 
ized. Negotiation  would  seem  impossible. 

That  there  was  extensive  and  thoughtful  study, 
review,  debate,  and  consideration  of  the  matter 


WILLIAM  E.  WATTS,  M.D. 


within  the  WSMA  before  taking  a policy  stand, 
there  can  be  no  doubt.  Five  successive  committees 
approved  the  principles  of  the  proposed  law  before 
it  was  submitted  to  our  policy-making  body,  the 
House  of  Delegates.  Here  it  was  debated  in  Ref- 
erence Committee  and  then  on  the  floor,  and  passed 
by  approximately  three-to-one  majority. 

The  tenseness  of  the  conflict  within  our  ranks  is 
reminiscent  of  the  Medicare  vs.  Eldercare  affair. 
The  policy  adopted  by  the  majority  was  bitterly  J 
opposed  by  the  minority.  It  is  comparable  to  the 
reactions  of  many  United  States  citizens  toward 
prosecution  of  the  Vietnam  war.  Some  choose  jail 
or  banishment  rather  than  the  least  participation; 
some  prefer  anarchy  and  destruction  of  all  existing 
structures  rather  than  the  orderly  processes  of 
society. 

Thus,  we  come  to  the  broader  question.  Has  an 
organization  such  as  the  Washington  State  Medical 
Association  the  right  and  obligation  to  adopt  a policy 
or  position  on  such  matters  as  Eldercare  or  abortion, 
or  should  it  stick  to  such  internal  matters  as  the 
location  of  the  library?  ■ 
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Diets  to 

reduce  cholesterol  levels 
can  show  a marked  improvement 
in  patient 
acceptance 
with 
Saffola 
products. 


Patients  enjoy  the  light,  delicate  flavor 
of  all  Saffola  products.  This  flavor  comes 
from  safflower  oil,  Saffola’s  principal 
ingredient.  Safflower  oil  produces 
superior  mayonnaise  and  margarine.  As 

I a salad  and  cooking  oil,  it’s  unexcelled. 
And  safflower  oil  is  50%  higher  in 


poly-unsaturates  than  com  oil. 

To  help  your  patients  adjust  to  a diet  low 
in  saturated  fats,  we  have  a special  Saffola 
recipe  booklet.  A supply  is  yours  for  the 
asking — from  Pacific  Vegetable  Oil 
Corporation,  World  Trade  Center,  San 
Francisco,  California  94111. 


tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic 
ulcer,  ulcerative  colitis,  mental  depression,  renal  impairment  or 
shutdown.  Warnings:  Consider  the  possibility  of  sensitivity  reac- 
tions in  patients  with  history  of  allergy  or  bronchial  asthma.  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with 
antihypertensive  therapy,  may  be  associated  with  small  bowel 
lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred. 
Such  tablets  should  be  used  only  when  indicated  and  when  ade- 
quate dietary  supplementation  is  not  practical.  They  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea, 
vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise  cau- 
tion, since  thiazides  cross  the  placental  barrier  and  may  cause 
fetal  or  neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered 
carbohydrate  metabolism;  adverse  reactions  seen  in  the  adult  may 


occur  in  the  newborn.  Use  reserpine  in  women  of  child- 
bearing age  only  when  essential  to  patient  welfare.  In- 
creased respiratory  secretions,  nasal  congestion,  cyano- 
sis, and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers.  Precautions:  Butisol  (butabarbital)  — 
Exercise  caution  in  moderate  to  severe  hepatic  disease. 
Elderly  or  debilitated  pa- 
tients may  react  with 
marked  excitement  or  de- 
pression. Hydrochlorothi- 
azide — May  induce  elec- 
trolyte imbalance;  when 
used  with  digitalis  or  one 
of  its  glycosides  and  in  pa- 
tients with  severe  hepatic 
insufficiency,  cardiac  ar- 
rhythmias or  symptoms  of 
impending  hepatic  coma  may 
occur.  Discontinue  and  in- 


272 

Northwest  Medicine,  March,  1969 


The  “beauty” of  Butiserpazide  is  that  it  adds 
the  mildly  sedative  effect  of  Butisol  (butabarbital) 
to  the  classic  thiazide/reserpine  formula. 

“It  would  appear  that  the  addition  of  an 
anxiety-relieving  agent  [Butisol]  to  a drug 
combination  utilizing  well-established 
compounds  proved  useful  in  reducing  hypertensive 
symptoms  in  over  half  the  patients — 

That’s  the  “Buti”of 

BUTISOL®  (butabarbital)  30  mg.  + reserpine  0.1  mg.  + hydrochlorothiazide  25  or  50  mg. 

You  have  a choice  of  2 strengths.  Just  one  tablet  once  or  twice  a day  is  usually  sufficient. 

Butiserpazide-25  Prestabs®  ‘Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50  Prestabs®  ‘Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


stitute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hy- 
pochloremic alkalosis,  is  contraindicated  in  hepatic  disease.)  May 
produce  elevated  serum  uric  acid  levels  (and,  infrequently,  gout)  or 
reduce  glucose  tolerance,  altering  insulin  requirements  in  dia- 
betics. /?ese/-/7/'/70-Observe  for  signs  or  symptoms  of  peptic  ulcer  or 
ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in 
history  of  mental  depression.  May  produce  cardiac  arrhythmias 
when  used  with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks  before 
surgery;  inform  the  anesthetist  in  event  of  emergency  surgery.  Ex- 
ercise caution  in  history  of  epilepsy.  Discontinue  1 to  2 weeks  be- 
fore ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  conges- 
tion, leg  cramps,  nausea,  palpitations,  superficial  skin  bruises, 
palmar  erythema,  headache,  dehydration,  skin  rash,  “hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia, 


photosensitivity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  throm- 
bocytopenia, leukopenia,  agranulocytosis,  aplastic  anemia,  anorexia, 
gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated 
by  alcohol,  barbiturates,  or  narcotics),  increased  salivation  and 
gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina- 
like syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  ner- 
vousness, paradoxical  anxiety,  rarely  atypical  Parkinsonian  syn- 
drome, central  nervous  system  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of 
mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased 
libido.  Usual  Adult  Dosage:  BUTISERPAZIDEO-25  or  BUTISERPAZIDE®- 
50:  1 tablet  daily  or  b.i.d.  When  used  with  other  antihypertensive 
agents  reduce  dosage  of  both  drugs  about  50%  and  observe  care- 
fully for  changes  in  blood  pressure,  / \ 

Before  prescribing  or  administering.  Me NEIL 
see  pdckdQG  insert. 

1.  Coodley,  E.  L..  Curr.  Therap.  Res.  mcneil  laboratories,  inc. 

4 460,  1962.  FORT  WASHINGTON,  PA.  19034 


( McNEIL 
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The  asthmatic  has 

his  own  built-in 

air  pollution”  problem... 


COMPOSITION:  Each  Asbron  Inlay-Tab  and 
each  tablespoonful  (1 5 ml.)  of  Asbron  Elixir 
contains  theophylline  sodium  glycinate  300  mg. 
(equivalent  to  150  mg.  theophylline);  glyceryl 
guaiacolate  100  mg.  and  phenylpropanolamine 
hydrochloride  25  mg.  The  elixir  supplies  the 
active  ingredients  in  a solution  containing 
15%  alcohol. 

ACTION  AND  USES:  Symptomatic  relief 
of  bronchial  asthma  and  asthmatic  bronchitis 
through  the  combined  actions  of  two  effective 
bronchodilators  and  a superior  expectorant. 

ADMINISTRATION  AND  DOSAGE: 

Adults — 

1 or  2 tablets  or  tablespoonfuls, 

2 or  3 times  daily 

Administration  after  meals  may  reduce 
the  infrequent  possibility  of  gastric  distress 
or  CNS  stimulation. 


Children — 

6 to  12 — 2 or  3 teaspoonfuls, 

2 or  3 times  daily 

3 to  6 — 1 to  1 'A  teaspoonfuls, 

2 or  3 times  daily 

1 to  3— % to  1 teaspoonful, 

2 or  3 times  daily 

PRECAUTIONS:  Do  not  administer  more 
frequently  than  every  4 hours  or  within  12  hours 
after  administration  of,  or  concurrently  with, 
other  xanthine  derivatives. 

CAUTION:  Ordinary  large  doses  may  cause 
hypertension,  headache,  tachycardia,  nausea, 
vomiting,  etc. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiovascular 
disease  and  hyperthyroidism. 

HOW  SUPPLIED:  Asbron  Inlay-Tabs,  in 
bottles  of  100.  Asbron  Elixir,  in  pint  bottles. 
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ASBRON  helps  keep 
airways  open  for 
“replacement”  air 


Asbron  opens  the  airways  and 
relieves  bronchospasm,  an 
important  factor  in  the  asthmatic's 
"air  pollution"  problem.  Thus,  the 
patient  is  protected  from  asthma 
symptoms  with  Asbron's  "air 
supply."  This  support  is  possible 
because  Asbron  has  a complete 
formula  that  improves  breathing  . . 
decreases  coughing  . . . lessens 
wheezing  . . . wins  patient 
acceptance.  Made  up  of  a xanthine, 
a sympathomimetic  and  an  effective 
expectorant,  Asbron's  clinically 


effective  formula  rarely  causes 
gastric  upset  or  CNS  stimulation. 
Patients  feel  secure  with  Asbron — 
perhaps  because  their  "air  supply" 
is  protected.  Available  in  tablets 
for  adults  or  elixir  for  children. 


ASBRON  Inlay-tabs®/ Elixir 

(theophylline  sodium  glycinate,  glyceryl 
guaiacolate  and  phenylpropanolamine 
hydrochloride.) 

Helps  you  put  a little  living  back 
into  the  life  of  your  asthmatic  patient. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  68501 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methen amine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS 


& COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


f ‘maceutusa/L 


276 

Northwest  Medicine,  March,  1969 


Syntex  announces 

Yew  hormone  ratio 

In  lowdosa^e 
oral  contraception 

my  • J® 

Aoriiiyl 

180 

(norethindrone  1 mg  with  mestranol  0.08  mg) 


21  &28 


woman* 


Oral  contraceptives  are  different  because 
women  are  different. 

Just  being  secure  in  the  knowledge  that 
her  oral  contraceptive  is  effective  is  not 
enough.  She  also  wants  to  be  secure  in  the 
knowledge  that  her  oral  contraceptive  is 
right  for  her. 

Now  you  have  a new  choice  in  prescrib- 
ing a low-dosage  oral  contraceptive. 

Norinyl  1 -f-  80  is  a new  combination, 
consisting  of  1 milligram  norethindrone 
and  a slightly  increased  amount  of  mes- 
tranol  (80  micrograms  instead  of  the  usual 
50) . This  important  adjustment  may  be  par- 
ticularly suitable  for  her  if  she  requires  a 
slightly  higher  ratio  of  estrogen. 

And  it’s  the  woman  who  must  accept  her 
oral  contraceptive. 

Please  see  last  page  of  advertisement  for 
prescribing  information. 


The 

woman 


No  matter  how  effective  v — her  oral  contraceptive  is . . 
if  she  forgets,  she  loses  the  protection  she's  striving  for. 

Norinvl®  1+80  gives  her  the  easiest  regiinen  choice  possible: 
either  21 -day  (3  weeks  on.  1 week  off)  or  28 -day  continuous  therapy  (21  active 
tablets  and  7 placebos).  Both  are  simple  and  regular.  Cycle  days 
are  replaced  by  weekdays  w — the  way  she  lives  her  life. 


liewMemorette 


Norinvl  1+80  comes  to  her  in  the  new  Memorette  tablet  dispenser. 
Feminine  and  attractive.  Designed  for  the  modern  woman  who  has  more  on 
her  mind  than  medication.  No  charts  or  calendars . . .just  the 
beautiful  Memorette  for  her  convenience. 


Voiinyl 

1^80 

(norethindrone  1 mg  with 
mestranol  0.08  mg) 

3I&38 

day  regimens 


CONTRAINDICATIONS 

1.  Patients  with  thrombophlebitis, 
thromboembolic  disorders,  cerebral  apo- 
plexy, or  with  a past  history  of  these  con- 
ditions. 

2.  Patients  with  markedly  impaired 
liver  function. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast. 

4.  Patients  with  known  or  suspected 
estrogen-dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital 
bleeding. 

WARNINGS 

1.  The  physician  should  be  alert  to  the 
earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascu- 
lar disorders,  pulmonary  embolism,  and 
retinal  thrombosis).  Should  any  of  these 
occur  or  be  suspected,  the  drug  should  be 
discontinued  immediately. 

Studies  conducted  in  Great  Britain  and 
reported  in  April  1968  estimate  there  is 
a seven-  to  tenfold  increase  in  mortality 
and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contracep- 
tives. In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and 
58  hospitalizations  due  to  “idiopathic” 
thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed 
between  users  and  nonusers  were  highly 
significant. 

The  conclusions  reached  in  the  studies 
are  summarized  in  the  table  below: 

COMPARISON  OF  MORTALITY  AND 
HOSPITALIZATION  RATES  DUE  TO 
THROMBOEMBOLIC  DISEASE  IN  USERS  AND 
NONUSERS  OF  ORAL  CONTRACEPTIVES 
IN  BRITAIN 


Category 

Mortality  Rates 

Hospitalization 
Rates  (Morbidity) 

Ages  20-34 

Ages  35-44 

Ages  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100.000 

47/100.000 

Nonusers 

0.2/100,000 

0.5/100.000 

5/100.000 

No  comparable  studies  are  yet  avail- 
able in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  mag- 
nitude of  the  increased  risk  to  the  in- 
dividual patient,  cannot  be  directly  ap- 
plied to  women  in  other  countries  in 
which  the  incidences  of  spontaneously  oc- 
curring thromboembolic  disease  may  be 
different. 

2.  Discontinue  medication  pending  ex- 
amination if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papillede- 
ma or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

3.  Since  the  safety  of  oral  contracep- 
tives in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regi- 
men. If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of 
pregnancy  should  be  considered  at  the 
time  of  the  first  missed  period. 

4.  A small  fraction  of  the  hormonal 
agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiv- 
ing these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined 
at  this  time. 


PRECAUTIONS 

1.  The  pretreatment  physical  examina- 
tion should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Pap- 
anicolaou smear. 

2.  Endocrine  and  possibly  liver  func- 
tion tests  may  be  affected  by  treatment 
with  oral  contraceptives.  Therefore,  if 
such  tests  are  abnormal  in  a patient  tak- 
ing an  oral  contraceptive,  it  is  recom- 
mended that  they  be  repeated  after  the 
drug  has  been  withdrawn  for  2 months. 

3.  Under  the  influence  of  estrogen-pro- 
gestogen preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  car- 
diac or  renal  dysfunction,  require  careful 
observation. 

5.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam, 
nonfunctional  causes  should  be  borne  in 
mind.  In  undiagnosed  bleeding  per  vagi- 
nam, adequate  diagnostic  measures  are 
indicated. 

6.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed 
and  the  drug  discontinued  if  the  depres- 
sion recurs  to  a serious  degree. 

7.  Any  possible  influence  of  prolonged 
oral  contraceptive  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  func- 
tion awaits  further  study. 

8.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  oral 
contraceptive  therapy. 

9.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  oral  contraceptives 
should  be  used  judiciously  in  young  pa- 
tients in  whom  bone  growth  is  not  com- 
plete. 

10.  The  age  of  the  patient  constitutes 
no  absolute  limiting  factor,  although 
treatment  with  oral  contraceptives  may 
mask  the  onset  of  the  climacteric. 

11.  The  pathologist  should  be  advised 
of  oral  contraceptive  therapy  when  rele- 
vant specimens  are  submitted. 

ADVERSE  REACTIONS  OBSERVED  IN 
PATIENTS  RECEIVING  ORAL 
CONTRACEPTIVES 

A statistically  significant  association 
has  been  demonstrated  between  use  of 


oral  contraceptives  and  the  following  se- 
rious adverse  reactions: 
Thrombophlebitis 
Pulmonary  embolism 
Although  available  evidence  is  sugges- 
tive of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted 
for  the  following  serious  adverse  reac- 
tions: 

Cerebrovascular  accidents 
Neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are 
known  to  occur  in  patients  receiving  oral 
contraceptives: 

Nausea 

Vomiting 

Gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating  ) 
Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Edema 

Chloasma  or  melasma 
Breast  changes:  tenderness, 
enlargement  and  secretion 
Change  in  weight  (increase  or 
decrease) 

Changes  in  cervical  erosion  and 
cervical  secretions 
Suppression  of  lactation  when  given 
immediately  postpartum 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Rise  in  blood  pressure  in  susceptible 
individuals 
Mental  depression 

Although  the  following  adverse  reac- 
tions have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been 
neither  confirmed  nor  refuted: 
Anovulation  post-treatment 
Premenstrual-like  syndrome 
Changes  in  libido 
Changes  in  appetite 
Cystitis-like  syndrome 
Headache 
Nervousness 
Dizziness 
Fatigue 
Backache 
Hirsutism 
Loss  of  scalp  hair 
Erythema  multiforme 
Erythema  nodosum 
Hemorrhagic  eruption 
Itching 

The  following  laboratory  results  may 
be  altered  by  the  use  of  oral  contracep- 
tives: 

Hepatic  function:  Increased 

sulfobromophthalein  and  other  tests 
Coagulation  tests:  Increase  in 

prothrombin  Factors  VII,  VIII,  IX, 
and  X 

Thyroid  function:  Increase  in  PBI  and 
butanol  extractable  protein-bound 
iodine,  and  decrease  in  T3  uptake 
values 

Metyrapone  test 
Pregnanediol  determination 


5YNTEX 

SYNTEX  LABORATORIES,  INC. 
PALO  ALTO,  CALIFORNIA  94304 
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Will 

Novahistine  Elixir 
ever  come  in  a 
fteezee-firostee? 


We're  always  looking  for  ways  to  make 
Novahistine®  Elixir  even  more  appealing  to 
your  young  patients.  After  all,  we  were  kids 
ourselves  once. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 

If  you've  ever  sampled  Novahistine  Elixir, 
you  know  that  it  doesn't  have  to  come  in  a 
freezee-frostee  to  get  children  to  take  it.  And 
if  you've  had  any  feedback  from  mothers,  you 
know  they  like  the  effective  way  it  relieves  the 
congestion  associated  with  colds,  allergies  and 
other  upper  respiratory  infections. 


Each  5-ml.  teaspoonful  of  Novahistine 
Elixir  decongestant  contains  phenylephrine 
hydrochloride,  5 mg.;  chlorpheniramine 
maleate,  1 mg.;  chloroform,  13.5  mg.; 
l-menthol,  1 mg.;  sodium  bisulfite 
(preserv.)  0.1%;  and  alchohol,  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution  ambu- 
latory patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 
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: "vow 
she  can 
cope*** 


thanks  to 


B Ut  l S 0 l SODIUM® 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (H  gr.)  to  30  mg.  i}/2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  {Vi  gr.), 

30  mg.  {A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUT1CAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  {Vi  gr.),  30  mg.  {]/2  gr.). 


( McNEIL ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


rouVe  made  it  one 


You’ve  made  it 
one  of  your  specific 
in  acute  otitis  rnedi; 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  tl 
most  common  invaders.  In  otitis  media,  where  il 
is  difficult  to  isolate  the  causative  organism,  thi 
coverage  may  be  important.  However,  some  stra 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  acti 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocol 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensiti 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  B 
apparently  dose-related.  Transient  increase  in  urinary  output,  so 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions-1 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining 
low-brown)  in  children  of  mothers  giventhisdrugduringthe  latter 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  | 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  set 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discont 
medication  and  institute  appropriate  therapy.  Demethylchlorti 
cycline  may  form  a stable  calciumcomplexinany  bone-formingti 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Sh 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorptic 
impaired  by  the  concomitant  administration  of  high  calcium  cor 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptocc 
infections  should  continue  for  10  days,  even  though  symptoms 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated, 
mg,  150  mg  and  75  mg  of  demethylchlort 
cycline  HCI. 


DECLOMYCIN 

DEMETHYLCHLORTETKACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


IDAHO 


Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 

president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Roise 
executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


Idaho  News  Notes 

ment.  The  board  would  govern  the  practice  of 
both  medicine  and  osteopathy.  Osteopaths  presently 
licensed  in  Idaho  could  continue  their  type  of  prac- 
tice; however,  qualified  applicants  could  seek  li- 
censure to  practice  unlimited  osteopathic  medicine 
and  surgery. 

The  proposal  also  makes  provision  for  extems, 
interns  and  residents. 

New  Officers 

New  Officers  of  the  Upper  Snake  River  Valley 
District  Medical  Society  for  the  coming  year  will  be: 
President  Alexander  A.  Krueger,  Ashton;  Presi- 
dent-Elect Clifford  B.  Rigby,  Rigby;  Secretary  Asael 
Tall,  Rigby;  Treasurer  Robert  R.  Klamt,  St.  An- 
thony; Delegates  Asael  Tall,  Rigby,  and  Lester  R. 
Petersen,  Rexburg;  Alternate  Delegates  Emory  L. 
Soule,  St.  Anthony,  and  Rex  G.  Mabey,  Rexburg. 

Volunteer  Physicians  for  Vietnam 

James  H.  Stewart,  Cascade,  has  completed  a 60 
day  tour  in  South  Vietnam  under  the  Volunteer 
Physicians  for  Vietnam  Program.  Dr.  Stewart  com- 
pleted his  tour  in  November  and  is  the  fourth  Idaho 
physician  to  volunteer.  Others  who  have  completed 
tours  are  Warren  B.  Ross,  Boise;  Lauren  M.  Neher, 
Jerome,  who  has  served  two  tours,  and  George  B. 
Saviers,  Sun  Valley. 

287 

Northwest  Medicine,  March,  1969 


Officers  and  Councilors  Meet 

First  meeting  of  the  Officers  and  Councilors  of 
the  Idaho  Medical  Association  for  1969  was  held 
in  the  association  offices  in  Boise  on  January  30,  31 
and  February  1 with  many  items  of  importance  to 
organized  medicine  under  consideration. 

The  session,  with  President  O.  D.  Hoffman,  Rex- 
burg, presiding  was  attended  by  President-Elect 
John  M.  Ayers,  Moscow;  Immediate  Past-President 
James  R.  Kircher,  Burley;  Secretary-Treasurer  Wil- 
liam R.  Tregoning,  Boise.  Councilors  E.  R.  W.  Fox, 
Coeur  d’Alene;  J.  B.  Marcusen,  Nampa;  George  W. 
Warner,  Twin  Falls;  John  E.  Comstock,  Pocatello; 
A.M.A.  Delegate  Alexander  Barclay,  Coeur  d'Alene; 
A.M.A.  Alternate  Delegate  Donald  K.  Worden, 
Lewiston,  and  Speaker  of  the  House  of  Delegates 
Dauchy  Migel,  Idaho  Falls. 

Report  on  Measures  Before  the  Idaho 
Legislature 

Medical  Practice  Act— The  House  and  Senate 
voted  unanimously  to  approve  the  amended  Medical 
Practice  Act,  House  Bill  No.  187.  The  measure 
is  the  result  of  more  than  two  years  of  work  by 
the  Medical  Practice  Act  Review  Committee,  head- 
ed by  Charles  A.  Terhune,  Burley,  chairman. 
The  new  State  Board  of  Medicine  would  consist 
of  eight  members,  six  medical  doctors,  one 
osteopath  and  the  Commissioner  of  Law  Enforce- 


Personals 

Charles  a.  terhune,  Burley,  a past-president  of 
the  association,  current  chairman  of  the  Medical 
Practice  Act  Review  Committee,  and  retiring  chair- 
man of  the  Idaho  State  Board  of  Medicine,  has  been 
elected  as  chairman  of  the  Executive  Committee  of 
the  Regional  Advisory  Council  of  the  Mountain 
States  Regional  Medical  Program  during  a meeting 
in  Denver.  The  program  is  composed  of  Wyoming, 
Idaho,  Nevada  and  Montana. 

james  c.  f.  chapman,  Boise,  has  been  elected 
president  of  the  Medical  Staff  of  St.  Luke’s  Hospital. 

r.  george  wolff,  Caldwell,  has  been  elected  to 
a three-year  term  as  a member  of  the  Board  of 
Directors  of  the  Caldwell  Memorial  Hospital  Asso- 
ciation. 

j.  b.  britzmann,  Moscow,  has  been  elected  Latah 
County  Coroner. 

JAMES  J.  COUGHLIN  aild  RICHARD  G.  GARDNER  have 

been  inducted  as  fellows  of  the  American  Academy 
of  Orthopedic  Surgeons  during  a January  meeting 
in  New  York. 

a.  curtis  jones,  Boise,  a past-president  of  the 
Idaho  Medical  Association,  has  been  re-elected 
chairman  of  the  Idaho  Advisory  Committee  of  the 
WICHE-Mountain  States  Regional  Medical  Pro- 
gram. New  Executive  Committee  members  include 
willis  l.  hubler,  Nampa;  e.  v.  simison,  Pocatello, 
also  a past-president  of  the  Idaho  Medical  Associa- 
tion, and  w.  wray  wilson,  Coeur  d'Alene. 

william  l.  brydon,  Pocatello,  has  been  elected 
president  and  chief  of  staff  of  the  St.  Anthony  Com- 
munity Hospital  Medical  Staff. 

Bernard  p.  strouth,  Boise,  has  been  elected 
Chief  of  the  Medical  Staff  of  St.  Alphonsus  Hospital, 
to  succeed  max  d.  gudmundsen,  Boise. 

State  Board  of  Medicine 

Eleven  physicians  who  had  been  granted  Tempo- 
rary Licenses  since  the  July  1968  meeting  of  the 
Board,  received  permanent  licensure: 

Harry  R.  Gilcrest,  Pocatello;  Quentin  M.  Thomas, 
Lewiston;  William  V.  VanDuyne,  Orofino;  Robert 
C.  Olding,  Nampa;  Raymond  D.  Ranes,  Shelley; 
John  B.  Hammett,  Boise;  Gerald  R.  Holcomb,  Cald- 
well; C.  Ronald  Koons,  Boise;  Ralph  R.  Stevenson, 
Ashton;  Andrew  W.  McRoberts,  Pocatello,  and  Wil- 
liam A.  Pogue,  Council. 

Eight  physicians  were  granted  licensure  without 
written  examination  on  the  basis  of  endorsement 
by  states  maintaining  standards  comparable  to  Idaho, 
or  through  endorsement  by  the  National  Board  of 
Medical  Examiners: 

Robert  B.  Hubbard,  San  Antonio.  Graduated, 


University  of  Oregon  Medical  School,  Portland,  June 
1966.  Internship,  Fitzsimons  General  Hospital, 
Denver,  Colorado,  1966-67.  Residency,  Brooke 
General  Hospital,  San  Antonio,  Texas,  1967  to 
present.  Radiology. 

Howard  E.  Johnson,  Boise.  Graduated,  University 
of  Oregon  Medical  School,  Portland,  June  1961. 
Internship,  University  of  Oregon  Medical  School 
Hospitals  and  Clinics,  1961-62.  Residency,  Uni- 
versity of  Oregon  Hospital  and  Clinics,  Emanuel 
Hospital  and  Shriner’s  Hospital,  all  of  Portland. 
Rancho  Los  Amigos  Hospital,  Los  Angeles,  Cali- 
fornia. Orthopedic  Surgery. 

Edward  H.  Newcombe,  Sausalito.  Graduated 
McGill  University  Faculty  of  Medicine,  Montreal, 
Province  of  Quebec,  Canada,  May  1961.  Intern- 
ship, Montreal  General  Hospital,  1961-63.  Resi- 
dency, Veterans  Administration  Hospital  and  Uni- 
versity of  San  Francisco,  1963-65.  Internal  Medi- 
cine. 

Marvin  L.  Powell,  Portland.  Graduated  Univer- 
sity of  Cincinnati  Medical  School,  June  1965.  In- 
ternship and  Residency,  University  of  Oregon 
Medical  School  Hospital  and  Clinics,  1965-69.  In- 
ternal Medicine. 

Charles  A.  Terhune,  Jr.,  Cincinnati.  Graduated, 
Northwestern  University  School  of  Medicine,  Chi- 
cago, June  1963.  Internship,  Highland  General  Hos- 
pital, Oakland,  1963-64.  Residency,  University  of 
Cincinnati  Medical  Center,  1966-70.  Internal  Medi- 
cine. 

Allen  R.  Neuenschwander,  Rolla,  North  Dakota. 
Graduated,  University  of  Wisconsin  Medical  School, 
June  1960.  Internship,  Saint  Joseph  Hospital,  Flint, 
Michigan,  1960-61.  General  Practice. 

Hugh  A.  Cunningham,  Santa  Barbara.  Graduated, 
University  of  Oklahoma  School  of  Medicine,  Okla- 
homa City,  June  1934.  Internship,  Wisconsin  Gen- 
eral Hospital,  Madison,  1934-35.  Residency,  Belle- 
vue Hospital,  New  York  City,  1935-38.  Anesthesi- 
ology. 

Paul  H.  Neuharth,  Victorville.  Graduated,  Loma 
Linda  University,  Loma  Linda,  June  1961.  Intern- 
ship, University  of  West  Virginia  Hospital  and 
Westmoreland  Hospital,  Greensburg,  1961-62.  Gen- 
eral Practice. 

One  physician  wrote  the  examination  and  was 
granted  Idaho  licensure  to  practice  medicine  and 
surgery: 

Mark  F.  Grefenson,  Buffalo,  (Twin  Falls).  Grad- 
uated, University  of  Innsbruck  Austria,  May  1964. 
Internship,  General  Rose  Memorial  Hospital,  Den- 
ver, Colorado,  1964-65.  Residency,  Buffalo  General 
Hospital,  Buffalo  Children’s  Hospital,  Buffalo  V.A. 
Hospital,  E.  J.  Meyer  Memorial  Hospital,  New  York, 
1965  to  present.  Otolaryngology.  ■ 
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REVIEWS 

Surgery  of  the  Adrenal  Glands 

By  Lawrence  W.  O'Neal,  Assistant  Professor  of  Clinical  Sur- 
gery, Washington  University  School  of  Medicine;  Staff,  Barnes, 
St.  John's,  Jewish  and  St.  Louis  Children's  Hospitals,  St.  Louis, 
Mo.  295  pp.  Illustrated.  Price  $19.50.  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  Mo.  1968. 

The  anatomy,  physiology,  indications  for  surgery, 
pre-  and  postoperative  care,  anaesthesia  and  opera- 
tive technique  for  surgery  of  the  adrenal  glands  is 
presented  in  concise  readable  form  by  nine  mem- 
bers of  the  faculty  of  Washington  University  Med- 
ical School.  The  principal  adrenal  diseases  for  which 
surgery  is  the  treatment— Cushing’s  syndrome,  al- 
dosteronism, virilizing  tumors  and  pheochromocy- 
tomas— are  each  considered  in  detail  in  separate 
chapters.  Less  common  indications  for  adrenalectomy 
are  presented.  The  listed  references  are  extensive. 

I recommend  this  book  to  the  general  surgeon  or 
urologist  who  includes  adrenalectomy  in  his  reper- 
toire. 

MELVIN  M.  GRAVES,  M.D. 

Instructions  for  Patients 

By  H.  Winter  Griffith,  M.D.,  The  Florida  State  University, 
Tallahassee,  Florida.  670  pp.  Illustrated.  Price  $25.00.  W.  B. 
Saunders  Company,  Philadelphia,  Pa.  1968. 

This  is  a big  thick  ring-bound  loose-leaf  book  of 
nearly  700  letter-size  pages  of  patient  instructions. 
In  addition  to  the  unusual  binding  there  is  a state- 
ment on  the  fly-leaf  inviting  physicians  to  reproduce 
these  sheets  on  their  office  copying  machines. 

It  is  offered  as  a valuable  aid  to  physicians  who 
want  to  give  their  patients  written  instructions.  All 
of  us  have  great  stacks  of  instruction  forms  that 
come  as  various  sized  booklets,  tablets  and  packets, 
designed  to  hold  samples  and  reading  material. 
Here  in  one  single  volume  that  can  be  stored  in 
three  inches  of  file  space  are  instructions  covering 
diseases,  treatments  and  illustrations  of  a variety 
that  nearly  approaches  the  International  Nomencla- 
ture of  Diseases. 

The  owner  of  this  book  need  only  look  through 
the  table  of  contents,  select  the  appropriate  sheet 
and  have  it  reproduced  on  his  copying  machine, 
and  then  fill  in  the  blanks  to  individualize  medica- 
tion, dosage  and  timing  to  suit  his  own  patient. 

If  there  are  sheets  which  you  might  expect  to 
use  frequently  they  can  be  purchased  from  a Re- 
printing Service  with  an  order  blank  that  is  in- 
cluded with  the  book. 

The  physician  who  is  too  busy  to  write  and  have 


reproduced  his  own  instruction  sheets  is  frequently 
too  busy  to  spend  much  time  explaining  the  pa- 
tient’s disease  and  its  treatment  to  him.  This  book 
would  be  of  real  value  to  him  and  to  his  patient. 

Doctors,  being  individuals,  will  not  agree  com- 
pletely with  every  word  of  every  instruction  sheet. 
The  areas  of  disagreement  will  be  easy  to  alter  if 
you  read  each  sheet  carefully  before  you  start  to  use 
it.  The  instructions  for  treatment  are  generally  ex- 
cellent, and  serve  as  a good  “check  off  list”  to  as- 
sure yourself  that  you  haven’t  omitted  a line  of 
treatment  that  might  be  helpful. 

This  is  an  unusual  book  that  you  will  react  to 
quite  strongly.  You’ll  either  like  it  and  find  yourself 
using  it  frequently  or  you  won’t  like  it  at  all.  If 
the  idea  appeals  to  you  I’d  suggest  you  look  into 
it. 

BERNARD  P.  HARPOLE,  M.D. 

Synopsis  of  Surgery 

By  Richard  D.  Liechty,  M.D.,  Associate  Professor  of  Surgery, 
Department  of  Surgery,  University  of  Iowa  College  of  Medi- 
cine, Iowa  City;  and  Robert  T.  Soper,  M.D.,  Associate  Professor 
of  Surgery,  Department  of  Surgery,  University  of  Iowa  College 
of  Medicine,  Iowa  City.  1,091  pp.  Illustrated.  Price  $12.50. 
The  C.  V.  Mosby  Company,  St.  Louis.  1968. 

This  book  is  designed  to  describe  all  of  surgery 
to  the  medical  student  in  synoptic  form,  an  innova- 
tion in  surgical  texts.  The  authors  have  tried  to 
show  the  “core  of  surgical  thinking,”  and  I believe 
that  they  have  nicely  succeeded  in  this  aim. 

The  introductory  chapter  giving  a simplification 
of  the  “origin  of  surgical  diseases”  with  only  four 
proximate  causes,  is  interesting  and  thoughtful.  The 
next  arrangement,  a chapter  on  wound  healing,  is 
very  good.  Fluids  and  electrolytes  are  presented 
well  in  a form  that  is  more  easily  understood  than 
in  most  efforts  and  the  following  chapter  about 
blood  transfusion  is  quite  well  done. 

A chapter  on  nutrition  is  delightful  common 
sense  advice  that  is  refreshing  to  read  and  unusual, 
if  not  unique,  in  surgical  texts. 

The  common  problems  of  general  surgery,  gas- 
tric and  duodenal  ulcer,  cancer  of  the  breast,  biliary 
tract,  pancreatic  and  intestinal  disease  are  well  de- 
scribed, as  are  the  areas  of  thoracic,  urologic,  ortho- 
pedic, neurologic,  pediatric  and  plastic  surgery. 
The  hand  gets  deserved  special  attention  and  a 
chapter  on  fractures  is  correctly  separate  from  the 
review  of  orthopedics. 

I heartily  recommend  Synopsis  of  Surgery  to 
students  of  all  ages  and  grades.  The  authors  should 
be  congratulated  on  the  way  they  have  accom- 
plished a pretentious  assignment. 
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LO**ICATION 


ygroton  can  work  a long  day  too 

lorthalidone  in  edema  and  hypertension 


Just  one  tablet  in  the  morning  can  often  help  control 
edema  and  hypertension  in  the  evening. 

A smooth  way  to  move  out  excess  sodium  and  water. 

It  can  cause  side  effects. 

And  it's  contraindicated  in  cases  of  hypersensitivity 
to  the  drug  and  severe  renal  or  hepatic  diseases. 

tigy  Before  writing  it  for  your  patients,  please  review 

the  prescribing  information. 

It's  summarized  on  the  next  page. 


HY-6424 


in  edema  and  hypertension 

A little  Hygroton  can  work  a long  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplementa- 
tion is  not  practical,  the  possibility 
of  small- bowel  lesions  (obstruction, 
hemorrhage,  and  perforation)  should 
be  kept  in  mind.  Surgery  for  these 
lesions  has  been  required  frequently 
and  deaths  have  occurred.  Discontinue 
enteric-coated  potassium  supplements 
immediately  if  abdominal  pain,  dis- 
tension, nausea,  vomiting,  or  gastro- 
intestinal bleeding  occur.  Use  with 
caution  in  pregnant  women  and  nurs- 
ing mothers  since  the  drug  may  cross 
the  placental  barrier  and  appear  in 
cord  blood  and  since  thiazides  may 
appear  in  breast  milk. The  drug  may 
result  in  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other 
adverse  reactions  which  have  occurred 
in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of 
drug  against  possible  hazards  to  fetus. 


Precautions:  Antihypertensive  ther- 
apy with  this  drug  should  always  be 
initiated  cautiously  in  postsympathec- 
tomy patients  and  in  patients  receiv- 
ing ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one- half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not  recom- 
mended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 
weakness,  restlessness,  hypergly- 
cemia, glycosuria,  hyperuricemia, 


headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  poten- 
tiated when  chlorthalidone  is  com- 
bined with  barbiturates,  narcotics 
oralcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis, 
impotence,  dysuria,  transient  myopia, 
skin  rashes,  urticaria,  purpura,  necro- 
tizing angiitis,  acute  gout,  and  pan- 
creatitis when  epigastric  pain  or  unex- 
plained G.l.  symptoms  develop  after 
prolonged  administration.  Other  reac- 
tions reported  with  this  class  of  com- 
pounds include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)  46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY-6424 


GENERAL  NEWS 


University  of  Washington  Health  Sciences  Library 


CIRCULATION  REGULATIONS 


INDEX  TO  LIBRARY  HOLDINGS 


• Unbound  Periodicals  do  not  circulate  and  are 
for  library  use  only. 

• Bound  Periodicals  circulate  for  1 week,  unless 
the  volume  is  marked  “Reference  set.  Non-circulat- 
ing.” 

Renewals  are  permitted  unless  the  material  is 
wanted  by  another  user,  in  which  case  it  is  subject 
to  immediate  recall. 

• Books  circulate  for  2 weeks. 

Renewals  are  permitted  unless  the  item  is  wanted 
by  another  user,  in  which  case  it  is  subject  to  im- 
mediate recall. 

• Quarter  Reserve  Books  (Reserve  Desk)  circu- 
late for  two-hour  periods  during  library  hours.  They 
may  be  charged  out  over-night  not  earlier  than  one 
hour  before  closing  time  and  are  due  back  (at  the 
Reserve  Desk)  not  later  than  one  hour  after  opening 
time. 

• Permanent  Reserve  Books  (Reserve  Desk)  do 
not  circulate  and  are  for  library  use  only. 

• Reference  Books  (Circulation  Desk)  circulate 
solely  by  special  permission  and  normally  are  for 
library  use  only. 

XEROX  RAPID  SERVICE 

Xerox  720  copying  machines  have  been  installed 
in  Room  A222  (second  floor  of  the  Library).  .Under 
ordinary  circumstances  immediate  service  will  be 
available.  Both  cash  transactions  and  charges  against 
budget  numbers  are  acceptable.  Please  consult  the 
operator  for  schedule  and  cost. 

SCHEDULE  OF  LIBRARY  HOURS 
Regular 

Academic  Year  Summer  Term 


The  Card  Catalog,  located  on  the  Main  (third) 
floor,  lists  all  books  and  journals  held  by  the  Health 
Sciences  Library.  The  catalog  is  split,  with  the 
author-title  cards  in  one  section  labeled  in  white 
and  the  subject  cards  in  another  section  labeled  in 
salmon.  A pink  slip  in  the  Card  Catalog  indicates 
that  a particular  item  is  uncataloged. 

Med.  Misc.,  M.M.  or  Rare  stamped  on  a catalog 
card  indicates  that  the  book  is  in  a location  other 
than  the  usual  one.  Ask  the  attendant  at  the  Circula- 
tion Desk  for  further  assistance  in  locating  these 
books. 

The  Visible  File,  located  at  the  front  corner  of  the 
table  in  the  Reference  Alcove,  lists  all  the  journal 
titles  currently  received  by  the  Health  Sciences 
Library.  The  blue  colored  strips  are  used  for  dental 
titles.  The  letter  “P”  next  to  a title  indicates  that 
this  is  a Pharmacy  subscription  for  which  we  have 
bound  volumes,  while  unbound  issues  are  located  in 
the  Pharmacy  Library. 

The  Kardex,  located  behind  the  Circulation  Desk 
lists  complete  information  on  all  journal  titles  held 
by  the  Library.  This  is  not  a public  file;  however, 
the  attendant  at  the  desk  will  be  pleased  to  give 
you  whatever  information  you  may  need. 

Index  to  Periodical  Literature : While  the  Card 
Catalog  gives  complete  information  on  books  held 
by  the  Library,  it  does  not  include  information  on 
articles  published  in  periodicals.  To  find  this  in- 
formation you  must  consult  the  indexes  and  abstracts 
in  the  Reference  Alcove.  Chief  among  these  are 
Index  Medicus,  Index  to  Dental  Literature,  Excerpt  a 
Medica,  Chemical  Abstracts,  Biological  Abstracts, 
Science  Citation  Index,  and  many  others  in  selected 
subject  fields. 

ARRANGEMENT  OF  THE  COLLECTION 


MONDAY 

TUESDAY 

WEDNESDAY 

THURSDAY 

FRIDAY 

SATURDAY 

SUNDAY 


8 AM— 11  PM 
8 AM— 11  PM 
8 AM— 11  PM 
8 AM— 11  PM 

8 AM— 11  PM 

9 AM—  5 PM 
1 PM—  5 PM 


8 AM— 10  PM 
8 AM— 10  PM 
8 AM— 10  PM 
8 AM— 10  PM 
8 AM—  5 PM 
8 AM—  5 PM 
closed 


These  hours  are  maintained  during  the  usual  vaca- 
tion periods.  Changes  for  administrative  holidays 
will  be  posted  as  necessary. 


The  Health  Sciences  Library  maintains  open 
stacks.  Books  may  be  used  anywhere  in  the  Library, 
but  must  be  charged  out  if  they  are  taken  from  the 
reading  rooms. 

Reserve  material  will  be  found  at  the  Reserve 
Desk  on  the  second  floor. 

Books  are  located,  for  the  most  part,  in  the  first 
five  stacks  on  the  Main  (third)  floor.  Books  which 
have  not  yet  been  cataloged  are  kept  for  a certain 
period  of  time  in  a glass  case  across  from  the  Cir- 


■ 
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culation  Desk.  However,  journals  are  shelved  alpha- 
betically by  title  rather  than  by  call  number.  Ac- 
cordingly, the  Journal  of  the  American  Medical 
Association  is  found  with  the  “J’s.” 

Journals  starting  with  “A’s”  and  continuing 
through  the  “Y’s”  are  on  the  Main  floor,  if  the 
journal  is  dated  1963  or  later.  The  “Z  s and  other 
journals  from  1920  to  1962  are  on  the  second  floor. 
Journals  prior  to  1920  are  on  the  first  floor. 

Most  current  unbound  periodicals  are  shelved  in 
alphabetical  order  in  the  Periodical  Reading  Room, 
with  the  latest  issue  in  full  view  on  the  shelf, 
and  other  issues  located  under  the  shelf. 

Some  books  and  journals,  because  of  lack  of  space, 
are  also  found  in  locations  other  than  the  main  ones 
listed  above,  so  if  an  item  cannot  be  located,  do  not 
hesitate  to  ask  the  attendant  at  the  Circulation  Desk 
for  further  assistance. 

Reference  Material:  Quick  reference  materials,  i.e., 
dictionaries,  directories,  bibliographies,  etc.,  are  lo- 
cated behind  the  Circulation  Desk  on  the  Main  floor. 
Indexes,  abstracts,  and  other  guides  to  periodical 
literature  are  located  in  the  Reference  Alcove  across 
from  the  Circulation  Desk. 

New  Material:  Every  Monday  morning  all  new 
books  and  periodical  issues  received  the  week  be- 
fore are  placed  in  the  Northwest  Room  on  the  Main 
(third)  floor.  They  remain  there  for  one  week  and 
are  not  to  be  taken  from  the  room  during  that  period. 
Slips  are  provided,  if  you  wish  to  have  a book  held 
for  you.  You  will  be  notified  after  the  removal  of 
this  material  and  may  then  pick  it  up  at  the  Circula- 
tion Desk.  ■ 


Nutrition  Lectures 

Clinical  nutrition  lectures  co-sponsored  by  the 
State  Medical  Associations  of  Idaho,  Oregon  and 
Washington,  in  cooperation  with  the  AMA  con- 
tinue to  be  held  in  the  three-state  area.  See  Sep- 
tember 1968  issue,  page  920  for  details. 

LECTURERS 

Sheldon  Margen,  M.D.,  professor  of  human  nutri- 
tion, Department  of  Nutritional  Sciences,  University 
of  California,  will  speak  on  “Adaption  of  Man  to 
Nutritional  Stress:  Responses  to  Maximum  and  Mini- 
mum Protein  Intake”  at  Western  Washington  State 
College,  Bellingham— Wednesday,  May  7 at  8:00  pm. 

Malcolm  A.  Holliday,  M.D.,  professor  of  pedia- 
trics, University  of  California  School  of  Medicine, 
San  Francisco,  will  speak  on  “Nutrition  and  Growth: 
Energy  Needs  and  Effects  of  Disease”  at  Eastern 
Washington  State  College,  Cheney— Thursday,  April 
3 at  1:30  pm;  and  College  of  Idaho,  Caldwell— 
Friday,  April  4 at  9:10  am.  ■ 


The  University  Book  Store's 


HEALTH 

SCIENCES 

BRANCH 

(Room  B-205  of  the  Health  Sciences 
Building)  is  open  every  weekday  from 
8:30  AM  to  5 PM,  Saturdays  from  9:30 
AM  to  1:30  PM. 


THE  HEALTH  SCIENCES  BRANCH  HAS: 

• all  required  textbooks  and  references 

• paperbacks  and  general  books 

• school  supplies— artist  and  engineering 
supplies 

• charge  accounts,  special  orders  and  mail 
orders  are  available 


bi&ub  &nfk)  one” 

~ UNIVERSITY 
BOOK  STORE 

4326  University  Way  N.E. 
Health  Sciences  Bldg.  Rm.  B-205,  543-6582 
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a enow  the  patient  who  takes 
I 'oubles  out  on  his  gut.  He’s 
fine  who  reacts  to  worry  or 
kiration  with  emotional  symp- 
n of  nervous  tension  and 
pical  distress  as  spasm, 
tion  or  hypersecretion  of  the 
act. 

elap  is  for  him.  It  is  specifi- 
I formulated  to  relieve  anxiety 
l.iits  gentle  sedative  action, 
lip  it  restores  normal  GI 

!ity  with  its  antispasmodic- 
holinergic  effects.  Belap 
des  dependable,  effective 
Br  tomatic  relief  of  smooth 
xde  spasm,  spastic-tension 
its  such  as  peptic  and  duodenal 
ces,  pylorospasm,  nausea  and 
it  ting  of  pregnancy,  motion 
ilfiess  and  other  conditions 
qiring  smooth  continuous 
itbnsive-anticholinergic  action. 


BELAP  ® Tablets 

Each  tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage:  One  tablet  three  times  daily. 

BELAP®  Ty-Med®  (Modified  formula) 
Each  tablet  contains: 

Amobarbital  50  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage:  One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurred  vision,  dry 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  skin 
may  occur  at  higher  dosage  levels. 

Precautions:  Administer  with 
caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contrain- 
dicated in  glaucoma,  advanced 
hepatic  or  renal  disease  or  hyper- 
sensitivity to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

How  supplied:  Available  in 
bottles  of  100  and  1000  tablets. 


BRAND  OF  PHENOBARBITAL  ANO  BELLADONNA  EXTRACT 


HAACK  LABORATORIES,  INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COMPANY 


SV1LLE,  PENNSYLVANIA  I8WJ  . 


GENERAL  NEWS 


First  Cobolt  Therapy  Unit 
in  Alaska 


From  left,  around  the  Theratron  80:  Duane  Drake;  Peter 
Wootton,  B.Sc.  (Hon.),  radiation  physicist,  University  of 
Washington;  Bruce  C.  Wright,  cobalt  project  director;  and 
James  Coin. 


First  cobalt  therapy  unit  in  the  state  of  Alaska 
was  officially  dedicated  this  month.  Purchased 
through  a $56,000  grant  from  the  Washington/ 
Alaska  Regional  Medical  Program,  its  services  will 
be  available  to  all  Alaskans  (regardless  of  their 
ability  to  pay). 

The  cobalt  unit  was  financed  by  donations  from 
individuals,  service  clubs,  businesses,  payroll  deduc- 
tions, women’s  clubs,  hospitals,  and  others. 

Official  opening  of  the  cancer  facility  was  March 
14  at  its  location  adjacent  to  Providence  Hospital, 
Anchorage.  Ceremonies  included  a dedication 
luncheon  and  a public  open  house  of  the  cancer 
treatment  center. 

The  Alaska  Cobalt  Center  represents  a fulfillment 
of  an  important  purpose  of  the  Regional  Medical 
Program,  which  is  to  encourage  medical  communi- 
ties to  survey  their  local  health  care  needs  and 
resources  and  form  cooperative  associations  with 
state  and  federal  forces  to  accomplish  common 
goals.  ■ 


Antrocol  provides  the  prompt,  predictable  antisecre- 
tory  action  of  the  belladonna  alkaloid,  atropine,  forti- 
fied with  sedation  and  blended  with  Bensulfoid,  con- 
tributing to  slow,  even  absorption. 

Each  Antrocol  tablet  or  capsule  contains  0.324  mg.  of 
atropine  sulfate,  which  is  twenty-four  thousandths  of 
a milligram  more  than  the  smallest  effective  dose 
specified  in  U.S.P.,  Vol.  17.  This  slight  increase  in  the 
smallest  effective  dose  of  the  antisecretory  factor 
(atropine)  is  all  the  average  patient  can  tolerate 
without  discomfort. 

One  Antrocol  tablet  or  capsule  taken  three  times 
daily  lessens  emotional  stress  and  maintains  a gastric 
function  that  is  not  conducive  to  the  development  of 
peptic  ulcer. 

Antrocol  is  also  useful  in  the  treatment  of  peptic 
ulcer.  Dosage  up  to  8 tablets  or  capsules  per  day  to 
obtain  the  desired  antisecretory  titer.  When  ulcer  has 
healed,  one  Antrocol  tablet  or  capsule  morning  and 
evening  gives  protection  against  recurrence. 

Each  tablet  or  capsule  contains: 

Atropine  Sulfate  0.324  mg. 

Phenobarbital  (may  be  habit  forming)  . . 16  mg. 

Bensulfoid,  see  white  section  P.D.R.  ...  65  mg. 

Side-effects:  Toxic  levels  of  atropine  may  produce  flush- 
ing, dry  mouth,  blurred  vision,  tachycardia,  or  urinary 
retention.  Precautions:  Do  not  use  in  glaucoma.  Use 
cautiously  in  prostatic  hypertrophy. 

Federal  law  prohibits  dispensing  without  prescription. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Antrocol 
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With  the 


(CILL)  NASE- 


fondouform>s 


STR g-p-j.^ 


broad  Polycillin 

(ampicillin  tri  hydrate) 

spectrum... 


Nonh£m  oiyTlc 


STRcp7-ococc, 


BAC 


producing  staphyloco 

HI 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


N 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions.Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg./ Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 

Polycillin" 

(ampicillin  trihydrate) 


and  offending  organisms).  Bacterial  meningitis 
-150-200  mg. /Kg. /day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg./ ml.  in  20  ml.  bottles. 
n-i/2/69  A. H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


CLASSIFIED  ADVERTISEMENTS 


All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  Box  368,  Forks,  Wa.  98331. 


OPHTHALMOLOGIST— For  80-man  Permanente  Clinic  serving 
the  Kaiser  Foundation  Prepayment  Insurance  Program  of 
Oregon.  Excellent  income,  insurance  benefits,  retirement 
program.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic. 
5055  N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  with  1 other 
physician  in  beautifully  situated  Cascade  town  80  miles  east 
of  Seattle  by  4-lane  super-highway.  New  clinic  building  ad- 
jacent to  17-bed  hospital.  Basic  salary,  office,  personnel 
provided  by  local  pre-paid  medical  plans  plus  opportunity 
to  use  all  facilities  for  additional  private  practice.  Excel- 
lent climate,  schools  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann 
Lower,  Roslyn  Cle  Elum  Beneficial  Association  Hospital, 
Cle  Elum;  or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


SEVERAL  SURGICAL  PRECEPTORSHIPS— For  one  or  two-year 
appointments.  Open  July  1,  1969  with  80-doctor  clinic.  If 
foreign  graduate,  ECFMG  and  immigrant  visa  required. 
American  board  credit  if  3-year  approved  residency  in- 
cluding senior  year  has  been  served.  Send  complete  cur- 
riculum vitae  first  letter.  Lewis  E.  Hughes,  M.D.„  Perma- 
nente Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


AN  ASSOCIATE  WANTED— Preferably  recent  graduate,  to 
share  complete  facilities  and  practice  with  solo  GP.  North- 
west Washington  small  town  with  general  hospital.  Write 
Box  28-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  'round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


OTOLARYNGOLOGIST— For  80-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic.  5055  N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTITIONER  WANTED— Associate  leading  to  full 
partnership;  salary  or  percentage  if  desired.  No  capital 
needed.  5-year-old  clinic,  7 exam,  rms,  x-ray  & lab.; 
fully  equipped  and  staffed.  Established  practice  in  expand- 
ing Seattle  suburb.  Excellent  opportunity.  Write  E.  T. 
Egashira,  M.D.,  3632  - 24th  S.,  Seattle,  Wa.  98108. 


UROLOGIST— The  Permanente  Clinic  seeks  a 3rd  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 years 
if  mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  Starting  income  $30,000.  Norman  W. 
Frink,  M.D.,  The  Permanente  Clinic,  5055  N.  Greeley,  Port- 
land, Ore.  97217. 


GENERAL  PRACTITIONER-(U.S.  or  Canadian  trained)  to 
establish  practice  in  Blue  Springs  Hills  of  Southeastern 
Idaho  in  the  town  of  Malad  City  (110  miles  on  Interstate 
15  to  Salt  Lake  City).  Fully  accredited,  17-bed,  short-term 
hospital,  with  approved  funding  for  new  11-bed,  short- 
term and  14-22  bed,  long-term  hospital  to  serve  community 
area  population  of  5,000.  Six-room  suite  in  existing  hos- 
pital will  be  remodeled  and  provided  for  office  and  clinic. 
Experienced  RNs  available.  Reply  to  Administrator, 
Oneida  Hospital,  Malad  City,  Ida.  83252 


GENERAL  PRACTITIONERS— Several  positions  for  those  in- 
terested in  working  with  Department  of  Surgery  multi- 
specialty 80-man  clinic,  in  out-patient  dept.;  emergency 
room,  operating  room.  Partnership  in  two  years  if  mu- 
tually satisfactory.  Starting  income  $22,800,  insurance 
benefits  and  retirement  program.  Lewis  E.  Hughes,  M.D., 
Department  of  Surgery,  The  Permanente  Clinic,  5055  N. 
Greeley,  Portland,  Ore.  97217. 


ORTHOPEDIST— The  Permanente  Clinic  seeks  a 5th  ortho- 
pedist. Board  certified  or  board  eligible.  Partnership  after 
2 years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $30,000. 
Norman  W.  Frink,  M.D.,  The  Permanent  Clinic,  5055  N. 
Greeley,  Portland,  Ore.  97217. 


OPENING  FOR  GENERAL  PRACTITIONER-Established  GP  (19 

years)  in  Northwest  Washington  near  Tacoma  and  Seattle, 
needs  second  GP.  Adequate  office  space,  Lab,  x-ray,  EKG 
and  physiotherapy  in  office.  OB,  minor  and  intermediate 
surgery  desirable.  150-bed  open  staff  hospital.  New  hos- 
pital under  construction.  Partnership  opportunity.  Write 
Box  32-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


GENERAL  PRACTITIONERS  NEEDED— Excellent  opportunity 
for  two  GP’s  to  develop  rewarding  practices  in  an  ex- 
panding progressive  community  of  6,000,  servicing  a 
population  of  14,000.  Several  types  of  group  association 
and  off-time  coverage  available.  Located  in  the  heart  of 
beautiful  Puget  Sound  country.  Mild  year  'round  climate 
offers  best  in  hunting,  fishing,  boating,  water  sports,  snow 
skiing  and  mountain  climbing.  Six  physicians  greatly 
overloaded.  New  $2!'2  million  56-bed  general  hospital 
opened  October  1968.  Substantial  income  supplement  plus 
other  financial  assistance  designed  to  make  easy  transi- 
tion available  to  selected  physicians.  Reply  in  confidence 
to  Mr.  J.  B.  Stentz,  Shelton  General  Hospital  Foundation, 
P.  O.  Box  444,  Shelton,  Wa.  98584. 


GENERAL  PRACTITIONER  AND  PSYCHIATRIST— Positions  in 
Community  Center.  This  is  a pilot  program  developing 
programs  in  mental  health  and  mental  retardation.  For 
further  information,  write  or  call  (collect)  R.  T.  Hummel, 
M.D.,  Medical  Dir.,  Olympic  Center,  P.  O.  Box  4099,  Wycoff 
Station,  Bremerton,  Wa.  98310  (206)  ES  7-8511. 


EMERGENCY  ROOM  PHYSICIAN-For  full-time  coverage  in 
expanding  154-bed  accredited  general  hospital.  Excellent 
guarantee  on  fee-for-service  basis.  Washington  State  li- 
cense required.  For  particulars,  contact:  Administrator, 
Good  Samaritan  Hospital,  Puyallup,  Wa.  (206)  TH  5-1743. 


GP,  INTERNIST  AND/OR  PEDIATRICIAN— Wanted  to  associate 
with  established  GP  in  new  Med. -Dental  Center  located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Financial  arrangement  open,  leading  to  partnership,  if 
desired.  Write  Box  33-A,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wa.  98121. 


WELL-ESTABLISHED  ORTHOPEDIC  PRACTICE-Of  the  late  Dr. 
Paul  E.  Noffsinger.  New  Offices.  An  excellent  opportunity 
for  one  or  two  men  for  general  and/or  orthopedic  practice. 
North  Seattle  vicinity  near  three  new  hospitals.  Write  or 
call  collect,  Office  of  Paul  E.  Noffsinger,  D.O.,  10716-5th 
N.E.,  Seattle  98125,  (206)  365-0220  or  746-8313. 
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GYNECOLOGIST  WANTED-For  last  vacancy  in  attractive 
medical  building  close  to  hospital.  Unusual  opportunity 
in  growing  community  of  Eastern  Washington.  Contact 
Mr.  Howard  Baker,  Mgr.,  Medical  Arts  Bldg.,  P.O.  Box  704, 
Pasco,  Wa.  99301. 


GENERAL  PRACTICE,  CENTRAL  OREGON-Leaving  well-estab- 
lished, well-rounded  practice  for  residency.  Modern  equip- 
ment, lab,  x-ray.  well  staffed.  Good  location  for  expansion. 
Beautiful  recreational  area  with  good  hunting  and  fishing. 
Write  Box  35- A,  Northwest  Medicine,  500  Wall  St.,  Se- 
attle. Wa.  98121. 


LOCUM  TENENS 4-man  GP  group,  Seattle,  Wash.,  suburb. 

June,  July,  August  1969.  Guaranteed  $1,800,  per  month. 
Wash,  license  required.  Write  Box  36-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wa.  98121. 


EMERGENCY  ROOM  PHYSICIAN— J°in  an  established,  suc- 
cessful group.  Fee  for  service  with  generous  guaranteed 
minimum.  New  facilities  now  being  planned.  Position  open 
starting  July  1,  1969.  Contact:  Administrator,  Ballard 

Community  Hospital,  5409  Barnes  Ave.,  N.W.,  Seattle,  Wa. 
98107,  phone  (206)  SU  2-2700. 


PHYSICIANS  WANTED— Radiologist,  (board  certified  or  eli- 
gible), urologist,  (board  certified  or  eligible),  and 
general  practitioner  for  active  275-bed  GM&S  Hos- 
pital: excellent  supporting  staff.  Attractive  salary  and 

retirement  seystem  with  superb  sick  and  annual  leave 
benefits.  In  the  heart  of  the  beautiful  San  Joaquin  Valley, 
with  unlimited  outdoor  recreational  opportunities  at  near- 
by Sierra  Nevada  and  coastal  resorts.  Nondiscrimination  in 
employment.  For  further  information  write,  Director 
or  Chief  of  Staff,  Veterans  Administration  Hospital,  2615 
Clinton  Ave.,  Fresno,  Ca.  93703.  Phone  209-227-2941,  ext.  215. 


GENERALIST  OR  INTERNIST  WANTED— As  staff  physician  in 
our  Outpatient  Service.  203-bed  GM&S  Hospital  located  in 
city  of  82,000.  All  federal  fringe  benefits  available.  An 
equal  opportunity  employer.  Contact,  Chief  of  Staff,  Vet- 
erans Administration  Center,  Boise,  Idaho  83707. 


SITUATIONS  WANTED 


OB-GYN— Will  complete  residency  June  1970  and  desire  to 
join  a group  practice  in  the  Northwest,  preferably  in  Se- 
attle area.  Draft  exempt.  G.  V.  Tweed,  M.D.,  Kansas  City 
Gen.  Hosp.,  & Med.  Center,  24th  & Cherry  St.,  Kansas 
City,  Mo.  66108. 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE Located  at  3601  S.  McClellan  Street. 

Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash 
98104. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


EDMONDS  MEDICAL  OFFICES-New  Deluxe  Award  Design. 
Carpeting,  drapes,  built-ins.  Up  to  1,600  sq.  ft.  Near  hos- 
pital. 2411-5th  St.  S.E.  (same  as  212th  S.W.).  PR  8-4333  or 
PR  8-2205. 


FOR  RENT  OR  LEASE— Three  rooms  in  Medical  Building, 
Beaverton,  Ore.  Prefer  GP.  A growing  community  with 
many  opportunities  for  private  practice.  For  more  details 
write:  David  Mason,  M.D.,  150  S.W.  First  St.,  Beaverton, 
Ore.  97005. 


FOR  RENT  OR  SALE— Office  across  street  from  hospital  in 
Auburn,  Wa.,  write  Box  37-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle.  Wa.  98121. 


OFFICE  SPACE  AVAILABLE— Eight  units,  approx.  800  sq.  ft 
each.  New  professional  building  opening  Sept.  1969,  in 
Auburn,  Wash.  Near  freeway  interchange,  hospital,  and 
proposed  400-acre  shopping  center.  Call  TE  3-1170,  Auburn, 
or  write,  928  Auburn  Way  S.,  Auburn,  Wa.  98002. 


GP's,  INTERNISTS,  PEDIATRICIANS,  ORTHOPEDISTS-Modern 

Medical-Dental  Clinic  to  be  completed  in  June  ’69.  Two 
dentists  in  separate  building.  Lake  Oswego  suburb  of  Port- 
land with  high  and  medium  incomes  and  many  children. 
Established  GP  desires  associates  and  eventual  partnership 
arrangement.  Write  R.  R.  Foggia,  M.D.,  3993  S.W.  Lake 
Grove  Ave.,  Lake  Oswego,  Ore.,  97034,  or  call  636-5669  or 
636-5660. 


REAL  ESTATE 


RETIRE  ON  BEAUTIFUL  HOOD  CANAL-Waterfront  homes 
Excellent  for  retirement  or  a second  home  on  the  beach 
For  your  viewing  pleasure  call  or  write  Mr.  Harvey,  Alder- 
brook  Inn,  Union,  Wa.  98595,  or  call  Seattle  MA  2-2404. 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 
Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

4729 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual— July  13-17,  1969.  New 
York  Citv:  June  21-25,  1970.  Chicago; 
June  20-24,  1971,  Atlantic  City. 

AMA  Clinical— Nov.  30-Dec.  3,  1969, 

Denver;  Nov.  29-Dec.  2.  1970.  Bos- 
ton; Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 

Idaho  Medical  Association — Annual 
Meeting,  July  2-5,  1969,  Sun  Valley; 
July  1-5,  1970,  Sun  Valley;  June  30- 
July  4,  1971,  Sun  Valley. 

Medical  Society  of  United  States  and 
Mexico— Sept.  24-27,  1969,  Albu- 

querque, New  Mexico. 

Exec.  Sec.,  Mrs.  Virginia  E.  Bryant, 
Phoenix,  Ariz. 

North  Pacific  Pediatric  Society — 

Sept.  28-Oct.  1,  1969,  Northshore 
Lodge,  Coeur  d’Alene,  Idaho. 

Pres.,  William  A.  Jaquette,  Jr.,  Mer- 
cer Island.  Wash. 

Sec..  Leslie  Mackoff,  Seattle,  Wash. 

Northwest  Rheumatism  Society — Annual 
Meeting.  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland.  Interim  Clinic 
Meeting,  May  2-3,  1969,  Davenport 
Hotel,  Spokane,  Wash. 

Pres.,  Bruce  R.  Zimmerman,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  23-25,  1969, 
Bayshore  Inn,  Vancouver,  B.C. 
Pres.,  George  Norton,  Vancouver, 
B.C. 

Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


West  Coast  Allergy  Society.  Annual 
Meeting,  Nov.  13-15,  1969,  Hilton 
Inn,  San  Diego 

Pres.,  Roy  R.  Matteri,  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


OREGON 


Oregon  Academy  of  General  Practice — 
Annual  Meeting,  May  7-9,  1969, 

Bowman’s  Mt.  Hood  Golf  Club  and 
Resort,  Wemme,  Ore. 

Pres.,  Laurel  G.  Case,  Medford 
Sec.,  F.  Douglas  Day,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan.-i\ov.;  Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting,  Apr.  9,  1969. 

Pres.,  David  Frisch,  Portland 
Sec.,  Troy  R.  Rollins,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  P.  H.  Blachly.  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — 2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club, 
Portland.  Annual  Meeting,  June 
14,  1969. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Society  of  Allergy — N.W.  Al- 
lergy Forum,  May  9-10,  1969,  Dunes 
Hotel,  Lincoln  City,  Ore.  Annual 
Meeting,  September  1969. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Soc.  of  Internal  Medicine — 1st 
Wed.,  Portland.  Annual  Meeting, 
May  15-17.  1969,  Dunes-Ocean  Front 
Resort,  Lincoln  City,  Ore. 

Pres.,  R.  K.  Hoover,  Eugene 
Sec.,  Marvin  C.  Goldman,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov..  Jan. 
through  May).  Heathman,  Portland. 
Annual  Meeting,  Nov.  22,  1969. 
Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — last 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting,  April  25,  1969 
Pres.,  Paul  Metzger,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May.  Sept.-Nov.);  An- 
nual Meeting,  May  27,  1969. 

Pres.,  Grant  B.  Hughes.  Portland 
Sec.,  Kenneth  G.  Paltrow,  Portland 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May).  Annual  Meeting,  May 
9-10,  1969,  Benson  Hotel,  Portland. 
Pres.,  Thomas  R.  Montgomery,  Port- 
land 

Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Howard  Pyfer,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Pres.,  Samuel  H.  Tarica,  Seattle 
Sec.,  Rick  L.  Johnson,  Seattle 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr..  Bellevue 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.);  Annual  Fall  Assembly, 
Sept.  19-20,  1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Fri. 

(Sept.-May).  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan. 
30-31,  1970,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Pres.,  George  T.  Wallace,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  3,  1969. 

Pres.,  Theodore  R.  Haley,  Tacoma 
Sec.,  Robert  W.  Florence,  Tacoma 


Washington  Aoaiiemv  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.- June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres..  Robert  H.  Rosenberg.  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy — 
Northwest  Allergy  Forum,  Mav  9- 
10,  1969,  Dunes  Hotel,  Lincoln  City, 
Ore. 

Pres.,  Robert  Rudd,  Bellingham 
Sec.,  Stanley  Zeitz,  Seattle 


Washington  State  Society  of  Anes- 
thesiologists— Quarterly.  Seattle. 

Annual  Meeting,  Sept.  13,  1969. 
Pres.,  Richard  L.  Pokorny,  Spokane 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Albert  W.  Bostrom.  Yakima 
Sec.,  Richard  E.  Muzzall,  Yakima 
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FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 

Located  at  9010  13th  Ave.  N.W.  Phone:  SU  4-0781 

Accredited  by  the  Joint  Commission  of  Accreditation 
Member  of  the  American  Hospital  Association  Approved  for  Medicare 

Washington  Psychiatric  Hospital  License  No.  3 
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Ovulen  -21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

works  the  way  a 
woman  thinks 

by  weekdays...not  "cycle  days” 


Whether  it  be  "shopping  day,”  "bridge  day” 
or  "housecleaning  day,”  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  fhe  week . . . because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

Jhe  same  Ovulen  in  the  same  low  dosage . . . 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  7b ree  It'eeks  On — One  It'eek  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication  — Oral  contraception. 

Contraindications  — Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia,  undiagnosed  abnormal  genital 
bleeding. 

Warnings — Watch  for  the  earliest  manifestations  of  thrombotic  disor- 
ders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  embolism, 
retinal  thrombosis);  if  present  or  suspected  discontinue  the  drug 
immediately. 

British  studies  reported  in  April  19681  -2  estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic  diseases 
in  women  taking  oral  contraceptives.  In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and  58  hospitalizations  due  to  "idio- 
pathic” thromboembolism,  statistical  evaluation  indicated  that  the  differences 
observed  between  users  and  non-users  were  highly  significant.  The  conclu- 
sions reached  in  the  studies  are  summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates 
Due  to  Thromboembolic  Disease  in  Users  and  Non-Users 
of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-User1? 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to  women  in  other  countries 
in  which  the  incidences  of  spontaneously  occurring  thromboembolic  disease 
may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or  migraine. 
Withdraw  medication  if  papilledema  or  retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  pregnancy  be  ruled  out  for  any  patient  who  has  missed 
two  consecutive  periods  before  continuing  the  contraceptive  regimen.  If  the 
patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
nancy should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range 
effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


Precautions  — Pretreatment  physical  examination  should  include  special 
reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou  smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by  Ovulen. 
Therefore,  it  is  recommended  that  such  tests  if  abnormal  be  repeated  after 
the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the  influence 
of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  consider 
nonfunctional  causes.  Adequate  diagnostic  measures  are  indicated  in 
undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  observed  carefully 
while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen  should 
be  used  judiciously  in  young  patients  in  whom  bone  growth  is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although 
Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  relevant 
specimens  are  submitted. 

Adverse  Reactions  — A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  serious 
adverse  reactions:  cerebrovascular  accidents,  neuro-ocular  lesions,  e.g., 
retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleeding,  spotting,  change 
in  menstrual  flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma 
or  melasma,  breast  changes  (tenderness,  enlargement,  secretion),  change 
in  weight,  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals, 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme 
and  nodosum,  hemorrhagic  eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives: 
hepatic  function:  increased  sulfobromophthalein  and  other  tests,  coagula- 
tion tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and 
decrease  in  T3  uptake  values;  metyrapone  test;  pregnanediol  determination. 


References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : Brit.  Med. 

J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R. : Brit.  Med.  J. 
2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 
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No  Hepatitis  in  Over 
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Plasmanate 

Plasma  Protein  Fraction 
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An  alternative  to  stored  pooled  plasma 
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5% 
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OREGON  • WASHINGTON  • IDAHO 


A new  clinical 


laboratory  service 
from  Upjohn? 


If  you  share  the  increasing  concern  about  laboratory 
reliability,  you'll  be  interested  in  LABORATORY  PRO- 
CEDURES. A separate  division  of  The  Upjohn  Com- 
pany, it  is  planned  to  eventually  encompass  a 
national  network  of  regional  laboratories.  The  first 
regional  center  is  now  serving  physicians  in  thewestern 
states. 

No  laboratory  is  perfect.  But  the  Laboratory  Procedures 
approach  is  a big  step  in  the  right  direction.  Why? 
Because  Laboratory  Procedures  starts  with  a qualified 
professional  and  technical  staff.  Utilizes  advanced 
instrumentation  and  sophisticated  procedures.  Em- 
phasizes computer-assisted  automated  analysis  wher- 
ever possible.  And  builds  in  quality  control  through- 
out. 


One  result  is  the  attainment  of  high  standards  in  re 
producible  accuracy.  Another  is  the  efficiency  in  per 
formance  of  clinically  meaningful  group  tests  whicl 
help  make  the  private  practice  of  preventive  medicim 
more  practical. 

Ready  to  serve  you  and  your  patients 

Laboratory  Procedures  offers  you  a functional,  easy-to 
use  system  for  collecting  samples,  ordering  tests,  an< 
submitting  specimens  by  mail  for  a wide  line  of  pro 
cedures.  And  billing  is  specific  by  test  and  patient- 
no  minimums,  maximums  or  contract. 

Put  the  scientific  experience  and  research  orientation 
of  Upjohn  to  work  on  your  laboratory  needs  now! 
Write  for  more  information:  DEPARTMENT  A, 


LABORATORY  PROCEDURES 


Division  of  The  Upjohn  Company 

P.O.  Box  6000,  Inglewood,  California  90301 


SM  (Service  Mark)  and  ©1968,  The  Upjohn  Company 
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(50  mg.  per  ml.) 
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& ECONOMICAL 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 


PATIENT-UNIT. 


This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( BSPCJ3  ) 
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Relaxation  of  stimulated  muscle  reflexes 

in  the  normal  cat 


A normal,  unmedicated  cat  draws  up  lated  muscle  reflex.  Valium®  (diaz-  is  one  of  many  tests  for  muscle-re- 

its  legs  and  tail  when  lifted  by  the  epam)  blocks  the  reflex;  the  cat  laxant  effect  of  Valium, 

scruff  of  the  neck  — a form  of  stimu-  remains  alert  and  coordinated.  This 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive 
disorders  ( not  for  sole  therapy ) . 
Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 


increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require 
increased  dosage  of  standard 
anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or 
severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following 
abrupt  discontinuance.  Keep  addiction- 
prone  individuals  under  careful 
surveillance  because  of  their 
predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation 
or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 
Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and 


debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been 
reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


\&liuin®(diazepam) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  w*ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


i| 
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With  the 


S5?ScnIm''SEPMD0C'' 


.cA*—  '^1 


tjZtoQty  Tln 


broad  Polycillin 

(ampicillin  tri  hydrate) 

spectrum... 


NONHC«0Cn,c 


STREPT0C0CC, 


ST  A 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


PHYLOCOCCI 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis ) and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions.Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 


Polydllirf 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningiti: 
-150-200  mg. /Kg. /day  in  6 to  8 divided  doses 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally 
In  parenteral  administration,  children  weighinf 
more  than  40  Kg.  should  be  given  an  adult  dose 
Beta-hemolytic  streptococcal  infections  shoult 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  ant 
100.  500  mg.  in  bottles  of  16  and  100.  For  Ora 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  15l 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml 
bottles.  Chewable  Tablets— 125  mg.  in  bottle 
of  40.  Injectable— for  l.M./I.V.  use— vials  c 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric  i 
Drops— 100  mg./ ml.  in  20  ml.  bottles. 
u-i/2/69  A.  H.F.S.  Category  8:12.1 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


Diets  to 

reduce  cholesterol  levels 
can  show  a marked  improvement 
in  patient 
acceptance 
with 
Saffola 
products. 


I 


Patients  enjoy  the  light,  delicate  flavor 
of  all  Saffola  products.  This  flavor  comes 
from  safflower  oil,  Saffola’s  principal 
ingredient.  Safflower  oil  produces 
superior  mayonnaise  and  margarine.  As 
a salad  and  cooking  oil,  it’s  unexcelled. 
And  safflower  oil  is  50%  higher  in 


poly-unsaturates  than  corn  oil. 

To  help  your  patients  adjust  to  a diet  low 
in  saturated  fats,  we  have  a special  Saffola 
recipe  booklet.  A supply  is  yours  for  the 
asking — from  Pacific  Vegetable  Oil 
Corporation,  World  Trade  Center,  San 
Francisco,  California  94111. 


Should  we  put 
Novahistine 
Expectorant 
in  hinny-looking 
bottles? 


We  were  kids  ourselves  once.  That's  why 
we're  always  thinking  of  ways  to  make 
Novahistine®  Expectorant  more  appealing  to 
your  young  patients. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 
You'll  find  that  Novahistine  Expectorant 
doesn't  have  to  come  in  funny-looking  bottles 
to  get  where  it  needs  to  go.  And  you'll  find 
that  it  is  particularly  well-tolerated  and  effec- 
tive in  liquefying  tenacious  exudates  and 
encouraging  expectoration  in  the  young  patient 
suffering  bronchitis.  In  addition,  it  provides 
decongestant  action  and  controls  the  cough. 
Each  5-ml.  teaspoonful  of  Novahistine  Expec- 
torant decongestant-antitussive  contains 


codeine  phosphate,  10  mg.  (warning:  may  be 
habit-forming);  phenylephrine  hydrochloride, 
10  mg.;  chlorpheniramine  maleate,  2 mg.; 
glyceryl  guaiacolate,  100  mg.;  chloroform, 
13.5  mg.;  l-menthol,  1 mg.;  alcohol  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution  ambula- 
tory patients  that  drowsiness  may  result. 
Continuous  dosage  over  an  extended  period 
is  contraindicated,  since  codeine  phosphate 
may  cause  addiction. 


PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 
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7**  Cost  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  IMPORTANT  FACTOR , 
4V  LONG-TERM  THERAPY/ 


o 


IS  GREATEST  IN  THE  MONTHS: 
JANUARY-  FEBRUARY  and  MAY- JUNE. 
OVERWEIGHT  PEOPLE 
ARE  LEAST 
INTERESTED 
IN  DIET  IN 
DECEMBER . 


~~ ; 


FACT  £L  LEGEND 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES/ 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  *2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  yl.U^nnRIN** 

RICHMOND,  V A.  23220  /T  n 


, 


NOTES: 


Degrees  in  osteopathy  may  be  offered  by  medical  schools 
in  Michigan.  Three  medical  schools  in  that  state  have  said 
that,  if  properly  financed,  they  can  offer  choice  of  degrees 
of  Doctor  of  Medicine  or  Doctor  of  Osteopathy.  Choice  could 
be  available  to  freshmen  entering  in  the  fall  of  1971. 

The  Seattle  Better  Business  Bureau  says  education  is 
what  you  get  from  reading  the  fine  print  in  a contract. 
Experience  is  what  you  get  from  not  reading  it. 

Sixteen  patients  have  been  given  transplanted  hearts  by 
one  surgeon.  Three  are  still  alive. 

Murder  by  insulin  was  reported  in  the  January  issue  of 
FBI  Law  Enforcement  Bulletin.  Six  murders  were  attributed 
to  the  suspect  before  there  was  sufficient  proof  to  dispel 
all  doubt.  The  murderer  learned  his  technique  while  em- 
ployed at  a mental  hospital  where  insulin  shock  was  used. 

In  testimony  before  Senator  Gaylord  Nelson's  Committee, 
Ed  Annis,  former  AMA  President,  said,  "....the  best  inter- 
ests of  the  government  and  of  the  nation's  people  are  not 
served  by  undermining  confidence  in  the  medical  profession 
or  any  of  the  other  professions  and  occupations  working  to 
maintain  or  restore  good  health."  Senator  Nelson  has  at- 
tacked the  pharmaceutical  industry  and  is  trying  to  force 
generic  prescribing.  Dr.  Annis  testified  that  physicians 
should  be  left  alone  to  prescribe  as  they  see  fit. 

The  cow  isn't  good  enough  to  make  milk  for  those  trying 
to  avoid  saturated  fats.  A dairy  firm  in  Dallas,  Texas, 
improves  on  the  cow  by  skimming  the  milk,  then  adding  saf- 
flower oil.  But  the  dairy  ran  afoul  of  the  state  health 
department  and  a 1935  law  that  prohibited  substituting  other 
fats  for  butterfat.  They  withdrew  the  product  and  entered 
research  costs  in  the  loss  column. 

Bacterial  pneumonia  kills  more  than  25,000  per  year. 

One  problem  is  fulminating  disease  that  kills  before  anti- 
biotic therapy  can  become  effective.  Improved  diagnostic 
methods  are  being  sought  by  members  of  the  Department  of 
Preventive  Medicine,  University  of  Washington  School  of 
Medicine . 

The  string  test,  suggested  60  years  ago  by  Einhorn, 
still  works  when  other  measures  fail.  Cliff,  reporting  in 
Southern  Medical  Journal  for  May  1968,  reports  a case 
having  had  numerous  x-ray  studies  and  one  laparotomy  but 
without  relief  from  chronic,  incapacitating  blood  loss. 
String  test,  sharpened  by  intravenous  sodium  fluorescein, 
and  guaiac  reagent  located  the  bleeding  spot  precisely.  The 
string  was  not  stained  but  guaiac  revealed  blood. 

Familial  cancer  is  being  studied  at  Creighton  Univer- 
sity School  of  Medicine.  Interest  is  in,  1.  increased  fre- 
quency of  adenocarcinoma  at  all  sites,  particularly  colon 
and  uterus  ; 2.  early  age  of  onset  ; 3.  increased  occurrence 
of  multiple  primaries  ; and  4.  autosomal  dominant  inheri- 
tance. Data  will  be  appreciated  by  Henry  T.  Lynch,  M.  D. , 
Department  of  Preventive  Medicine  and  Public  Health, 
Creighton  University  School  of  Medicine,  657  North  27th 
Street,  Omaha,  Nebraska  68131. 

H.L.H. 
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Emphysema,  Chronic  Bronchitis  and  Asthma  are  re- 
lieved in  fifteen  minutes  by  the  fast-disintegrating, 
uncoated  Mudrane  tablet. 

Checkpoints: 

DILATES  THE  BRONCHI 
DRAINS  THE  MUCUS 
SEDATES  MILDLY 
SUSTAINED  ACTION 
SUPERIOR  TOLERANCE 

Each  tablet  contains: 

POTASSIUM  IODIDE  195  mg. 

AMINOPHYLLINE  130  mg. 

PHENOBARBITAL,  Caution:  may  be  habit  forming.  21  mg. 

EPHEDRINE  HCI  16  mg. 

FEDERAL  LAW  PROHIBITS  DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine-phenobarbital. 
Iodides  may  cause  nausea,  long  use  may  cause  goiter.  Discon- 
tinue if  symptoms  of  iodism  develop.  Iodide  contraindica- 
tions: tuberculosis,  pregnancy. 

DOSAGE:  One  tablet,  with  full  glass  of  water,  3 or 
4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


mudrane. 

BRONCHIAL 

DISTRESS 


(NYLIDRIN  HCI) 


helps  alleviate 
these  symptoms 

intermittent  claudication,  pain, 
ache,  spasm,  paresthesias,  numbness, 
coldness 

associated  with 
these  peripheral 
vascular  disorders 

arteriosclerosis  obliterans,  thrombo- 
angiitis obliterans  (Buerger’s  disease), 
diabetic  vascular  disease,  night  leg 
cramps,  Raynaud’s  phenomenon  and 
disease,  ischemic  ulcers,  acrocyanosis, 
acroparesthesia,  frostbite,  livedo  retic- 
ularis, thrombophlebitis,  cold  feet/ 
legs /hands 

Contraindication:  Acute  myocardial  in- 
farction. Precautions  .Use  with  caution 
in  the  presence  of  a recent  myocardial 
lesion,  paroxysmal  tachycardia,  severe 
angina  pectoris,  thyrotoxicosis.  A dverse 
Reaction:  Occasional  palpitation. 
Dosage:  Usual  effective  dosage  Vi  to 
1 tablet  t.i.d.  or  q.i.d. ; increased,  if 
necessary,  to  2 tablets  t.i.d.  or  q.i.d. 
Parenterally,  0.5  cc.  by  subcutaneous 
or  intramuscular  injection;  increased 
gradually  to  1 cc.  one  or  more  times 
daily,  as  needed.  Supplied:  Tablets, 

6 mg.,  scored; bottles  of  100  and  1000. 
Parenteral,  5 mg.  per  cc.,  1 cc.  ampuls 
(5  per  box);  10  cc.  multiple-dose  vials 
(1  per  box).  Consult  product  brochure. 


(USV) 

USV  PHARMACEUTICAL  CORP 

New  York,  N.Y.  10017 

Producers  of  DBI®-TD  (phenformin  HCI) 


Cold  feet 
can  be 
more  than 
skin  deep 


Because  cold  extremities  may  be  a symptom  of  impaired  blood  flow  in 
deeper  peripheral  tissues,  “skin  deep”  vasodilators  may  not  be  enough. 

Arlidin,  unlike  peripheral  vasodilators  that  act  primarily  on 
superficial  vessels,  increases  blood  flow— deep  down— through  an 
unusual  double  action: 

1 . Arlidin,  like  exercise,  dilates  arteries  and  arterioles  in  skeletal  muscle. 

2.  Arlidin,  like  exercise,  increases  cardiac  output— an  action  un- 
common in  a peripheral  vasodilator,  but  important  in  helping  to 
prevent  marked  blood-pressure  changes  during  vasodilation. 


These  exercise-like  benefits  help  relieve  not  only  coldness  but  also 
more  deep-seated  symptoms  of  peripheral  vascular  disease  such 
as  intermittent  claudication,  night  leg  cramps,  pain,  ache  and  spasm. 


ARLIDIN 

(NYLIDRIN  HC1) 


works  deep  in  muscle  to  improve  circulation 


I See  adjacent  page  for  brief  summary  of  prescribing  information. 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN'VEEK 

(potassium  phenoxymethyl  penicillin) 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
/and  easy-to-take  as  the  first! 

Optimal  neutralization1  — provided  by  the  combination  of  aluminum  and  mag- 
nesium  hydroxides. 

Unfailing  good  taste  — confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatulent 
l1  action  of  simethicone3. 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  twoteaspoonsful 
Vy  to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Merck  & Co.,  Merck  Chemical  Division:  Antacid  Literature  Survey,  Rahway,  New  Jersey. 
\ (MM3041 , R-1 286-K  REV  463.)  2.  Danhof,  I.E.,  report  on  file.  3.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1 966. 
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Both  breathe  easier  u/ith 


BROJVKOTA  BS 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning— may  be  habit-forming); 
thenyldiamine  HC1 10  mg. 


FOR  RELIEF  OF  SYMPTOMS  IN  EMPHYSEMA  AND  CHRONIC  BRONCHITIS 

RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 
hours,  not  to  exceed  five  times  daily.  Children  over  6:  one 
half  adult  dose.  Dosage  should  be  adjusted  to  the  severity 
of  the  condition  and  response  of  the  individual  patient. 
PRECAUTIONS:  With  Bronkotabs  therapy,  sympa- 
thomimetic side  effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleeplessness.  Bronkotabs 
should  be  used  with  caution  in  the  presence  of  hyper- 
tension, heart  disease  or  hyperthyroidism.  Drowsiness 
may  occur.  Patients  should  be  cautioned  not  to  drive  or 
operate  machinery  when  taking  Bronkotabs. 
SUPPLIED:  Bottles  of  100  and  1,000  scored  tablets. 

BREON  LABORATORIES  INC., 

90  PARK  AVENUE,  NEW  YORK,  N.Y.  10016 


‘Pin1{  Puffer * Most  typically  the  patient  with 
moderate  to  advanced  emphysema,  thin  "anxious”  appearance  and 
characteristically  overinflated  chest.  Greatly  reduced. ventilatory 
capacity,  increased  residual  capacity.  Marked  dyspnea  on  slight  or 
moderate  exertion.  Significant  respiratory  effort,  dry 
unproductive  cough. 

*Bll ie  Bloater  Most  typically  the  patient  with 
a long  history  of  chronic  bronchitis  punctuated  by  acute  inflammatory 
episodes.  May  be  stocky  or  of  average  weight;  may  eventually 
become  edematous.  Elevated  PCOs,  alveolar  hypoventilation,  cyanosis. 
Dyspnea  on  slight  or  moderate  exertion.  Frequent  cough,  often 
purulent  or  mucopurulent  sputum. 

Potent  broncho  dilation , 
decongestion  and 
expectorant  action 

Whatever  "color  syndrome"  your  patients  suffer,  Bronkotabs  gives 
symptomatic  relief  and  reassurance.  Bronkotabs  multiple  actions  help 
reduce  frequency  and  severity  of  acute  episodes  in  “pink  puffer"  and 
"blue  bloater"  alike... help  loosen  secretions,  clear  airways  and 
keep  them  clear.  Sympathomimetic  side  effects  are  minimal. 
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oducing  alginates  to  antacids 


wmm 


Derived  from  seaweed,  and  long  used  to  impart 
velvety  consistency  to  foods,  alginates  — a Warner- 
Chilcott  contribution  to  antacid  palatability  — help 
1)  erase  the  chalkiness  and  grittiness  found  with  some 
other  antacids;  2)  dispel  unpleasant  aftertaste.  Like 
ice  cream,  Gelusil-M  is  smooth  and  creamy;  and  it  has 
a cool  mint  flavor.  Thus,  for  your  patients  Gelusil*M 
may  be  better  to  start  on  and  easier  to  stay  on. 


introducing  new 

GELUSIIIM* 


each  5 ml.  teaspoonful  contains: 

500  mg,  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 

•U.S.  Parent  No.  3.32«,7S5 

a consistent  buffering  anticostive1  antacid 

fAvoids  constipation. 


See  next  page  for  prescribing  information  ^ 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusir-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


EDITORIAL 


The  Editorial  Advisory  Board 


A medical  journal  cannot  create  excellence.  It 
can  only  reflect  the  quality  of  the  area  it 
serves.  And  its  obligation  to  reflect  can  best  be 
met  when  many  participate  in  its  activities.  To 
be  more  specific,  a good  medical  journal  must 
have  a good  editorial  advisory  board. 

Such  boards  were  unknown  in  1903  when 
Clarence  A.  Smith  and  James  B.  Eagleson  issued 
Volume  1,  Number  1,  of  northwest  medicine. 
They  needed  none,  in  spite  of  the  fact  that  their 
confreres  predicted  financial  disaster  for  their 
journalistic  venture  and  the  medical  society 
sponsoring  it.  The  community  was  small,  medi- 
cine was  an  art,  and  communication  was  largely 
a matter  of  comparing  methods.  The  editors 
were  personally  acquainted  with  everyone  in 
the  medical  society  and  knew  the  quality  of  the 
contribution  each  could  make. 

Dr.  Smith  continued  as  editor-in-chief  for 
nearly  half  a century,  becoming  editor  emeritus 
in  January  1952.  He  died  in  1953  at  the  age 
of  93.  The  journal  at  that  time  could  hardly 
be  recognized  as  related  to  the  publication  of 
1903,  excellent  though  that  little  magazine  was 
for  its  time  and  place. 

By  1957,  however,  it  had  become  apparent 
that  maintenance  of  quality  was  a task  that 
could  not  be  accomplished  by  one  person  alone. 
The  Board  of  Trustees,  therefore,  appointed  this 
journal’s  first  Editorial  Advisory  Board,  consist- 
ing of  Drs.  Carl  G.  Ashley,  Bay  L.  Casterline, 
Max  W.  Hemingway,  Robert  B.  Hunter,  Leon- 
ard D.  Jacobson,  William  M.  M.  Kirby,  Fred 
T.  Kolouch,  Joseph  L.  Miller,  Heyes  Peterson, 
Frank  J.  Rigos,  Carl  P.  Schlicke,  and  L.  Stanley 
Sell. 

For  the  first  few  years,  members  of  the  Edi- 
torial Advisory  Board  acted  as  consultants  on 
manuscripts  whose  value  was  questioned  by  the 
editor.  This  was  a useful  method  and  served 
well  until  1964.  Several  indications  for  change 
had  become  apparent  by  that  time.  The  Edi- 
torial Advisory  Board  had  never  met  and,  for 
that  reason,  could  not  operate  as  an  effective 
body.  There  was  growing  need  to  improve 
quality  of  the  manuscripts  selected  for  publi- 


cation. And  there  was  growing  demand  for  more 
participation  by  the  excellent  medical  schools 
in  Portland  and  Seattle. 

At  the  annual  meeting  of  the  Board  of  Trus- 
tees, February  1,  1964,  the  Trustees  directed 
expansion  of  the  Editorial  Advisory  Board, 
authorized  a meeting,  and  demanded  a much 
stronger  editorial  policy  under  direction  of  the 
Editorial  Advisory  Board.  From  the  University 
of  Oregon,  Clare  G.  Peterson,  and  Arthur  J.  Sea- 
man, accepted  invitations  to  join.  Representing 
the  University  of  Washington  were  J.  Thomas 
Dowling  and  Lloyd  M.  Nyhus.  Arthur  J.  Sea- 
man was  elected  chairman,  at  the  first  meeting 
of  the  Editorial  Advisory  Board,  in  Seattle, 
April  22,  1964. 

Following  this  organizational  meeting  the 
Editorial  Advisory  Board  became  an  effective 
entity  and,  under  Dr.  Seaman’s  direction,  de- 
veloped a method  for  reviewing  manuscripts 
submitted  for  publication.  Photocopies  of  each 
manuscript  were  made  and  three  copies  were 
sent  to  Dr.  Seaman.  He  referred  them  to  Board 
members  most  qualified  to  judge  the  material 
at  hand.  Name  of  the  author  was  covered  while 
copies  were  being  made,  permitting  the  mem- 
bers of  the  review  committee  to  judge  on  merit 
alone.  The  chairman’s  report  was  submitted  to 
the  editorial  office  after  all  opinions  had  been 
received.  The  editor  made  final  decision  on 
acceptance  or  rejection  but  almost  always  agreed 
with  the  recommendations  from  the  Board. 
Identity  of  reviewers  was  never  revealed  to 
authors,  although  their  comments  were  some- 
times reported  if  they  seemed  to  be  helpful, 
or  if  they  would  lead  to  improvements  in  the 
article. 

This  system  has  been  retained.  It  is  practical 
and  helpful.  It  brings  many  minds  to  bear  on 
the  problem  of  selecting  the  best  manuscripts 
and  puts  editorial  management  into  the  hands 
of  men  highly  qualified  to  represent  the  interests, 
needs,  and  desires  of  the  medical  community  of 
the  Northwest,  where  it  belongs. 

Drs.  Smith  and  Eagleson  created  northwest 
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Members  of  the  Board 


CARL  G.  ASHLEY,  M.D.  RAY  L.  CASTERLINE,  M.D.  K.  W.  CHRISTOFERSON,  M.D. 


MYRON  R.  GROVER,  JR.,  M.D.  J.  R.  GUSTAFSON,  M.D.  MAX  W.  HEMINGWAY,  M.D. 


medicine  primarily  to  bring  up-to-date  medical 
information  to  physicians  of  the  Northwest.  In 
1903  they  recognized  the  need  for  knowledge. 
That  need  has  never  been  lost  sight  of  in  man- 
agement of  the  journal.  Today  that  need  is 
generally  expressed  in  the  words  continuing 
medical  education  and  thus  it  became  obvious 
that  there  was  mutuality  of  interests  between 
members  of  the  Editorial  Advisory  Board  and 
the  directors  of  continuing  medical  education 
at  the  Universities  of  Oregon,  Washington,  and 
British  Columbia.  Ex-officio  members  of  the 


Editorial  Advisory  Board,  therefore,  are  M.  Rob- 
erts Grover,  John  N.  Lein,  and  R.  O.  Murphy. 

Members  of  the  Board  of  Trustees  have  been 
highly  pleased  with  the  service  rendered  by  the 
Editorial  Advisory  Board.  They  discussed  this 
service  at  their  annual  meeting,  January  25,  1969, 
and  passed  a motion  commending  those  who 
have  served. 

Four  new  members  have  accepted  a five-year 
appointment  to  the  Editorial  Advisory  Board. 
Their  names,  and  the  names  of  all  other  current 
members  will  be  found  on  the  masthead,  page 
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ROBERT  C.  DAVIDSON,  M.D.  DAVID  H.  DILLARD,  M.D.  R.  REED  FIFE,  M.D. 


ROBERT  B.  HUNTER,  M.D.  JOHN  N.  LEIN,  M.D.  W.  H.  LYON,  JR.,  M.D.  CLARE  G.  PETERSON,  M.D. 


W.  O.  ROBERTSON,  M.D.  CARL  P.  SCHLICKE,  M.D. 
CHAIRMAN 


ROBERT  S.  SMITH,  M.D. 


308  in  this  issue.  The  new  members  are:  Kent 
W.  Christoferson,  Robert  C.  Davidson,  Jack  R. 
Gustafson,  and  W.  H.  Lyon,  Jr.  Previously  ap- 
pointed members  who  have  accepted  reappoint- 
ment for  five  years  are:  Carl  G.  Ashley,  Ray  L. 


Casterline,  David  H.  Dillard,  R.  Reed  Fife,  Max 
W.  Hemingway,  Robert  B.  Hunter,  Clare  G. 
Peterson,  Wendell  Petty,  Carl  P.  Schlicke,  Rob- 
ert S.  Smith  and  Chairman  William  O.  Robert- 
son. ■ 
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Frustration  Power  in  FDA 


Federal  bureaucracy  is  a weird  and  wonderful 
mechanism,  presumably  making  visible  what 
is  broadly  defined  as  police  power,  but  operating 
largely  by  use  of  frustration  power.  Nowhere  is 
this  more  obvious  than  in  the  Food  and  Drug 
Administration.  Recent  experience  indicates  that 
even  the  Commissioner  himself  may  not  always 
be  aware  of  the  frustrating  activities  of  the  career 
bureaucrats  presumed  to  be  working  for  him. 

The  use  of  frustration  power  has  been  demon- 
strated in  a series  of  letters  concerning  the  drug 
dimethyl  sulfoxide  (DMSO).  On  January  15, 
1969,  a letter  was  addressed  to  Herbert  L.  Ley, 
Jr.,  M.D.,  Commissioner  of  Food  and  Drugs, 
calling  his  attention  to  the  article  by  Hull  et  alii. 
Eye  Effects  of  DMSO,  published  in  the  January 
issue  of  this  journal.  Tear  sheets  were  enclosed. 
The  letter  urged  release  of  the  drug.  On  Febru- 
ary 17th  a second  letter  was  addressed  to  Dr. 
Ley,  noting  that  his  many  duties  may  have 
caused  delay  in  answering  the  first  and  para- 
phrasing a remark  he  had  made  in  New  York 
a few  days  before.  Copies  of  his  address  to  the 
Pharmaceutical  Advertising  Club,  in  New  York, 
February  13,  had  been  distributed  by  the  pub- 
licity department  of  FDA.  In  the  address  he 
said,  “No  physician  of  my  acquaintance  con- 
siders it  a compliment  to  his  competence  when 
a drug  is  promoted  by  overstating  its  benefits 
and  understating  its  drawbacks.  . . .”  The  para- 
phrase was,  “No  physician  of  my  acquaintance 
considers  it  a compliment  to  his  competence 
when  a drug  is  withheld  by  overstating  its  draw- 
backs and  understating  its  benefits.”  The  letter 
expressed  belief  that  this  had  happened  in  the 
case  of  DMSO. 

Two  days  later,  February  19,  a letter  was 
received  from  an  employee  of  the  FDA,  acknowl- 
edging receipt  of  the  letter  of  January  15  and 
the  tear  sheets.  The  letter  was  evasive,  patro- 
nizing in  tone,  offered  no  evidence  that  any 
consideration  was  being  given  to  release  of 
DMSO  and  was  well  designed  to  frustrate  an 
information  seeker.  It  appeared  that  the  letter 
had  been  written  without  Dr.  Ley’s  knowledge. 

With  this  probability  in  mind,  a third  letter 
was  addressed  to  Dr.  Ley,  suggesting  that  pre- 
vious correspondence  had  been  handled  by  em- 


ployees, and  requesting  that  he  examine  the  file 
for  himself.  The  letter  was  registered.  Reaction 
to  this  was  another  unresponsive  letter  from  an 
employee  of  FDA,  merely  enclosing  another 
copy  of  Dr.  Ley’s  address  to  the  New  York  PAC. 

Finally,  exactly  one  month  from  the  date  of 
the  registered  letter  to  Dr.  Ley,  the  following 
was  received: 

Dear  Sir: 

This  is  in  reply  to  your  letter  of  February 
20,  1969  concerning  the  investigational  new 
drug,  DMSO  (dimethyl  sulfoxide). 

The  three  documents  listed  in  our  letter 
of  February  17,  1969  were  apparently  not 
received  by  you  and  they  are  herewith  en- 
closed. They  specifically  define  the  present 
status  of  DMSO  under  the  Food,  Drug,  and 
Cosmetic  Act. 

The  general  availability  of  DMSO  as  a 
prescription  item  in  the  United  States  will 
depend  upon  a statistically  significant  num- 
ber of  well-controlled  studies  conducted  by 
scientifically  qualified  investigators  demon- 
strating the  safety  and  efficacy  of  the  drug 
for  the  indications  investigated.  Further, 
such  information  to  be  submitted  in  a 
new  drug  application  for  review  by  the 
Food  and  Drug  Administration.  Such  an 
application  for  dimethyl  sulfoxide  may  be 
submitted  at  any  time. 

Sincerely  yours, 

HERBERT  L.  LEY,  JR.,  M.D. 

Commissioner  of  Food 

and  Drugs 

Tone  differs  from  that  of  the  previous  letters, 
adding  emphasis  to  the  belief  that  they  were 
prepared  without  Dr.  Ley’s  knowledge.  And  his 
concluding  sentence  may  be  of  more  significance 
than  at  first  apparent.  Of  course,  a new  drug 
application  can  be  submitted  at  any  time  and 
submission  does  not  mean  approval.  But  by 
placing  the  statement  at  the  end  of  the  letter, 
and  by  using  may  rather  than  can.  Dr.  Ley 
seems  to  indicate  that  he  would  give  careful 
attention  to  such  an  application.  Apparently  the 
Commissioner  himself  is  above  using  the  frus- 
tration power  so  obvious  in  tactics  of  his  under- 
lings. ■ 

H.L.H. 
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President  Nixon’s  Health  Care  Problem? 


In  his  campaign,  President  Nixon  suggested 
the  size  of  the  health  manpower  problem: 
“Today  we  are  short  50,000  doctors,  85,000 
nurses,  and  some  200,000  paramedical  person- 
nel.” None  of  President  Nixon’s  problems  will 
be  more  frustrating  or  baffling  than  the  ques- 
tion of  supplying  adequate  medical  care  and 
health  services  for  all.  The  frustration:  more 
money  than  ever  before  is  being  spent  on  the 
nation’s  health  care  system,  but  to  what  effect? 

Where  do  the  problems  lie?  In  translating  the 
fruits  of  research  into  appropriate  services?  In 
training  those  who  provide  the  services?  In  the 
education  of  families  who  need  the  services? 
These  have  no  simple  answers,  but  it  is  im- 
perative that  answers  be  sought.  In  our  afflu- 
ent society,  incredible  numbers  of  families  go 
through  their  entire  lives  without  medical  care 
or  even  those  health  services  commonly  pro- 
vided through  social  sources.  Babies  are  still 
being  born  prematurely;  mothers  are  suffering 
the  effects  of  needlessly  difficult  pregnancies  and 
deliveries;  children  are  becoming  adults  who 
are  under  par  physically  and  intellectually,  to 
produce  new  generations  of  babies  who  start 
life  under  handicaps. 

Will  medically  oriented  programs  alone  solve 
the  problem?  The  injustices  of  our  social  struc- 
ture-inadequate housing,  inadequate  nutrition, 
inadequate  education,  inadequate  sanitation,  in- 
adequate employment,  inadequate  finances,  are 
all  factors  known  to  be  associated  with  health 
failure.  Of  what  value  is  it  to  insist  on  prenatal 
visits  when  this  decreases  the  family  food 
budget?  Of  what  value  are  multiple  laboratory 
procedures  if  the  family  can’t  afford  medication 
for  impetigo  or  pinworms?  What  is  gained  by 
hospitalizing  a pregnant  mother  for  hypertension 
if  her  children  are  left  without  care  or  guidance? 
What  is  the  value  of  notifying  the  authorities  of 
a teenage  pregnancy  or  an  induced  abortion 
when  exposure  means  expulsion  from  school? 
What  is  the  value  of  counseling  indigent  mothers, 
married  or  unmarried,  when  society  lacks  the 
mechanism  to  help  them  improve  their  situation? 

It  seems  obvious  that  pumping  money  into 
a system  operating  in  a vacuum  will  not  suffice. 
What  will?  Research? 

Research  into  the  organization  and  delivery 


of  health  services  as  they  make  good  medical 
care  possible  should  embrace  many  questions 
that  remain  unanswered.  Are  prenatal  visits 
capable  of  assuring  normal  pregnancy  and  de- 
livery? If  so,  how  many?  What  are  the  vul- 
nerable ages  and  desirable  time  intervals  at 
which  infants  and  children  should  be  seen?  How 
do  we  measure  the  health  benefits  from  these 
or  other  health  services?  How  much  can  we 
spend  for  heart  transplants  or  kidney  dialyses 
without  retarding  prevention,  education,  or  re- 
search? 

Perhaps  what  we  need  most  of  all  in  research 
is  to  be  sure  we  are  asking  the  right  questions. 
Basic  research,  unlinked  to  immediate  clinical 
problems,  is  essential,  but  we  should  have  re- 
search provoked  by  current  need.  Research 
springs  from  differing  motivations:  the  need  to 
solve  technical  problems,  such  as  those  developed 
by  physicians’  interests  in  a particular  disease 
process;  the  need  to  solve  certain  community  is- 
sues and  problems,  such  as  the  means  of  over- 
coming the  special  handicaps  faced  by  low  in- 
come families;  and  the  need  to  evaluate  the  use- 
fulness of  various  program  approaches.  Before 
any  such  program  is  approved  it  should  be  scruti- 
nized carefully  to  ensure  its  potential  for  meeting 
real  needs.  Finally,  every  research  project  sup- 
ported by  public  funds  should  be  well  thought 
out,  with  adequate  consideration  of  its  possible 
contribution  to  medical  care  or  health  service, 
or  both. 

Our  traditional  healing  approaches  will  always 
be  necessary,  but  when  will  we  discover  an 
approach  to  the  much  abused  concept  of  pre- 
vention? We  must  think  of  manpower  as  it 
exists  and  as  it  will  be  in  new  types,  as  yet 
undefined.  We  must  think  of  priorities  in  terms 
of  scarce  resources. 

Health  services  too  often  have  been  designed 
to  suit  patterns  of  financing.  Educational  and 
research  goals  are  designated  without  thinking 
of  having  the  right  people  in  the  right  place  to 
develop  the  right  relationship  with  the  patient- 
consumer.  In  our  zeal  to  provide  the  highest 
quality  of  health  care  that  will  meet  professional 
standards,  we  occasionally  lose  sight  of  the  flesh 
and  blood  humans  we  are  trying  to  serve. 

The  “right”  of  individuals  to  be  well-born 
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and  well-raised  is  as  important  to  society  as  to 
the  individual.  The  future  of  this  nation  depends 
upon  the  provision  of  services  that  will  make  it 
possible  for  children  to  become  healthy  and 
economically  productive  adults  in  an  increas- 
ingly complex  society.  For  continued  quality  of 
life,  we  cannot  afford  to  have  non-productive 
citizens  and  residents  of  ghettos  represent  a 
major  portion  of  the  population. 


The  solution  to  health  service  problems  and 
medical  care  problems  must  reach  deep,  very 
deep,  into  underlying  problems  of  economic  and 
social  stability  as  well  as  into  revision  of  out- 
moded patterns  of  service,  education,  training, 
and  research.  How  can  we  do  it  and  how  soon? 
President  Nixon  will  need  the  help  of  all  to 
approach  solutions  to  our  health-care  problems.  B 

C.  D.  Muller,  M.D. 


The  Sick  Poor 


Citizens  of  Washington  State  and  the  USA 
write  a lot  of  big  checks  each  year  in  the 
name  of  poverty. 

“Unrealistic  eligibility  standards  and  delays 
in  payment  for  service  are  the  two  most  serious 
problems  confronting  Medicaid  (Title  XIX) 
programs  today.”  “Hospitals  are  critical  of  bur- 
densome accounts  receivable.”  Welfare  agencies 
are  criticized  because  “they  lack  interest”  (in 
Title  XIX  programs).  Are  these  critical  remarks 
symptomatic?  Legislators,  administrators,  pro- 
viders and  consumers  wildly  point  accusative 
fingers.  While  we  argue  costs,  administration 
and  methodology,  people  are  becoming  sicker. 
Sick  people,  sick  families,  sick  neighborhoods 
and  sick  cities  are  evident.  An  estimated  forty 
million  Americans  are  in  this  “sick  poverty” 
group.  They  need  more  care  and  seek  less  care. 
The  sickness  they  exhibit  is  not  just  mental  or 
physical.  It  is  social,  economic  and  environ- 
mental. How  effective  is  Title  XIX  in  rectifying 
these?  Of  all  the  money  spent,  how  much 
actually  benefits  the  poor? 

A change  in  methodology,  administration,  or 


funding  of  Title  XIX  is  unlikely  to  change  poor 
people  or  their  health  in  terms  of  psychosocial 
functioning.  Their  sickness  is  beyond  the  thera- 
peutic competence  of  hospitals,  physicians  and 
traditional  medical  services.  Such  usual  ap- 
proaches minimize  the  relevance  of  genetics, 
environment  and  personal  habits.  The  poor  have 
a higher  prevalence  of  physical  and  mental  ill- 
ness. They  utilize  fewer  preventive  measures 
and  delay  in  seeking  medical  care.  Can  those 
who  plan  for  the  future  of  Title  XIX  look  only 
at  health  interventions  in  their  attempt  to  im- 
prove the  health  and  well-being  of  the  poor? 
Or  might  the  funds  spent  be  better  utilized  on 
jobs  or  education  if  levels  of  health  are  to  be 
improved?  Current  usage  of  funds  and  resources 
makes  it  less  than  the  program  it  could  be. 

Providing  for  all  other  essential  needs  of  the 
poor  may  be  more  relevant  than  the  cold  admin- 
istrative efficiency  of  a revised  Title  XIX  pro- 
gram of  just  health  care.  If  those  who  adminis- 
ter Title  XIX  can’t  place  themselves  in  the  shoes 
of  the  customer,  they  don’t  belong  behind  the 
counter.  ■ C.  D.  Muller,  M.D. 


Nurses  Look  at  Nurse  Education 


On  March  8-9,  I attended  a conference  on 
Nursing  and  Nursing  Education  called  by 
the  Commission  on  Nursing  and  Nursing  Educa- 
tion in  San  Francisco.  This  Commission  was  es- 
tablished as  an  independent  study  group  by  the 
American  Nurses’  Association,  the  National 
League  for  Nursing  and  a couple  of  foundations. 


They  have  a two  year  or  three  year  project  that 
will  address  itself  to  the  subject  of  the  title  of 
the  commission. 

One  of  their  ways  of  approaching  the  subject, 
after  having  studied  the  literature  and  made  a 
number  of  site  visits  to  nursing  schools,  is  to 
have  conferences  in  various  parts  of  the  country. 
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A relatively  small  number  of  representatives  of 
other  professions  and  the  lay  public  are  invited 
to  express  ideas  of  the  people  outside  the  nursing 
profession  as  to  what  is  going  on  and  should  be 
going  on  in  the  field  of  nursing  and  nursing 
education. 

The  three  topics  discussed  at  some  length  in 
small  group  discussions  at  this  two  day  confer- 
ence were:  1.  Role  of  the  Nurse,  2.  Education  for 
the  Nurse,  and  3.  Nursing  Careers.  There  was  a 
great  deal  of  discussion  anent  all  of  these  topics. 
The  considerable  difference  of  opinion  concern- 
ing all  these  topics  was  very  evident  and  with 
regard  to  topic  one,  varied  all  the  way  from 
providing  patient  care  to  supervision  and  then 
on  to  act  as  the  physicians’  assistant  and  even 
in  the  eyes  of  some,  to  become  a “physician 
equivalent.”  Also,  it  was  suggested  by  one  indi- 
vidual that  the  nurse  really  should  function  as 
the  patient’s  representative  and  patient’s  advo- 
cate rather  than  as  a coordinated  member  of  the 
so-called  health  team.  With  regard  to  topic  two, 
there  was  a good  deal  of  discussion  concerning 
the  three  levels  of  nurse  training  now  available, 
that  is,  in  the  community  colleges  (certificate  or 
assistant  programs),  in  the  hospital  training 
schools  (diploma  schools)  and  in  the  university 
schools  of  nursing  (degree  schools  or  bacca- 
laureate programs),  and  under  topic  three,  the 
nurses  careers  varied  all  the  way  from  their 
performing  as  “Handy  Andy’s”  to  their  function- 
ing as  true  professionals.  The  biggest  problem 
seemed  to  be  that  no  one  was  able  to  really 
define  very  carefully  or  specifically  just  what  the 
nurses’  role  should  be. 


My  reason  for  reporting  this  meeting  is  that 
the  most  hopeful  sign  that  I have  noticed  recent- 
ly, and  it  was  well  born  out  at  this  conference,  is 
that  nurses  as  a general  rule  are  beginning  to 
be  willing  and  able  to  sit  down  with  the  lay 
public  and  with  other  health  professionals,  in 
order  to  discuss  problems  related  to  nursing  and 
nursing  education.  It  appears  that  the  nurses’ 
organizations  (The  American  Nurses’  Association 
and  The  National  League  for  Nursing)  are 
recognizing  the  situation  faced  by  all  disciplines 
in  the  health  field  and  are  beginning  to  unbend 
a bit.  Unprecedented  demand  for  health  serv- 
ices and  inability  to  provide  personnel  to  meet 
them  are  making  their  previously  uncompro- 
mising attitude  about  baccalaureate  programs 
no  longer  tenable.  There  are  other  ways  in 
which  adequate  nursing  education  can  be  ob- 
tained legitimately  and  they  are  beginning  to 
admit  it. 

In  consequence  of  this,  to  me,  hopeful  sign, 
I should  like  to  suggest  that  now  may  be  an 
opportune  time  for  organized  medicine  again 
to  seek  rapproachment  with  organized  nursing. 
The  health  professions  are  beset  from  all  sides 
by  the  forces  of  change.  No  longer  can  we 
afford  the  luxury  of  division  and  opposition 
among  health  professionals.  If  the  best  of  this 
country’s  excellent  health  care  “system”  is  to 
be  utilized  constructively  in  the  modifications 
which  the  future  will  impose  upon  us,  medicine 
and  nursing  should  lead  the  way,  shoulder  to 
shoulder,  cooperatively.  ■ 

James  W.  Haviland,  M.D. 
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Each  Pulvule®  contains  65  mg.  propoxyphene 
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etin,  and  32.4  mg.  caffeine. 
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Indianapolis,  Indiana  46206. 
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The  Economics  of  Highway 
Emergency  Ambulance  Services 


The  prospect  of  saving  a sub- 
stantial portion  of  the  estimated 
20,000  who  annually  perish  be- 
cause of  the  substandard  quality 
and  quantity  of  emergency 
medical  services  will  be  realized 
only  when  all  the  basic  ques- 
tions are  faced  squarely  by  the 
American  public  and  their 
leaders. 


Recent  studies  by  the  Na- 
tional Academy  of  Sciences, 
the  American  College  of  Sur- 
geons, and  others  unanimously 
have  concluded  that  ambulance 
services  throughout  the  United 
States  are  inadequately  perform- 
ing their  dual  function  of  admin- 
istering emergency  treatment  at 
the  scene  of  motor  vehicle 
crashes  and  other  emergencies 
and  of  transporting  victims  with- 
out aggravating  their  injuries. 

The  inadequacies  exist  not 
only  in  the  operation  of  ambu- 
lance services,  but  characterize 
the  entire  system  of  caring  for 
traffic  casualties.  Fast  communi- 
cations are  often  unavailable. 
Hospital  routes  are  poorly 
marked  and  emergency  vehicles 
often  must  travel  streets  clogged 


with  traffic.  Emergency  units  in 
clinics  and  hospitals  are  under- 
staffed. Scores  of  counties  in 
the  United  States  are  without 
emergency  treatment  facilities 
and  paramedical  personnel  of 
any  kind— even  without  doctors. 
Governmental  units  often  have 
provided  for  only  the  most  rudi- 
mentary management  of  the  to- 
tal system  and  as  a result  there 
is  fragmentation,  an  inefficient 
blending  of  private  enterprise 
and  official  responsibility,  and 
grossly  uneven  performance. 
One  serious  deficiency,  and  one 
to  which  the  report  to  be  exam- 
ined addresses  itself  in  detail,  is 
the  apparent  failure  of  policy 
makers  to  confront  a broad 
range  of  economic  realities  in 
providing  emergency  services. 


Copied  from  Safety  Research  Information,  Volume  1,  Number  1,  January,  1969 
by  permission  of  Mr.  Nils  Lofgren,  President,  Insurance  Institute  for  Highway 
Safety,  publisher.  The  article  is  a discussion  and  summary  of  report  of  a 
research  project  conducted  by  Dunlap  and  Associates,  Darien,  Connecticut,  for 
the  National  Highway  Safety  Bureau  of  the  U.S.  Department  of  Transportation. 
First  listing  in  the  bibliography  gives  reference  information  on  the  original  report. 
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A fundamental  component  in 
the  operation  of  the  nation’s 
27,000* **  ambulances  is  person- 
nel. Ambulance  attendants  range 
in  training  and  competence  from 
totally  unschooled  apprentices 
to  the  expertly  trained  personnel 
of  a few  large  city  fire  and  po- 
lice departments  and  commer- 
cially-operated services.  Of  those 
attendants  who  are  trained  spe- 
cifically for  their  jobs,  few  have 
skills  beyond  the  basic  and  ad- 
vanced Red  Cross  courses  (a 
total  of  26  hours  of  training). 
It  is  the  exception  rather  than 
the  rule  where  attendants  are 
capable  of  dealing  with  such 
common  accident  consequences 
as  respiratory  blockage  and 
hemorrhaging,  let  alone  have 
any  competence  in  such  ad- 
vanced techniques  as  cardiac 
pulmonary  resuscitation.  A re- 
cent survey  in  Arkansas  showed 
fewer  than  20  percent  of  ambu- 
lance attendants  had  any  first- 
aid  training.  This  is  not  uncom- 
mon. 

Many  factors  contribute  to  the 
training  deficiences  among  am- 
bulance attendants.  The  pay 
scale,  for  example,  is  far  out  of 
proportion  to  the  life-related  re- 
sponsibilities assigned  and  this 
has  inhibited  more  skilled  and 
educated  individuals  from  en- 
tering this  field.  Of  16  states 
surveyed  in  1966  by  the  Na- 
tional Academy  of  Sciences,  only 
eight  provided  any  sort  of  sub- 
sidy to  permit  personnel  to  be 
paid  an  adequate  wage.  Eigh- 
teen states  regulate  ambulance 
personnel  and  only  13  regulate 
ambulance  operations.  Presently 
more  than  50  different  courses 
to  train  ambulance  attendants 
are  offered  throughout  the  coun- 
try. 

‘Estimate  derived  from  24,000  figure 
used  by  Department  of  Health,  Educa- 
tion and  Welfare  and  30,000  used  by 
National  Academy  of  Sciences. 


equipment 

Equipment  in  ambulances  is 
inadequate  to  treat  victims  at 
the  scene  or  prevent  aggravation 
of  injuries  during  transit.  Only 
six  states  endorse  the  minimum 
ambulance  equipment  regula- 
tions of  the  American  College 
of  Surgeons.  Where  local  ordi- 
nances do  prescribe  the  required 
equipment,  there  is  little  at- 
tempt to  enforce  them. 

Vehicles  used  as  ambulances 
are  either  converted  passenger- 
type  vehicles  or  are  fabricated 
to  fit  a standard  vehicle  chassis. 
Aside  from  being  expensive, 
these  vehicles  have  dimensions 
that  inhibit  the  administration 
of  resuscitative  care.  Ambu- 
lances often  are  endowed  with 
acceleration  and  suspension 
characteristics  that  are  harmful 
to  patients  in  critical  condition. 
The  National  Academy  of  Sci- 
ences, in  cooperation  with  the 
National  Academy  of  Engineers 
and  the  automobile  industry,  is 
developing  a standard  ambu- 
lance design. 

Who  pays  for  our  traditional 
apathy  in  maximizing  the  hu- 
man salvage  of  highway  crashes? 
It  is,  of  course,  the  victims  and 
their  families.  One  conservative 
estimate  is  that  20,000  lives  from 
all  types  of  accidents  could  be 
saved  annually  by  modernizing 
all  elements  of  the  traffic  crash 
response.**  Another  researcher 
has  calculated  that  50  to  75  per- 
cent of  rural  highway  deaths— 
and  the  problem  is  more  acute 
in  rural  areas— need  not  have 
occurred  if  prompt  and  exper- 
ienced emergency  medical  serv- 
ices had  been  available. 

what  price? 

Underlying  all  progress  to- 
ward eliminating  the  many  de- 

*By Dr.  Robert  H.  Kennedy,  recently 

retired  Director  of  the  Committee  on 
Trauma,  American  College  of  Surgeons. 


ficiencies  that  exist  and  incorpo- 
rating a realistic  level  of  im- 
provement is  the  question  of 
cost.  What  is  the  price,  and  who 
must  pay  it?  The  most  accurate 
word  used  to  describe  the  eco- 
nomics of  ambulance  operations 
is  “precarious,”  for  the  service 
is  precarious  from  every  stand- 
point-precarious as  to  profit- 
ability for  private  operators, 
precarious  as  to  the  quality  and 
continuity  of  service  a com- 
munity receives,  and  precarious 
from  the  standpoint  of  an  acci- 
dent victim’s  survival. 

The  economic  realities  in  am- 
bulance operations  have  been 
propelled  toward  a crisis  by 
three  recent  developments. 
These  are:  1.  the  issuance  by 
the  Department  of  Transporta- 
tion of  a highway  safety  stand- 
ard for  emergency  medical  serv- 
ices, 2.  the  implementation  of 
the  Fair  Labor  Standards  Act 
of  1966  which  raised  the  mini- 
mum wage  to  $1.60  per  hour, 
and  3.  implementation  of  Medi- 
care for  more  than  18.9  million 
Americans. 

the  report 

Very  early  in  the  report,  the 
authors  summarize  socio-eco- 
nomic attitudes  vis-a-vis  their 
subject  matter  in  this  way: 

Surprisingly,  the  general  pub- 
lic, their  elected  representa- 
tives and  government  officials, 
and  even  members  of  the 
medical  profession  are  fre- 
quently ignorant  of  how 
emergency  ambulance  serv- 
ices are  currently  provided. 
People  very  often  assume 
that  an  ambulance  with  qual- 
ified personnel  will  be  avail- 
able to  them  at  any  hour  of 
the  day  or  night  when  an 
emergency  occurs.  Very  few 
people  outside  of  the  ambu- 
lance service  business  under- 
stand or  are  even  aware  of  its 
serious  economic  problems— 
the  high  costs  of  providing 
an  emergency  ambulance 
service  that  is  ready  to  re- 
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spond  24  hours  a day,  every 
day,  and  the  difficulties  of 
obtaining  the  revenue  to  sup- 
port such  a service. 

The  Dunlap  report  is  divided 
into  two  parts.  The  first  is  a 
survey  of  existing  administra- 
tive and  operational  practices. 
The  second  is  the  development 
of  guidelines  for  the  design  and 
analysis  of  ambulance  systems. 
An  analysis  of  the  use  of  heli- 
copters is  included. 

Questionnaire  surveys  of  the 
practices  of  both  the  public  and 
private  segments  of  the  indus- 
try comprised  a major  source  of 
information.  These  included: 

A national  survey  of  approxi- 
mately 6,000  police  chiefs  and 
3,000  sheriffs  as  represent- 
atives of  counties  and  munici- 
palities of  all  sizes  (2,298  re- 
sponses recorded,  represent- 
ing 47  percent  of  the  U.S. 
population). 

A survey  which  sampled  ap- 
proximately one-third  of  4,000 
commercial  ambulance  service 
purveyors  plus  the  456  U.S. 
member  squads  of  the  Inter- 
national Rescue  and  First  Aid 
Association  (542  responses  re- 
corded). 

In  addition  to  the  question- 
naires, structured  interviews 
were  conducted  with  30  indi- 
vidual purveyors.  These  were 
heavily  relied  upon  in  develop- 
ing the  economic  analyses  sum- 
marized in  the  report. 

All  findings  and  conclusions 
presented  were  not  based  on  the 
total  sample  sizes  since  not  all 
respondents  answered  all  ques- 
tions. Nevertheless,  it  appears 
that  the  findings  in  the  report 
were  based  on  a representative 
sample.  For  the  most  part,  the 
data  and  findings  reflected  con- 
ditions as  they  existed  during 
late  1967  and  early  1968. 


significant  findings 

Some  of  the  significant  overall 
findings: 

Of  1,763  municipalities  sam- 
pled, 36  percent  had  ambu- 
lances operated  by  funeral 
homes,  31  percent  by  private 
companies,  31  percent  by 
volunteer  squads,  26  percent 
by  police,  fire  or  other  gov- 
ernment departments,  and 
five  percent  by  hospitals.  (To- 
tal more  than  100  percent  be- 
cause some  municipalities 
have  more  than  one  type  of 
purveyor.) 

Of  535  county  respondents, 
the  breakdown  was  60  percent 
served  by  funreal  homes,  29 
percent  by  private  companies, 
45  percent  by  volunteer 
squads,  25  percent  by  police, 
fire  or  other  governmental  de- 
partments, and  14  percent  by 
hospitals. 

Funeral  homes  predominate 
in  the  southern  states  and 
commercial  ambulance  firms 
in  the  west.  Volunteer  groups 
predominate  in  the  middle 
Atlantic  states  and  municipal 
services  in  New  England. 

Volunteer  groups  tend  to 
serve  relatively  small  geo- 
graphic areas  with  popula- 
tions averaging  less  than 
25,000.  Funeral  homes  serve 
relatively  larger  geographic 
areas  but  with  populations 
under  25,000.  Commercial 
firms  serve  generally  larger 
geographic  areas  and  larger 
population  areas  than  the 
others. 

A little  more  than  10  percent 
of  municipal  and  county  re- 
spondents in  the  survey  re- 
ported a change  in  the  type 


of  purveyor  providing  ambu- 
lance services  within  the  past 
five  years.  Funeral  homes 
were  by  far  the  largest  group 
discontinuing  services.  They 
were  sometimes  replaced  by 
commercial  firms,  government 
purveyors,  and  volunteer 
groups,  or  not  replaced  at  all. 
Approximately  four-fifths  of 
all  respondents  in  the  survey 
reported  fewer  than  500  emer- 
gency calls  in  their  jurisdic- 
tions per  year. 

Three-fourths  of  the  funeral 
homes  reported  operating  at 
a loss,  as  did  over  one-fourth 
of  all  commercial  firms.  Only 
4 percent  of  funeral  homes 
and  23  percent  of  commercial 
firms  claimed  to  make  a profit 
on  ambulance  operations. 

Because  of  the  need  to  pro- 
vide continuous  availability  of 
service,  fixed  annual  operating 
costs  account  for  85  to  90  per- 
cent of  the  total  costs  of  opera- 
tion. Personnel  costs  account 
for  60  to  80  percent  of  total 
costs.  In  addition,  the  report 
estimates  that  the  annual  cost 
to  a commercial  ambulance  serv- 
ice operating  one  ambulance  24 
hours  per  day  is  $60,000  to 
$65,000  if  personnel  are  paid 
the  minimum  wage  and  receive 
no  overtime. 

Based  on  returns  from  nine 
commercial  ambulance  services, 
the  average  income  for  a driver- 
attendant  is  $6,500  a year.  By 
contrast,  government  purveyors, 
based  on  a sample  of  five  mu- 
nicipalities, pay  an  average  of 
$8,500  a year. 

In  addition  to  data  regarding 
operating  characteristics,  spe- 
cific attention  was  directed  to 
the  effects  of  recent  federal 
legislation  and  administrative 
regulations.  Some  conclusions: 
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The  Fair  Labor  Standards  Act 
of  1966  has  had  the  greatest 
effect  on  private  purveyors  of 
ambulance  service  since  it  has 
raised  personnel  costs— the 
largest  element  of  a purvey- 
or’s fixed  operating  costs.  Sub- 
sequent effects  are  that  rates 
have  been  increased  and 
profits  decreased. 

Of  21  commercial  ambulance 
services  surveyed,  average 
revenue  amounted  to  $254,868 
and  average  costs  $236,520. 
Gross  profit  was  7.2  percent. 
Of  total  costs,  personnel  aver- 
aged 60  percent,  or  $142,000, 
in  a typical  service  extrapo- 
lated from  the  figures.  (As- 
suming a 14.3  percent  increase 
in  base  labor  costs— $1.40  to 
$1.60  per  hour— due  to  the 
Fair  Labor  Act,  labor  outlay 
would  rise  to  $162,000,  raising 
total  operating  costs  to  $256,- 
800  and  eradicating  all  the 
earlier  profit.) 

For  private  firms,  Medicare 
has  increased  nonproductive 
costs  for  record  keeping  and 
billing.  Slow  collections  have 
reduced  cash  flow.  For  volun- 
teer groups.  Medicare  has  in- 
creased undesired  non-emer- 
gency calls. 

Highway  Safety  Program 
Standard  4.4.11  issued  by  the 
Department  of  Transporta- 
tion’s National  Highway  Safe- 
ty Bureau  appears  mainly  to 
affect  funeral  homes  and  its 
effect  on  commercial  firms 
and  volunteer  groups  prob- 
ably will  be  minimal.  More- 
over, many  commercial  firms 
welcome  the  standard  as  rais- 
ing the  level  and  status  of 
ambulance  services.  One  of 
the  main  thrusts  of  the  stand- 
ard is  to  provide  more  train- 
ing for  personnel  in  several 
related  disciplines. 


Approximately  one-third  of 
the  funeral  homes  contacted 
in  the  survey  report  they  will 
discontinue  services  when  the 
standard  is  implemented.  For 
the  most  part,  volunteer 
groups  and  commercial  firms 
will  continue  services.  There 
are  indications  that  many 
commercial  firms  and  funeral 
homes  will  seek  outside  finan- 
cial assistance. 

It  must  be  kept  in  mind  that 
it  was  not  possible  to  validate 
the  claims  of  the  respondents  re- 
garding the  effects  of  legisla- 
tive/administrative action  and 
other  aspects  of  their  operations 
and  findings  were  developed  on 
taking  the  word  of  the  respon- 
dents. 

emergency  service  trends 

On  the  basis  of  the  surveys 
conducted,  a number  of  specific 
industry  concerns  and  trends 
were  noted.  These  include: 

Finances  and  bill  collections, 
particularly  for  traffic  acci- 
dents, are  major  problems  for 
commercial  firms  and  funeral 
homes. 

Commercial  firms  have  prob- 
lems in  personnel  recruitment, 
training  and  retention,  pri- 
marily because  of  low  wage 
rates.  Volunteer  groups  com- 
plain of  a lack  of  daytime 
personnel. 

Both  volunteer  groups  and 
government  purveyors  feel 
that  the  public  abuses  their 
emergency  services  for  non- 
emergencies. 

Commercial  firms  complain  of 
competition  from  other  pur- 
veyors in  their  areas  and  feel 
the  need  for  exclusive  con- 
tracts to  assure  a more  stable 
level  of  demand. 


More  and  more  local  govern- 
ments are  aiding  services  by 
franchising  and  zoning  serv- 
ice areas,  rotating  emergency 
calls  among  purveyors,  pro- 
viding direct  subsidies,  and 
guaranteeing  payment  for  dry 
runs  and  noncollectible  emer- 
gency calls.  In  rural  areas, 
there  is  increased  coordina- 
tion of  services  among  adja- 
cent communities  with  in- 
creased numbers  of  central- 
ized communication  and  con- 
trol centers. 

Nationally,  average  charges 
per  ambulance  call  for  a com- 
mercial ambulance  range  be- 
tween $25  and  $35.  Most  funeral 
homes  charge  $15  or  less  per 
call,  and  government  services 
generally  fall  in  a range  of  $10 
to  $15.  Rural  purveyors  (typi- 
cally funeral  homes)  are  plagued 
by  high  costs,  low  utilization, 
and  low  charges  per  trip  to 
which  the  community  has  be- 
come accustomed.  Among  com- 
mercial purveyors,  30.6  percent 
receive  some  type  of  financial 
support  from  their  community. 

guidelines 

The  report  develops  guide- 
lines for  the  design  and  opera- 
tion of  emergency  ambulance 
services.  They  are  organized  as 
a sequence  of  five  logically  re- 
lated operations  that  are  recom- 
mended for  planning  new  or  im- 
proved ambulance  services.  The 
approach  taken  is  based  on  a 
generalized  model  and  concept 
of  an  ambulance  service  and  its 
environment.  This  includes  con- 
sideration of  the  diversity  of  the 
environment,  system  size  and 
level  of  service,  inter-dependen- 
cies between  the  service  and  its 
environment,  revenue  structures, 
and  other  factors. 

A method  is  given  for  esti- 
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mating  the  number  of  ambu- 
lances and,  for  large  service 
areas,  the  number  of  locations 
needed  to  meet  demands  for 
service.  The  size  of  service  will 
depend  on:  1.  the  number  of 
calls  that  are  likely  to  occur, 
2.  the  size  of  the  area,  3.  the 
degree  of  certainty  with  which 
a community  expects  an  ambu- 
lance to  be  available,  and  4.  the 
average  response  time  that  a 
community  expects  the  emer- 
gency ambulance  system  to  pro- 
vide for  various  areas. 

The  costs  of  providing  ambu- 
lance service  can  then  be  com- 
puted using  the  model  provided. 
Costs  include  fixed  outlays  for 
the  wages  of  attendants  and 
clerical  personnel,  employee 
benefits,  equipment  purchase 
and  depreciation,  rental  and 
maintenance  of  facilities,  and 
insurance  and  variable  costs 
which  depend  on  the  number 
of  calls,  the  time  involved,  and 
mileage.  Assistance  is  given  for 
analyzing  alternative  sources  of 
revenue  (including  forms  of  sub- 
sidy), selecting  a form  of  service 
organization,  and  specifying 
standards  of  service. 

sample  subsidy  costs 

Using  an  estimate  of  $62,300 
to  support  one  ambulance  unit 
one  year,  the  researchers  create 
three  situations  to  illustrate  for 
policy  makers  how  the  costs  of 
a subsidy  would  vary  in  differ- 
ent circumstances  if  per  capita 
user  costs  were  held  constant. 

Community  A has  a popula- 
tion of  57,000  which  generates 
827  emergency  calls  a year. 
One  ambulance  can  serve  the 
entire  community  if  the  aver- 
age service  time  permitted  is 
45  minutes.  This  represents  a 
per  capita  expenditure  of 
$1.10.  If  a state  decided  the 
user  constituency  should  pay 


$1  per  capita,  a state  subsidy 
of  .10  per  capita,  or  $5,300, 
would  be  required.  A decision 
to  shorten  the  45-minute  serv- 
ice time  would,  of  course, 
necessitate  a change  in  all  cost 
figures  because  it  would  be- 
come necessary  to  add  one  or 
more  ambulances. 

Community  B has  a popula- 
tion of  395,000  generating 
4,200  calls.  It  requires  two 
ambulances  to  satisfy  an  aver- 
age service  time  of  30  minutes 
(a  highly  urbanized  area). 
Estimated  total  cost  of  the 
service  is  $129,085,  or  only  .33 
per  capita.  With  a $1  user 
levy,  there  would  be  no  state 
subsidy  required. 

Community  C has  a popula- 
tion of  only  13,000  and  gen- 
erates only  200  emergency 
calls  a year  (a  rural  area).  It 
requires  only  fractional  part- 
time  ambulance  service.  With 
an  average  wait-service  time 
of  66  minutes,  one  ambulance 
could  service  this  community 
and  three  others  like  it  at  an 
estimated  cost  of  $1.30  per 
capita.  A state  subsidy,  ap- 
plied on  top  of  the  $1  user 
support,  would  amount  to  .30 
per  capita,  or  $4,000. 

about  helicopters 

With  regard  to  the  use  of  heli- 
copters for  emergency  ambu- 
lances, the  report  cautions  that 
an  objective  cost  benefit  eval- 
uation needs  to  be  made  for 
each  potential  use.  Recognizing 
limitations  on  utilization  from 
weather  conditions  and  require- 
ments for  scheduled  engine  and 
air  frame  maintenance,  the  re- 
port notes  that: 

In  low  density  population 
areas,  two  centrally  located 
helicopters  can  replace  a num- 
ber of  ground  ambulance  lo- 


cations and  provide  faster 
service  for  the  same  or  lower 
cost. 

In  slightly  more  dense  areas, 
helicopters  can  yield  some 
improvement  in  performance 
and  eliminate  some  ground 
ambulance  locations  but  tend 
to  be  more  expensive. 

In  large  cities,  helicopters 
cannot  replace  ground  ambu- 
lances, but  can  augment  them 
in  special  cases  where  speed, 
road  blockage  or  smoothness 
of  ride  warrant  their  use.  For 
example,  in  an  environment 
like  Detroit,  two  helicopters 
could  handle  10  per  cent  of 
emergency  calls  at  an  annual 
cost  of  five  cents  per  capita. 

Careful  planning  and  coordi- 
nation among  medical,  police, 
manufacturer,  purveyor  and 
aviation  agencies,  and  municipal 
authorities  are  essential.  Any 
viable  system  will  cut  across 
municipal,  county  and  possibly 
state  boundaries. 

implications 

The  Dunlap  findings  clearly 
indicate  that  the  economics  of 
commercial  and  private  ambu- 
lance services  are  intimately  tied 
to  the  wage  paid  to  the  operator 
and  his  staff,  how  busy  he  is 
kept,  and  what  the  community 
is  willing  to  pay.  Higher  per- 
sonnel standards  for  the  emer- 
gency services  are  being  encour- 
aged by  various  governmental 
and  professional  bodies  and  it  is 
likely,  therefore,  that  total  costs 
will  continue  to  increase.  How- 
ever, it  is  also  true  that  relative 
costs  associated  with  personnel 
turnover  and  training  may  de- 
crease as  a result  of  improved 
employment  conditions.  To  off- 
set costs,  commercial  operators 
need  to  operate  their  equipment 
as  nearly  as  possible  at  maxi- 
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mum  capacity.  This  is  not  al- 
ways feasible  and  the  only 
alternative  is  to  increase  the 
unit  price  of  services. 

For  emergency  services  sup- 
ported primarily  from  tax  reve- 
nues, the  ultimate  result  from 
any  upgrading  must  be  larger 
budgetary  outlays.  The  National 
Highway  Safety  Bureau  esti- 
mates state  and  local  govern- 
ments must  increase  their  spend- 
ing for  emergency  services  from 
an  estimated  $60.5  million  in 
1967  to  $281  million  by  1976 
just  to  comply  with  minimum 
requirements  in  the  highway 
safety  standard  mentioned 
earlier. 

Whether  it  is  more  feasible 
for  a community  to  operate  its 
own  services,  to  rely  entirely 
upon  private  or  volunteer  re- 
sources, to  subsidize  private  pur- 
veyors, or  to  resort  to  some 
blend  or  mix  of  various  alterna- 
tives must  be  determined  by  the 
situation  in  the  particular  com- 
munity. This  short  analysis  can- 
not attempt  to  analyze  all  the 
relevant  factors  to  be  consid- 


ered. Reference  should  be  made 
to  the  guidelines  in  the  report 
itself. 

It  is  apparent  that  area-wide 
planning  is  necessary  if  the 
emergency  services  are  ever  to 
ascend  from  their  “precarious” 
status.  From  the  standpoint  of 
the  commercial  services,  there 
must  be  more  attention  on  die 
part  of  policy  makers  to  the 
fundamental  laws  of  the  market 
place.  At  the  same  time,  there 
must  be  full  awareness  that  the 
unique,  demanding  requirements 
of  the  crash  scenario  will  not 
be  adequately  satisfied  solely 
through  free  competition.  Pub- 
licly operated  and  volunteer 
services  face  some  of  these  same 
problems  in  a somewhat  differ- 
ent context.  It  may  be  necessary 
in  some  situations  to  resort  to  a 
division  of  functions  between 
commercial  and  non-commercial 
services,  with  the  former,  for 
example,  handling  only  non- 
emergency calls.  The  establish- 
ing of  new  “jurisdictions”  may 
be  needed. 

The  question  of  who  should 


pay  for  emergency  services  is  a 
fundamental  one.  Should  more 
of  the  burden  be  put  upon  the 
specific  users  themselves,  that  is, 
the  traffic  victim,  or  should  so- 
ciety as  a whole  bear  more  of 
the  cost  because  of  the  broad 
extent  to  which  services  are 
utilized? 

The  problem  of  public  educa- 
tion and  understanding  is  para- 
mount. The  comparative  dis- 
array of  the  nation’s  emergency 
services  is  due  in  no  small  part 
to  public  apathy,  ignorance  of 
the  development  and  applica- 
tion of  life-saving  techniques, 
and  a passive  attitude  on  the 
part  of  many  welfare  officials 
and  professionals,  including  the 
medical  profession. 

The  prospect  of  saving  a sub- 
stantial portion  of  the  estimated 
20,000  who  annually  perish  be- 
cause of  the  substandard  quality 
and  quantity  of  emergency 
medical  services  will  be  realized 
only  when  all  the  basic  ques- 
tions are  faced  squarely  by  the 
American  public  and  then- 
leaders.  ■ 
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Training  Technicians  for  Combination 
Emergency  and  Respiratory  Service 

ROBERT  W.  LOEHNING,  M.D.,  Seattle,  Washington 

Technicians  can  be  trained  for  emergency  and  respiratory  service.  When 
employed  in  the  hospital  on  the  respiratory  service  they  can  also  man  emergency 
vehicles  to  give  life-saving  care  not  now  generally  available.  Combined  service 
helps  materially  in  solving  the  financial  problem  presented  by  demands  for 
improved  emergency  service.  Under  physician  control,  duties  of  ambulance 
attendants  can  be  extended  to  mechanical  heart-lung  resuscitation,  defibrillation, 
intravenous  infusions,  and  tracheal  intubation  in  the  emergency  vehicle.  Ex- 
perience in  this  pilot  project  suggests  that  the  course  for  emergency  and  respira- 
tory technicians  should  be  given  as  a two-year  program,  in  a college  offering 
courses  in  allied  health  sciences.  However,  candidates  should  be  given  early 
and  frequent  exposure  to  the  hospital  environment  and  clinical  course-work 
should  be  patient-oriented. 


To  prove  that  trained  tech- 
nicians can  work  as  respira- 
tory therapists  in  hospitals  and 
also  operate  a community  emer- 
gency service,  I conducted  a 
“pilot”  training  program  at  Poca- 
tello, Idaho.  The  program,  for 
three  trainees,  continued  for  18 
months.  Today  these  men  are 
working  in  two  Pocatello  hos- 
pitals and  rendering  emergency 
service  with  ambulances  they 
own. 

At  inception  of  this  program 
it  appeared  that  combining  two 
occupations  into  one,  that  I have 
called  Emergency  and  Respira- 
tory Technician  (ERT),  would 
have  the  following  advantages: 

1.  Communities  could  obtain 
emergency  coverage  with  re- 
duced or  no  subsidy  since  pay- 
ment for  labor  would  come 
from  hospital  respiratory  ther- 
apy services  and  also  from  am- 
bulance service  charges. 

2.  Hospitals  previously  not 
able  to  operate  ambulance  serv- 
ices economically  could  do  so 
by  employing  technicians  hav- 


ing specific  duties  between 
emergency  calls. 

3.  Direction  and  control  of 
the  medical  emergency  team 
could  be  by  existing  hospital 
medical  staff  committees. 

4.  Primary  and  continuing 
education  of  the  ERT  would  be 
given  by  professionals,  in  a hos- 
pital environment. 

5.  Knowledge  and  skills  prac- 
ticed as  respiratory  therapists 
and  as  members  of  the  hospital 
cardiac  arrest  team  could  be 
utilized  advantageously  outside 
the  hospital. 

6.  Traditional  concepts  of  am- 
bulance care  by  attendants 
could  be  expanded  to  include 
emphasis  upon  resuscitative  and 
life-saving  efforts  at  the  scene  of 
the  emergency,  e.g.  defibrillation 
of  the  heart,  tracheal  intubation 
as  protection  from  aspiration, 
intravenous  infusions,  and  ad- 
ministration of  drugs  prescribed 
via  two-way  radio  by  physicians. 

7.  The  ERT  could  be  used  to 
care  for  severely  ill  patients  in 
transit  from  hospital  to  medical 


center  for  specific  treatment,  a 
task  previously  assigned  to 
nurses. 

8.  Remuneration  for  this  para- 
medical technician  would  be 
sufficient  to  attract  suitable  per- 
sons into  the  field. 

better  service  needed 

Several  factors  stimulated  de- 
velopment of  the  plan  for  using 
technicians  in  the  hospital.  The 
urgent  need  for  improving  emer- 
gency medical  services  has  been 
well  documented.1-2  However, 
progress  toward  the  needed  im- 
provement has  been  slow  and 
unimpressive.  Emergency  medi- 
cal services  in  this  country  are 
operated  by  mortuaries,  taxi 
services,  other  private  organi- 
zations, hospitals,  and  fire  and 
police  units.  Volunteer  groups 
often  provide  this  service  in 
smaller  communities.  Rarely,  in 
cities  with  less  than  100,000  in- 
habitants, are  ambulance  units 
sustained  entirely  on  financial 
gain  from  services  rendered; 
most  require  substantial  com- 
munity subsidy.  Few  cities  pro- 
vide funds  for  maintaining 
emergency  medical  protection 
as  they  do  for  fire  or  police  pro- 


Dr.  Loehning  is  Associate  Clinical  Professor,  University  of  Utah  School  of 
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Program,  Pocatello,  Idaho. 

He  is  presently  in  the  Department  of  Anesthesiology,  University  of  Washington 
School  of  Medicine. 
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TABLE  1 
Curriculum 


A.  The  Hospital 

1.  Personnel. 

2.  Departments. 

3.  Ethics,  protocol,  legal  considerations. 

B.  Anatomy-Physiology-Pharmacology-Pathology 

1.  Respiratory  system. 

2.  Cardiovascular  system. 

3.  Nervous  system. 

4.  Other  organs  and  systems  as  they  relate 
to  the  above. 

C.  Microbiology 

1.  Principles,  organisms,  growth,  patho- 
genicity. 

2.  Sterilization  methods. 

3.  Pulmonary  diseases  caused  by  micro- 
organisms. 

4.  Methods  of  transfer  of  disease. 

D.  Respiratory  Therapy 

1.  Nebulization. 

2.  Humidification. 

3.  Aerosols  and  drugs. 

4.  Oxygen  therapy. 

5.  Ventilators  and  monitoring. 

6.  Pulmonary  physio-therapy. 

7.  Pulmonary  function  testing. 

8.  Tracheostomy  care. 

E.  Acute  Medicine  and  Trauma 

1.  Cardiopulmonary  resuscitation. 

2.  Treatment  of  hemorrhage  and  shock. 


3.  Tracheal  intubation. 

4.  Care  and  transport  of  unconscious  patients. 

5.  Care  of  emotionally  disturbed  patients. 

6.  Handling  and  transport  of  fractures  and 
back  injuries. 

7.  Care  and  transport  of  neck,  head,  and 
chest  injuries. 

8.  Emergency  childbirth,  care  and  resusci- 
tation of  the  newborn. 

9.  Immediate  Treatment  of  Poisonings  and 
Burns. 

F.  Electrocardiography  and  Defibrillation 

1.  Basic  principles  of  electrocardiography. 

2.  Recognition  of  ventricular  fibrillation  and 
other  life-threatening  arrhythmias  on  os- 
cilloscope and  ECG  recorder. 

3.  Basic  principles  and  methods  of  defibrilla- 
tion. 

4.  Practice  with  animals  and  elective  defibril- 
lation of  patients. 

G.  Clerkships  for  Clinical  Experience 

1.  Operating  room. 

2.  Recovery  room. 

3.  Intensive  care  unit. 

4.  Delivery  room. 

5.  Emergency  room. 

6.  Post-mortem  room. 

7.  Pulmonary  function  laboratory. 

H.  Ambulance  and  Air  Transport 

1.  Equipment-usage  and  maintenance. 


tection.  Unfortunately,  even  for 
communities  able  to  finance  an 
emergency  service,  sufficient 
numbers  of  trained  individuals 
are  unavailable.  Training  for 
ambulance  attendants  generally 
consists  of  Red  Cross  First  Aid 
courses.3  To  my  knowledge, 
there  is  only  one  intensive,  hos- 
pital-based program  for  training 
“technicians  in  acute  medicine” 
in  the  United  States.  It  is  lo- 
cated at  the  University  of  Pitts- 
burgh. Specific  recommenda- 
tions, and  even  training  man- 
uals, have  been  established  to 
encourage  uniformity  in  resusci- 
tative  measures45  and  ambu- 
lance specifications. 2’8’7’8 

It  appears  that  there  are  pri- 
marily three  reasons  why  im- 


provement in  emergency  service 
is  slow  in  progressing: 

1.  Community  officials  are  un- 
aware of  emergency  medical 
needs  or  are  unwilling  or  un- 
able to  finance  their  services 
adequately. 

2.  There  is  a severe  shortage 
of  trained  personnel;  training  as 
recommended  by  the  National 
Academy  of  Sciences -National 
Research  Council8  and  others,2 
is  generally  not  available. 

3.  Regulation  of  emergency 
ambulance  service,  including 
necessary  training  of  personnel, 
is  virtually  nonexistent  in  most 
states. 

description  of  training 

Three  men  having  minimal 


high  school  education,  except 
one  with  a year  of  college,  were 
employed  in  the  hospitals  of 
Pocatello  (population  45,000)  as 
trainees  in  newly  formed  res- 
piratory therapy  services.  One 
was  a Coast  Guard  hospital 
corpsman,  one  a policeman  and 
the  third  a hospital  orderly.  I 
held  didactic  sessions  initially, 
covering  anatomy,  physiology, 
pharmacology,  and  pathology  of 
the  cardiovascular,  pulmonary, 
and  nervous  systems.  I included 
the  remaining  organs  and  sys- 
tems of  the  body  only  if  they 
influenced  the  primary  systems. 
After  the  introductory  classes, 
training  was  informal  using  self- 
teaching techniques,  patient- 
oriented  teaching  rounds,  and 
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instruction  by  professional  per- 
sonnel in  the  hospital  depart- 
ments. A pathologist  taught 
anatomy  and  pathology  while 
students  assisted  at  autopsies. 
Mechanics  of  ventilation,  use  of 
respirators,  determining  ade- 
quacy of  ventilation,  manage- 
ment of  the  airway,  intubation 
of  the  trachea,  starting  intra- 
venous infusions,  and  handling 
the  unconscious  patient  were 
taught  by  anesthesiologists  in 
the  operating  room.  I used  the 
recovery  room  for  teaching  man- 
agement of  the  partially  con- 
scious patient  including  preven- 
tion of  postoperative  respiratory 
complications,  prevention  of  as- 
piration from  vomiting,  and 
methods  of  assisting  ventilation 
in  the  conscious  and  partially 
conscious  patient.  I used  inten- 
sive care  units  in  teaching  the 
following:  use  of  oscilloscopes 
for  monitoring  patients,  taking 
electrocardiograms,  tracheosto- 
my care,  management  of  the 
patient  requiring  continuous 
positive  pressure  ventilation, 
drawing  arterial  blood  for  gas 
determinations,  and  defibrilla- 
tion. Emergency  rooms  were 
useful  for  observing  both  acute 
and  more  definitive  care  of 
trauma,  poisonings,  illness,  and 
management  of  the  emotionally 
ill  patient.  The  delivery  room 
offered  opportunity  for  observ- 
ing childbirth  and  resuscitation, 
and  care  of  the  newborn.  Tech- 
niques of  pulmonary  function 
testing  were  taught  in  the  hos- 
pital laboratory. 

Patients  undergoing  elective 
defibrillation,  and  dogs,  were 
used  for  teaching  defibrillation 
of  the  heart.  Dogs  under  halo- 
thane  anesthesia  given  intra- 
venous titrations  of  epinephrine 
are  excellent  for  observing  ar- 
rhythmia progression  from  pre- 
mature ventricular  contractions 


to  ventricular  fibrillation.  They 
can  also  be  used  for  defibrilla- 
tion and  closed  chest  cardiac 
compression. 

I encouraged  the  trainees  to 
learn  from  textbooks  and  se- 
lected references.  Discussions, 
demonstration  sessions,  and 
patient-oriented  rounds  with 
internists,  pediatricians,  and 
anesthesiologists  all  added  to 
their  educational  experience. 

Attendance  at  selected  nurse 
in-service  teaching  classes,  car- 
diac care  training  courses  and 
inhalation  therapy  seminars 
sponsored  by  the  Intermountain 
Regional  Medical  Program  at 
the  University  of  Utah,  and 
local  trauma  courses  arranged 
by  the  American  College  of  Sur- 
geons added  substantially  to  the 
training  program.  Suggested 
courses  for  an  ERT  program  in 
a college  of  allied  health  sci- 
ences are  oudined  in  Table  1. 
evaluation  not  attempted 

For  this  report  I will  not 
relate  evaluation  of  ERT 
performance  in  emergency  situ- 
ations. This  was  only  a pilot 
project,  planned  to  test  the 
possibility  of  training  suitable 
candidates.  Evaluation  would 
have  required  tabulation  of  the 
number  of  patients  resuscitated, 
those  injured  during  transport, 
those  in  whom  aspiration  was 
prevented  and  those  saved  from 
exsanguination.  Development  of 
reliable  data  would  have  re- 
quired control  subjects.  There 
were,  however,  patients  who 
were  pulseless  and  not  breathing 
on  arrival  of  the  ambulance 
team  who  were  treated  with 
cardiopulmonary  resuscitative 
measures  in  transit  to  the  hos- 
pital. Following  drug  therapy 
or  defibrillation,  or  both,  by  the 
cardiac  arrest  team  in  the  emer- 
gency rooms  (that  have  been 
alerted  by  two-way  radio)  a 


number  of  patients  were  re- 
stored to  spontaneous  circulation 
and  respiration.  However,  all 
but  one  suffered  brain  damage 
and  died  later.  Undoubtedly, 
outcome  would  have  been  more 
favorable  had  defibrillation  been 
done  at  the  scene  or  in  the  am- 
bulance in  transit  to  the  hos- 
pital. The  technicians  were 
trained  to  defibrillate  but  were 
unable  to  apply  their  training 
because  they  lacked  equipment. 
Lives  will  be  saved  when  van 
type  vehicles,  having  room  for 
equipment  and  operation,  are 
available  for  emergency  service. 
Since  cardio-pulmonary  resusci- 
tation is  difficult  to  perform  in 
an  ambulance  traveling  at  high 
speed  it  is  important  that  vehicle 
velocity  be  regulated  so  that 
resuscitative  care  can  be  done 
effectively. 

Evaluation  of  the  training 
program  was  formative  rather 
than  accumulative,  in  that  I 
altered  content,  training  meth- 
ods, and  techniques,  as  indi- 
cated during  the  course  of  the 
training  period.  I suggest  that 
duration  of  a college  program 
for  ERT  training  be  two  years 
and  associated  with  a school  of 
inhalation  therapy  so  that  the 
associate  degree  graduates  are 
thereby  qualified  for  the  Associ- 
ation of  Registered  Inhalation 
Therapists  registry  examinations. 
Programmed  instruction,  prob- 
lem solving,  patient-oriented 
rounds,  and  instructor  monitored 
group  discussion  sessions  appear 
to  be  superior  to  lectures  for  this 
type  of  training,  and  further 
evaluation  should  be  done. 

comments 

Physician  and  community  ac- 
ceptance of  this  program  was 
most  gratifying.  The  general 
feeling,  however,  of  physicians, 
hospital  administrators,  and  di- 
rectors of  nursing,  was  that  the 
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program  should  be  conducted 
through  a school  of  allied  health 
sciences  in  a junior  college,  col- 
lege or  university.10-11  I agree. 

Various  difficulties  arose  dur- 
ing the  course  of  the  training, 
mostly  having  to  do  with  inter- 
personal relationships  with  hos- 
pital personnel,  especially  nurses. 
Indeed,  it  was  perhaps  unfair 
to  the  students  to  subject  them 
to  the  intricate  protocols  and 
unwritten  rules  of  a hospital 
without  closer  guidance.  Re- 
sistance was  encountered  from 
some  nurses  who  misinterpreted 
the  ERT  as  a threat.  Such  un- 
expected and  nescient  remarks 
as  “they  are  looking  at  the 
charts”  required  clarification  as 
they  occurred.  The  best  hos- 
pital acceptance  of  the  ERT 
came  from  nurses  in  cardiac  and 
intensive  care  units  where 
values  of  specially  trained  per- 
sonnel are  appreciated.  The 
students  were  beneficial  in 
making  minor  repairs  on  moni- 
toring equipment  in  the  units. 

It  has  been  my  observation 
that  difficulties  encountered  in 
this  program  are  also  being  ex- 
perienced in  other  pilot  projects 
involving  new  approaches  using 
paramedical  personnel  to  meet 
manpower  shortages. 

Emergency  duties  did  not 
interfere  with  the  daily  respira- 
tory therapy  functions  within 
the  hospital.  General  duties  of 
respiratory  therapists  are  such 
that  delays  in  therapy  occurring 
while  the  technicians  are  on 
emergency  calls  were  never 
critical  but  could,  if  necessary, 
be  carried  out  by  other  hospital 
personnel. 


legal  considerations 

The  ERT  as  a student  is  re- 
sponsible to  an  instructor  but  in 
hospital  practice  to  a medical 
director.  Since  few  physicians 
are  knowledgeable  concerning 
indications  for  and  ordering  of 
pulmonary  therapy  and  the  use 
of  respirators,  differences  may 
occur  between  technicians  and 
physicians.  They  can  be  resolved 
by  an  informed  medical  director 
communicating  with  his  col- 
leagues. The  medical  director 
should  be  a member  of  a policy 
making  hospital  committee  com- 
posed of  members  of  the  various 
medical  departments.  Existing 
hospital  committees  such  as  the 
emergency  room  or  intensive 
care  committee  can  suffice. 

There  has  been  uncertainty  on 
legal  responsibility  of  the  ERT 
doing  resuscitation,  tracheal  in- 
tubation, and  defibrillation  in 
the  ambulance.  I have,  for  gui- 
dance, accepted  the  supposi- 
tion that:  a person  not  breath- 
ing, pulseless  and  in  apparent 
cardiac  arrest  is  now  or  soon 
will  be  dead— further  harm  can- 
not be  done— that  which  is  done 
is  intended  for  restoration  of  the 
patient  to  a healthij  existence. 
The  possibility  of  establishing 
adequate  cardiovascular  func- 
tion in  a neurologically  dead 
individual  should  not  be  of  con- 
sequence to  paramedical  person- 
nel since  this  is  a problem  for 
the  medical  profession  to  re- 
solve.1213 Portable  defibrillation 
equipment  for  ambulances  can 
include  an  ECG  recorder  to 
document  the  condition  of  a pa- 
tient prior  to  defibrillation.  Only 


a few  states  have  registry  for 
licensing  inhalation  therapists  or 
ambulance  attendants.  There- 
fore, legal  responsibilities  must 
be  approached  on  a community 
basis.  Possible  legal  implica- 
tions should,  however,  not  hin- 
der advancement  in  medical 
health  care,  especially  when 
regulation  has  not  been  estab- 
lished through  legislation. 

Recognition  of  the  ERT  pro- 
gram should  be  through  certi- 
fication by  college  or  university 
and  based  upon  achievement  of 
defined  skills  and  knowledge. 

conclusions 

Since  inception  of  this  train- 
ing program  the  Committee  on 
Acute  Medicine  of  the  American 
Society  of  Anesthesiologists  has 
formulated  recommendations 
for  community-wide  emergency 
medical  services.2  It  appears 
that  the  ERT  program  exceeds 
the  standards  and  also  accom- 
plishes the  following  ASA  rec- 
ommendation: “training  of  pro- 
fessional ambulance  personnel 
to  perform  tracheal  intubation, 
electrocardiography,  defibrilla- 
tion, and  intravenous  fluid  ad- 
ministration under  the  direction 
of  physicians  should  be  ex- 
plored.”2 

Since  in  most  communities 
physician  ambulance  attendance 
is  not  feasible,  we  must  rely 
upon  paramedical  personnel 
such  as  the  ERT  who  are  con- 
trolled by  physicians  within 
limits  of  definitive  therapy  done 
at  the  scene  or  in  transit  to  the 
hospital.  ■ 

University  of  Washington 
School  of  Medicine  (98105) 
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The  Physician  in  Court 


JOSEPH  BEEMAN,  M.D.,  Tucson,  Arizona 


The  effective  physician-witness 
maintains  professional  dignity, 
answers  questions  forthrightly, 
stays  within  bounds  of  his  own 
competence,  and  does  not  volun- 
teer information.  He  must  un- 
derstand the  difference  between 
legal  truth  and  medical  truth. 
He  should  be  completely  im- 
partial and  absolutely  honest. 


I should  like  to  present  to  you 
a few  suggestions  regarding 
your  conduct  in  the  courts  of 
law  which  the  majority  of  you 
will  encounter  during  your  pro- 
fessional careers.  If  I were  asked 
to  handpick  a group  of  individ- 
uals who  cared  less  about  the 
relationship  of  the  physician  to 
the  courts  of  law,  I doubt  if  I 
could  have  done  better  than  to 
choose  a group  of  graduating 
medical  students,  such  as  yours. 
Up  to  and  including  now,  you 
have  been  relatively  sheltered 
from  legal  claims,  and  in  addi- 
tion, since  the  lot  of  the  medical 
student  is  not  generally  a finan- 
cially rewarding  one,  the  ma- 
jority of  you  have  incomes  in  the 
bracket  that  would  make  it  fis- 
cally insane  to  sue  you.  This  is 
today,  mind  you,  but  ten  years 
from  now  your  financial  position 
will  be  materially  bettered,  and 
it  is  then  you  will  be  sitting 
ducks  for  a lawsuit. 

Obviously  you  can  avoid  any 
legal  difficulties  if  you  live  clean 
and  think  clean— so  you  think. 
I am  sure  that  you,  in  your 
professional  relationships,  will 


never  knowingly  or  willingly  do 
anything  to  provoke  a suit  for 
malpractice  which,  as  you  know, 
consists  of  your  failure  to  per- 
form your  duty  to  your  patient 
by  omission  or  commission  and, 
in  so  doing,  causing  your  pa- 
tient to  suffer  from  your  failure. 
I do  not  wish  to  discuss  mal- 
practice here,  as  it  is  a subject 
of  its  own.  I would  highly  rec- 
ommend that  you  obtain  a copy 
of  Louis  Reagan’s  book,  The 
Doctor,  the  Patient  and  the  Law. 
This  is  the  classic  work  on  mal- 
practice and  only  needs  up- 
dating. I can  assure  you  that 
if  you  have  not  read  it,  plain- 
tiffs attorney  has.  I feel  you 
must  become  informed,  and  very 
well  informed,  of  this  occupa- 
tional hazard  of  physicians,  not 
in  some  distant  future,  but  now. 

avoid  being  an  ostrich 

I believe  it  to  be  a struthian 
attitude  to  blithely  assume  you 
will  have  no  part  of  lawsuits. 
Do  you  understand  all  of  the 
Food  and  Drug  Administration 
regulations?  Do  you  read  the 
fine  print  in  drug  package  in- 


serts? Will  you  avoid  dispute 
in  the  matter  of  contracts,  leases, 
wills,  line  fence  locations  or 
even  divorce?  Will  you  be  im- 
mune from  being  called  as  a 
witness  in  a civil  or  criminal 
action?  Will  you  avoid  all  motor 
vehicle  accidents?  We  would  all 
rest  easier  if  we  were  certain 
the  answers  would  be  favorable 
to  us,  but  can  we?  I think  not. 
Litigation  is  a part  of  your  pro- 
fessional life. 

It  is  well  to  remember  that 
anyone  can  institute  a lawsuit 
against  you  by  filling  out  the 
proper  forms,  swearing  a com- 
plaint and  paying  a filing  fee. 
The  complaint  may  be  entirely 
proper  or  may  be  entirely  false. 
In  either  event  you  are  drawn 
into  a lawsuit  that  you  must  de- 
fend by  compromise  or  by  court 
action.  You  will  be  served  a 
subpoena,  which  is  an  order  of 
the  court  directing  you  to  ap- 
pear in  a given  court  at  a stated 
time  to  answer  the  complaint. 
If  records  are  desired  by  the  op- 
posing party,  you  will  be  served 
a subpoena  duces  tecum  (papers 
with  you)  outlining  which  rec- 
ords are  desired.  Conceivably, 
you  may  be  arrested  by  a peace 
officer  for  a misdemeanor  (a  vio- 
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lation  of  the  law  punishable  by 
a prison  sentence  of  less  than 
one  year)  or  a felony  (a  violation 
of  the  law  punishable  by  a 
prison  sentence  of  over  one 
year).  If  arrested,  you  have  the 
right  to  remain  silent  and  obtain 
the  services  of  an  attorney.  I 
am  not  an  attorney  and  I offer 
no  legal  advice,  but  no  truer 
words  were  ever  spoken  than  the 
advice,  under  any  circumstances 
of  legal  difficulty,  to  identify 
yourself,  stand  mute  and  call  for 
your  attorney.  This  is  not  police 
harassment,  this  is  your  right 
under  our  law.  I have  noted  too 
many  times,  under  both  civil 
and  criminal  situations,  that  the 
well  meaning  defendant  talked 
too  much— to  his  later  regret. 

your  own  attorney 

Unless  you  are  the  exceptional 
physician,  you  are  not  learned 
in  the  law.  It  would  reason- 
ably follow  that,  before  trouble 
strikes,  you  cultivate  an  attor- 
ney who  can  advise  you  in  the 
myriad  of  little  stinker  situa- 
tions, such  as  leases,  partner- 
ships, wills,  contracts,  trusts,  tax 
problems,  and  property  pur- 
chase, (the  bothersome  minutiae 
of  daily  life).  He  will  know  you, 
your  personal  vagaries,  and  will 
be  your  advisor.  He  is  well 
worth  his  fee.  Abraham  Lincoln 
said,  “He  who  hires  himself  as 
an  attorney  hires  himself  a fool.” 
This  statement  has  not  yet  been 
refuted;  even  an  attorney  in 
trouble  hires  another  attorney  to 
represent  him.  When  you  find 
it  necessary  to  consult  your  at- 
torney, above  all  things,  tell  him 
the  truth.  You  may  have  per- 
sonality defects,  or  you  may 
steal  from  the  collection  plate, 
but  tell  your  attorney.  Your  at- 
torney is  not  obliged  to  like  you 
or  even  respect  you,  but  if  he 
accepts  your  case,  he  is  obliged 


to  defend  you  to  the  best  of 
his  ability. 

legal  truth  Is  not  always 
medical  truth 

It  would  be  well  to  dispel 
the  concept  of  some  physicians 
who  feel  the  courts  are  a nui- 
sance and  whose  opinion  of  at- 
torneys ranges  from  the  vacuous 
to  the  vindictive.  Such  concepts 
have  arisen  from  ignorance,  fear, 
and  lack  of  rapport  between  the 
medical  and  the  legal  profes- 
sions. The  workings  of  the 
medical  mind  and  the  legal 
mind  do  not  coincide.  The  legal 
mind  is  confined  to  the  law 
which  is  based  upon  statutes  and 
previous  court  decisions.  It  has 
little  to  do  with  the  right  and 
wrong  of  a particular  case,  but 
is  concerned  with  what  the  law 
states  about  that  case.  Some  de- 
cisions are  completely  contrary 
to  facts  as  we  understand  them. 
You  may  not  testify  as  to  hear- 
say evidence,  even  if  you  know 
it  to  be  true.  You  are  required 
to  answer  the  question  as  it  is 
given  to  you  unless  you  do  not 
understand  it.  You  are  not  re- 
quired to  answer  a question 
with  a yes  or  no  unless  you  are 
able  to  do  so;  you  may  appeal 
to  the  judge  as  to  why  you  are 
unable  to  answer  the  question 
with  a simple  yes  or  no.  You 
may,  with  the  court’s  consent, 
amplify  or  explain  your  reasons 
for  answering  a question  as  you 
did.  You  may  not  volunteer  tes- 
timony not  asked  for;  it  will  not 
be  received  in  evidence.  You 
may  be  prevented  from  answer- 
ing a fact  you  know,  by  objec- 
tions and  by  careful  preparation 
of  the  questions.  You  may  even 
be  prevented  from  taking  the 
witness  stand  by  legal  maneu- 
vers. 

The  hypothetical  question  is 
one  composed  of  various  ele- 


ments of  fact  in  evidence  which 
calls  for  an  opinion.  It  could  go 
something  like  this:  “Doctor,  as- 
sume that  John  Doe  was  ar- 
rested for  driving  his  car  in  an 
erratic  manner,  that  he  had 
drunk  one,  and  only  one,  bottle 
of  beer  several  hours  before 
driving;  that  he  was  in  full  con- 
trol of  his  physical  and  mental 
faculties;  that  there  was  an  odor 
of  alcoholic  beverage  on  his 
breath  at  the  time  of  arrest. 
Doctor  do  you  have  an  opinion 
as  to  whether  or  not  Mr.  Doe 
was  under  the  influence  of  alco- 
hol at  the  time  of  arrest?”  You 
reply:  “I  have  an  opinion.”  “And 
what  is  that  opinion?”  “It  is  my 
opinion  that  under  the  circum- 
stances given  in  the  question, 
that  John  Doe  was  not  under  the 
influence  of  alcohol  for  the  fol- 
lowing reasons 

Note  the  formality  of  the  as- 
sumed truth  of  the  facts  of  the 
question,  your  statement  that 
you  have  an  opinion  based  on 
those  facts,  and  the  separate 
giving  of  that  opinion  with  the 
reasons  why  you  have  that  opin- 
ion. Suppose  now  we  change 
the  assumed  facts  to  include 
“That  John  Doe  had  drunk  a 
fifth  of  bourbon  just  before  driv- 
ing off,  and  that  he  was  in  some- 
what less  control  of  his  facul- 
ties, would  you  change  your 
opinion?”  By  varying  the  facts 
presented,  your  opinion  may  be 
rotated  180  degrees.  This  is  a 
normal  procedure. 

legal  erasure 

Perhaps  you  are  not  able  to 
understand  the  gambit  of  utter 
silliness  which  occurs  when  a 
question  has  been  answered 
loud  and  clear  to  the  jury,  is  ob- 
jected to  and  the  objection  sus- 
tained. The  judge  will  now  say, 
“Strike  that  answer  from  the 


344 

Northwest  Medicine,  April,  1969 


record;  the  jury  is  instructed  to 
disregard  it!”  The  jury  has 
heard  the  answer;  it  has  been 
reinforced  by  the  judge’s  in- 
structions, hence  legally  it  has 
been  erased  from  their  cerebral 
cortex.  So  sayeth  the  law.  It  is 
something  like  telling  you  not 
to  think  of  a red  convertible. 

American  law  is  based  on  the 
adversary  system.  Here  the  at- 
torney for  one  side  presents  his 
case  in  its  most  favorable  light, 
minimizes  unfavorable  facts,  at- 
tacks witnesses’  testimony  if 
damaging,  belittles  the  opposi- 
tion’s case  and  uses  such  legal 
maneuvers  as  he  can  to  convince 
the  court  his  side  is  right.  Op- 
posing counsel  does  exactly  the 
same  thing  and  the  trial  is  a con- 
test between  two  armed  camps; 
it  is  stylized  game  all  within  a 
legal  framework.  Statistically,  in 
a large  number  of  cases,  the  ver- 
dict will  support  the  facts;  in  a 
single  case,  justice  is  a toss  up. 
If  you  add  the  factor  of  being 
able  to  pay  for  investigators 
or  not,  the  vagaries  of  human 
eyeball  testimony,  the  built-in 
prejudices  of  the  jury  and  other 
factors,  you  can  understand  why 
attorneys  prefer  to  compromise 
rather  than  go  to  trial.  Whether 
or  not  we  like  the  system,  it  is 
the  only  poker  game  in  town. 

qualification  of  an  expert 

We  will  now  assume  that 
you  have  been  contacted  by  an 
attorney  to  be  a witness;  some- 
times this  is  done  by  means  of 
the  subpoena,  but  usually  by 
personal  contact.  You  may  be 
an  ordinary  witness,  testifying 
only  as  to  what  your  senses  told 
you  (which  may  be  quite  falli- 
ble) but  you  are  not  allowed  to 
express  an  opinion  except  in 
areas  designated  as  common 
knowledge  (such  as  that  the  sun 
will  rise  in  the  morning).  Or, 


you  more  probably  will  be 
called  as  an  expert  witness 
where  your  specialized  knowl- 
edge arrived  at  by  study  or  ex- 
perience allows  you  to  give  an 
opinion  for  the  benefit  of  the 
court’s  information.  The  ordi- 
nary witness  receives  a statua- 
tory  fee  plus  mileage  and,  in 
some  jurisdictions,  the  subpoena 
must  be  accompanied  by  the  fee 
in  order  to  be  valid.  As  an  ex- 
pert witness,  you  set  your  own 
fee  arrived  at  through  agree- 
ment with  the  attorney  consult- 
ing you.  Some  courts  have  held 
that  an  expert  may  be  sub- 
poenaed as  an  ordinary  witness 
and  required  to  testify  as  an  ex- 
pert at  the  lower  rate  of  pay. 
Generally  this  is  not  done,  but 
should  the  court  direct  you  to 
testify  under  such  conditions,  do 
so  gracefully,  as  you  cannot  ig- 
nore an  order  of  the  court. 

The  first  thing  to  do  when  you 
are  contacted  as  a possible  wit- 
ness is  to  determine  if  you  are 
able  to  give  expert  testimony  in 
the  case  in  question.  The  prob- 
lem may  concern  a matter  out 
of  your  expertise.  If  so,  you 
should  decline.  Should  you  feel 
you  are  able  to  give  the  court 
information  of  value  to  your  at- 
torney’s client,  you  should  esti- 
mate your  time  involved,  re- 
search necessary,  expenses  and 
perhaps  travel  and  arrive  at  a 
tentative  fee.  It  is  important 
that  now,  before  you  have  com- 
mitted yourself  to  extensive  re- 
search or  experiment,  you  should 
determine  who  is  responsible  for 
payment.  This  is  ordinary  com- 
mon business  sense. 

If  you  feel  the  client  may  be 
incarcerated  if  he  loses  his  case, 
you  may  wish  to  consider  pay- 
ment in  advance.  You  may  be 
willing  to  scale  down  your  ordi- 
nary fee  when  circumstances 


warrant,  or  testify  for  no  fee. 
You  should  realize  that  clients 
are  notoriously  poor  pay  if  they 
lose,  and  your  relationship,  fi- 
nancially speaking,  with  them  is 
a matter  of  your  own  business 
judgment.  You  may  not  take  a 
case  on  a contingent  fee  (one 
where  your  fee  is  high  if  your 
client  wins,  but  low  if  he  loses) 
either  ethically  or  legally.  You 
should  take  care  to  see  that  your 
fee  is  reasonable  and  not  in- 
flated to  the  point  of  avarice,  as 
you  have  a 60  percent  chance 
of  being  asked  on  the  witness 
stand  how  much  you  are  being 
paid  for  your  testimony. 

the  art  of  being  humble 

Next  on  the  agenda  is  to  iden- 
tify the  problem  you  will  testify 
about.  This  may  be  simple  or 
complicated  but  is  quite  im- 
portant. When  you  have  identi- 
fied the  problem,  go  to  work- 
on  it.  Do  not  assume,  as  some 
physicians  do,  that  because  you 
are  the  only  physician  in  Black 
Hat,  your  opinion  is  automati- 
cally correct.  You  should  recog- 
nize your  limitations  and  abide 
with  them.  In  preparing  for 
your  testimony,  it  is  often  illumi- 
nating to  consult  the  literature, 
and  you  may  well  find  that 
much  information  exists  there  of 
which  you  may  have  been  un- 
aware. Sometimes  work  per- 
formed several  decades  ago  is 
still  sound.  You  may  wish  to  set 
up  an  experiment  to  test  certain 
phases  of  evidence.  Set  such  an 
experiment  in  a valid  manner. 
Perhaps  you  may  wish  to  con- 
sider demonstrative  evidence 
such  as  charts,  models,  and  pho- 
tographs, which  will  assist  you 
in  giving  information  to  the 
court.  The  use  of  textbooks  to 
bolster  your  opinion  can  be  dan- 
gerous, as  information  reported 
since  publication  may  negate  the 
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statement  on  which  you  wish 
to  rely. 

You  will  find  it  advisable  to 
outline  the  qualifications  that 
entitle  you  to  testify  as  an  ex- 
pert. Keep  these  simple  but 
factual;  do  not  stretch  facts. 
Simply  because  you  passed  your 
course  in  pharmacology  does  not 
make  you  an  expert  in  experi- 
mental drug  KY27.  Be  humble. 

drop  your  jargon 

It  will  be  most  helpful  if,  be- 
fore trial  (not  on  the  courthouse 
steps),  you  arrange  a conference 
with  the  attorney  and  write  out 
the  questions  and  answers.  This 
serves  to  acquaint  both  of  you 
with  the  intended  testimony, 
and  helps  the  attorney  under- 
stand the  medical  problems  in- 
volved. It  also  is  an  aid  to 
proper  pronunciation  of  medical 
words.  Above  all  else,  keep  your 
testimony  in  plain  English,  with 
technical  verbiage  at  the  bare 
minimum;  when  necessary  to 
use  complicated  terminology, 
explain  its  meaning.  Recently 
a resident  and  I performed  an 
autopsy  on  a man  hit  by  a slow 
moving  truck.  He  had  a fracture 
of  the  pelvis  and  fat  embolism. 
The  lieutenant  investigating  the 
case  asked  my  associate  the 
cause  of  death.  The  answer  he 
received  was:  “This  man  died 
as  the  result  of  multiple  trau- 
matic lacerations,  contusions  and 
crushing  fractures  with  resultant 
fat  embolization,  terminal  cere- 
bral hypoxia  and  pulmonary 
congestion  with  edema.”  The 
lieutenant’s  jaw  dropped  in  ob- 
vious respect  of  such  a learned 
individual,  turned  to  me  and 
asked,  “What  does  that  mean?” 
Please  remember  that  if  the  jury 
cannot  understand  your  ques- 
tion, how  can  they  understand 
your  answer? 


be  reasonable 

It  is  imperative,  not  desirable 
but  imperative,  that  you  main- 
tain complete  impartiality  and 
absolute  honesty  in  your  prepa- 
ration and  testimony.  You  are 
not  hired  as  a protagonist  or  as 
the  White  Knight  who  fells  all 
unbelievers— you  are  hired  for 
your  knowledge  and  the  trans- 
mission of  that  knowledge  to  the 
court.  You  must  consider  the 
probable  testimony  of  the  other 
side  and  possible  approaches  to 
it.  If  another  expert  disagrees 
with  your  opinion,  that  does  not 
make  him  a charlatan.  If  two 
physicians  are  given  the  same 
number  of  information  bits, 
their  readout  mechanism  often 
produces  different  answers.  If 
opposing  witness  is  in  obvious 
error  or  truly  is  dishonest,  shoot 
him  out  of  the  saddle. 

Since  in  court  you  will  testify 
as  a physician,  take  pains  to  look 
like  one;  dress  conservatively. 

You  have  worked  the  problem 
out;  your  records  are  in  order, 
and  now  you  must  appear  in 
court.  Arrange  with  your  attor- 
ney to  call  you  shortly  in  ad- 
vance of  your  testimony.  If  you 
answer  the  subpoena  literally, 
you  will  sit  in  the  hall  while  a 
jury  is  empanelled,  motions 
made,  and  perhaps  the  entire 
opposite  side’s  case  heard  before 
you  testify.  Ask  your  attorney 
which  courtroom  you  are  to  ap- 
pear in,  otherwise  you  may 
spend  much  valuable  time  in 
corridors  of  the  courthouse  in 
search  of  a place  to  nest.  Be  on 
time  to  reach  the  proper  court 
room.  The  jury  takes  a dim 
view  of  being  forced  to  wait  for 
a dilatory  witness.  Take  a seat 
with  the  spectators— do  not  rush 
up  to  the  attorney’s  table.  If 
witnesses  are  excluded  (to  pre- 
vent their  being  influenced  by 
other  testimony)  give  your  name 


to  the  bailiff  at  the  door  and 
stay  away  from  the  door,  par- 
ticularly if  it  is  partially  open. 
When  the  bailiff  calls  your 
name,  walk  into  the  courtroom 
enclosure,  face  the  clerk  of  the 
court,  raise  your  right  hand  and 
be  sworn.  When  the  clerk  asks 
your  name,  remember  it  is  John 
D.  Smith,  not  Dr.  Smith.  Walk 
to  the  witness  stand,  be  seated 
and  adjust  the  microphone.  Face 
your  attorney  and  wait.  You  are 
now  going  to  be  a witness. 
Relax. 

Your  attorney  will  ask  your 
name,  address  and  your  occupa- 
tion. He  will  then  proceed  to 
qualify  you  as  an  expert  wit- 
ness, using  the  facts  you  had 
previously  collected  for  him. 
During  this  phase  of  question- 
ing, you  should  pay  attention 
to  the  question  and  the  attor- 
ney, but  when  answering  you 
should  face  the  jury.  Speak 
clearly  and  with  enough  force 
in  order  that  the  court  and  jury 
can  hear  you.  Do  not  mumble. 
After  you  have  been  through  the 
qualifying  questions,  the  oppos- 
ing attorney  may  interpose  a 
question  or  so  as  to  your  credi- 
bility. Listen  attentively,  take 
enough  time  to  be  sure  you 
understand  the  question  (if  you 
do  not,  tell  the  judge  you  do 
not ) and  then  answer  it  as  fairly 
and  impartially  as  you  can;  re- 
lax. Your  attorney  will  now 
take  you  through  the  prepared 
line  of  questioning  you  have 
agreed  upon.  Again,  take  your 
time  before  you  answer.  Do  not 
volunteer  answers.  Perhaps  your 
attorney  will  ask  you  a hypo- 
thetical question;  since  it  will  be 
long  and  drawn  out,  you  must 
be  attentive  while  it  is  read. 
You  will  then  be  asked  if  you 
have  an  opinion.  If  you  do,  you 
will  so  indicate.  When  the  at- 
torney asks  “What  is  that  opin- 
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ion?”,  give  it  to  the  court  and 
jury  clearly  and  fairly.  When 
he  is  finished  with  your  direct 
testimony,  your  attorney  will 
say,  “That  is  all.” 

the  cross-examination 

Opposing  counsel  will  now 
proceed  to  cross-examine  you. 
Opposing  counsel  may  be  intimi- 
dating, may  be  gentle  and  po- 
lite, or  may  be  perfectly  normal. 
You  will  have  a natural  feeling 
that  opposing  counsel  is  your 
enemy.  He  is  not.  He  is  merely 
attempting  to  find  discrepancies 
in  your  testimony,  to  find  error 
in  your  testimony,  to  point  out 
that  others  may  not  agree  with 
your  opinion  and,  rarely,  to  be- 
come personally  vindictive  to- 
ward you.  It  is  very  important 
that  you  understand  opposing 
counsel  is  merely  doing  the  job 
he  is  expected  to  do,  namely,  to 
shake  your  testimony  if  possible, 
to  negate  it  if  possible,  or  at 
least  to  minimize  it  to  the  jury. 
Give  opposing  counsel  the  same 
gracious  attention  and  honest 
answers  you  gave  your  attorney. 

Be  impeccable  in  your  fair- 
ness and  truthfulness.  If  you  are 
in  error,  admit  it.  If  you  do  not 
know  the  answer,  admit  it  and 
do  not  attempt  to  be  evasive. 
Above  all,  do  not  show  any  sign 
of  aversion  to  opposing  counsel 
and  his  questions.  After  all,  you 
have  studied  this  case,  have 
formed  an  opinion  and  you  must 
firmly  support  that  opinion  un- 
less you  can  see  that  you  were 
in  error.  A vacillating  witness 
is  a weak  witness.  A stubborn 
witness  who  retains  an  opinion 
in  the  face  of  obvious  error  is 
a fool.  Do  not  try  to  outwit 
opposing  counsel,  or  be  condes- 
cending when  he  mispronounces 
a medical  term. 

Part  of  the  success  of  cross- 
examination  consists  in  making 


the  witness  angry.  If  angered 
sufficiently,  he  may  completely 
blow  up  his  previous  testimony. 
Some  attorneys  like  to  fluster  a 
witness  by  asking  questions  so 
rapidly  that  the  witness  cannot 
possibly  keep  up  with  them.  In 
this  event,  superdeliberate  and, 
if  necessary,  tell  the  court  the 
attorney  is  on  question  five 
while  you  are  still  answering 
question  three.  Do  not  be  a 
comic  on  the  witness  stand;  this 
is  a serious  event  to  the  accused. 
Do  not  allow  opposing  counsel 
to  make  it  appear  as  though  he 
is  dragging  answers  out  of  you. 
If  a question  is  harmful  to  your 
side,  answer  it  fairly  and  hon- 
estly and  let  your  attorney 
straighten  it  out  later.  Above 
all,  remember  it  is  not  up  to 
you  to  win  the  case  but  it  is  up 
to  you  to  give  impartial,  honest 
testimony,  in  a clear  understand- 
able manner,  in  order  for  the 
court  and  jury  to  understand 
technical  information. 

There  are  no  five  easy  lessons 
on  the  subject  of  outwitting  the 
cross-examiner.  If  you  treat  him 
as  courteously  as  you  do  your 
own  attorney,  smile  when  he  be- 
rates you  (this  tactic  is  going 
out  of  style)  give  him  honest 
answers  and  show  no  bias,  no 
examiner  can  hurt  your  testi- 
mony. A few  attorneys  will  ask 
the  old  chestnuts:  “Did  you  dis- 
cuss this  case  with  anyone?”  Of 
course  you  did,  the  attorney,  and 
perhaps  others.  “How  much  are 
you  being  paid  for  your  testi- 
mony?” You  are  being  paid  X 
dollars  for  your  time  and  knowl- 
edge (it  is  nice  at  this  point  to 
have  stated  your  fee  is  a reason- 
able amount).  It  is  worth  point- 
ing out  that  a dishonest  witness, 
an  avaricious  witness  or  a biased 
witness  becomes  obvious  to  the 
court,  and  disclosure  not  only 


humiliates  the  witness  but  also 
his  profession. 

When  your  testimony  is  fin- 
ished, ask  the  judge  if  you 
may  be  excused.  This  will  ob- 
viate your  being  in  attendance 
throughout  the  whole  trial. 
When  excused,  forget  the  “V  for 
victory”  sign  or  the  smirk  of  suc- 
cess—do  not  stop  at  your  attor- 
ney’s desk,  just  walk  quietly  out 
of  the  courtroom.  It  is  prefer- 
able that  you  not  join  the  spec- 
tators after  testifying;  this  could 
be  construed  as  an  abnormal 
interest  in  the  outcome. 

On  occasion,  when  an  attor- 
ney has  to  cross-examine  an  ex- 
pert on  a highly  technical  sub- 
ject, you  may  be  asked  to  sit  at 
his  table  and  assist  him;  this  is 
perfectly  legitimate.  I feel  that 
undue  attention  to  minor  points 
is  unjust,  as  is  professional  dero- 
gation. If  the  witness  is  in  error, 
or  as  sometimes  happens,  places 
undue  emphasis  on  a point,  this 
should  be  disclosed. 

avoid  haste  when  forming  opinion 

Certain  factors  not  directly 
concerned  with  testimony,  nev- 
ertheless, may  have  a potent 
effect  upon  your  opinion.  One 
is  police  credibility;  most  police 
officers  are  completely  honest, 
but  it  is  not  uncommon  to  find 
that  their  enthusiasm  for  con- 
viction may  lead  to  aberrations 
from  the  truth.  I have  the  high- 
est respect  for  law  enforcement 
officers,  but  this  does  not  mean 
I have  to  believe  their  findings 
and  testimony  through  faith.  It 
is  not  impossible  that  they  may 
be  in  error.  The  pathologist, 
coroner  or  medical  examiner  can 
well  be  in  error  in  a particular 
case  and  their  findings  should  be 
scrutinized  carefully;  occasional- 
ly there  is  prejudgment  of  guilt 
which  affects  their  findings.  Be- 
ware of  the  expert  who  is  glib, 
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or  who  interprets  physical  evi- 
dence far  beyond  the  limits  to 
which  true  experts  would  go. 
Sometimes,  politically  minded 
prosecutors  will  twist  evidence 
to  their  own  advantage.  De- 
fendants will  lie  and  defense 
attorneys  will  omit  the  damag- 
ing part  of  evidence.  Insurance 
will  often  cause  a case  to  be 
prosecuted  unfairly.  In  accept- 
ing any  of  the  above  facts  in 
formulating  your  opinion,  be 
cautious. 


In  any  litigation,  remember 
there  are  three  sides:  my  side, 
your  side  and  the  truth.  I hope 
that  some  day,  physicians  will 
be  able  to  testify  for  the  court 
instead  of  the  defense  or  prose- 
cution. Until  that  time  comes, 
I hope  some  of  the  suggestions 
I made  to  you  will  be  useful  in 
your  presenting  medical  testi- 
mony to  the  courts  in  a clear, 
dignified,  unbiased  manner.  ■ 

9010  N.  Shadow  Mountain 
Drive  (85704) 
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THE  CLOAK  OF  WISDOM 

There  is  a cloak  of  quiet  wisdom  that  every  good  physician  wears  without 
asking  for  it,  or  even  being  aware  of  it.  It  comes  to  him,  after  leaving  medical  school, 
by  virtue  of  continuing  study  and  from  something  else.  So  long  as  he  does  not  ornament 
the  cloak  and  never  tries  to  see  it  with  his  inward  eye,  it  is  sure  to  be  a better  cloak 
than  he  deserves. 

But  he  should  never  deprecate  it  either.  His  patients  want  him  to  wear  it 
and  he  can  do  a better  job  if  he  does,  however  conscious  he  may  be  of  his  own 
shortcomings. 

Wilder  Penfield,  in  an  address  to  The  College  of  Family 
Physicians  of  Canada,  Toronto,  October  8,  1968 
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OREGON 


Oregon  Medical 


Association -21 64  S.W.  PARK  PLACE,  Portland,  Oregon  97205 


president  J.  Richard  Raines,  M.D.,  Portland 

secy-treas.  Lawrence  M.  Lowell,  M.D.  Portland 
executive  secy.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting,  Sept.  23-27,  1969,  Portland 


OMA  Committee  Selection 


J.  Richard  Raines  has  announced  selection  of 
Oregon  Medical  Association  commissions,  councils 
and  committees  for  the  year  1968-69. 

Executive  Committee  of  the  Board  of  Trustees 

J.  Richard  Raines,  Noel  B.  Rawls,  Glenn  M.  Gordon, 
Roy  A.  Payne,  Lawrence  M.  Lowell,  Louis  O. 

Machlan,  Jr.,  Stanley  D.  Kern,  and  Robert  Chia- 

puzio. 

Board  of  Trustees 

J.  Richard  Raines,  Glenn  M.  Gordon,  Noel  B.  Rawls, 
Roy  A.  Payne,  Lawrence  M.  Lowell,  Louis  O. 

Machlan,  Jr.,  Blair  J.  Henningsgaard,  Daniel  K. 
Billmeyer,  Ernest  T.  Livingstone,  John  E.  Tysell, 
Clinton  S.  McGill,  Augustus  M.  Tanaka,  Frank  Perl- 
man, Max  H.  Parrott,  C.  H.  Hagmeier,  G.  Prentiss 
Lee,  Ernest  H.  Price,  Werner  E.  Zeller,  W.  O.  Steele, 
Stanley  D.  Kern,  Russell  W.  Parcher,  Peter  P. 

Rowell,  Vernon  D.  Casterline,  Frank  P.  Girod,  Olin 
M.  Byerly,  William  I.  Holcomb,  Robert  Chiapuzio, 
John  T.  Weisel,  Paul  W.  Sharp,  Richard  C.  Robin- 
son, W.  T.  Edmundson,  E.  I.  Silk,  Robert  W.  Pol- 
lock. 

Committee  on  Ethics 

Louis  O.  Machlan,  Jr.,  chairman;  J.  Richard  Raines, 
Noel  B.  Rawls,  Glenn  M.  Gordon. 

Committee  on  National  Policy 

Blair  J.  Henningsgaard,  chairman;  John  E.  Tysell, 
Noel  B.  Rawls,  Daniel  K.  Billmeyer,  Augustus  M. 
Tanaka,  Ernest  T.  Livingstone,  Clinton  S.  McGill, 
Max  H.  Parrott,  J.  Richard  Raines,  Frank  Perlman. 


Committee  on  Patient-Physician  Relations 

Earl  L.  Lawson,  chairman;  Julius  H.  Hessell,  Carl 
W.  Calhoun,  Robert  W.  Patton,  Roger  D.  Stack, 
Edward  A.  Lebold,  G.  C.  McNeilly. 

Committee  on  Professional  Consultation 

J.  Oppie  McCall,  chairman;  Matthew  McKirdie, 
George  B.  Long,  J.  Gordon  Grout,  Robert  H.  Tinker, 
Richard  C.  Zimmerman,  Howard  J.  Geist,  Thomas 
M.  Harm,  Russell  L.  Johnsrud. 

Committee  on  Professional  Welfare 

James  F.  Stupfel,  chairman;  George  M.  Bums,  Wil- 
liam K.  Hemhill,  Andrew  C.  Lynch,  Richard  H. 
Kosterlitz,  Walter  C.  Reiner,  W.  Wells  Baum. 

Committee  on  Public  Policy 

Donald  F.  Kelly,  chairman;  C.  H.  Hagmeier,  vice 
chairman;  Craig  B.  Leman,  Robert  B.  Litin,  Clay 
A.  Racely,  Glenn  C.  Miller,  George  R.  Satterwhite, 
James  T.  Post,  Dorin  S.  Daniels,  Daniel  K.  Bill- 
meyer, Edward  N.  McLean,  Homer  H.  Harris,  Rob- 
ert L.  Mighell,  Clinton  S.  McGill,  Jan  M.  Collins, 
James  A.  Brooks,  J.  I.  Moreland,  Mark  R.  Neary, 
David  W.  Macfarlane,  James  Lium,  Roy  A.  Payne, 
Thomas  H.  Hendricks. 

Committee  on  Revision  of  Bylaws 

Willis  J.  Irvine,  chairman;  William  I.  Holcomb, 
Glenn  M.  Gordon,  Weldon  T.  Ross,  Ralph  S.  Craw- 
shaw,  Clinton  S.  McGill,  Louis  O.  Machlan,  Jr. 

Committee  on  Annual  Session 

Roy  A.  Payne,  chairman;  Robert  S.  Miller,  Walter 
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A.  Goss,  Robert  L.  Hare,  Peter  DeWitt,  Merritt 
Linn,  Alan  L.  Morgenstern,  L.  Paul  Rasmussen, 
Arthur  L.  Rogers,  Frank  B.  Hege,  Jr. 

Committee  on  Publications 

Jon  V.  Straumfjord,  chairman;  R.  Wayne  Espersen, 
Franklin  J.  Underwood. 

Committee  on  Emergency  Medical  Service 

Craig  B.  Leman,  chairman;  Philip  A.  Snedecor,  vice 
chairman;  Charles  B.  Hinds,  Jr.,  J.  C.  Keever,  Bent- 
ley Altizer,  Laurel  G.  Case,  D.  R.  Rich,  Paul  Camp- 
bell, Norman  D.  Logan,  John  F.  Hayes,  Michael  S. 
Mason,  Melvin  W.  Reeves,  Herbert  A.  Spady,  Marsh 
O.  Perkins,  John  H.  Gilberts. 

Committee  on  Federal  Medical  Service 

G.  Prentiss  Lee,  chairman;  Willis  J.  Irvine,  vice 
chairman;  Edwin  R.  Mack,  C.  H.  Babbitt,  Thomas 

A.  Edwards. 

Committee  on  Hospitals  and  Related  Institutions 

Louis  O.  Machlan,  Jr.,  chairman;  D.  L.  England, 
vice  chairman;  George  McGeary,  G.  Alan  Fisher, 

F.  Wendell  Ford,  Thomas  E.  Upton,  Robert  M. 
Heilman,  John  O.  Branford,  George  E.  Burger- 
meister,  Stephen  W.  Maks,  Stuart  M.  Lancefield, 
Cameron  J.  Wiley. 

Liaison  to  Oregon  Nurses  Association 

John  A.  Blanchard,  chairman;  Leroy  W.  Steinmann, 
Hugh  B.  Johnston,  Forrest  E.  Rieke,  Ivan  I.  Lang- 
ley, Robert  L.  Hare,  Eugene  S.  Sullivan,  Jr. 

Liaison  Committee  to  Oregon  State  Dental  Association 

James  V.  Woodworth,  chairman;  William  D.  Swan- 
cutt,  John  W.  Hoffman,  James  V.  Meyer,  C.  A.  Van 
Kleek,  John  M.  Ross. 

Committee  on  Military  Affairs 

Noel  B.  Rawls,  chairman;  Douglass  S.  Johnson,  John 

B.  Easton,  John  S.  Giffin,  Laurence  K.  MacDaniels, 
Daniel  E.  Dilaconi. 

Committee  on  Pharmacy  and  Drugs 

Richard  E.  Lahti,  chairman;  Robert  L.  Cutter,  Frank 

G.  White,  L.  W.  Stauffer,  Aubrey  M.  Hill,  Norman 
A.  David,  Wayne  M.  Pidgeon,  Robert  Brumett,  Leon 
F.  Ray,  Robert  E.  Ransmeier,  Donald  G.  Edwards, 
Jan  M.  Collins,  Mr.  Dennis  Ellison. 

Committee  on  Voluntary  Health  Insurance 

C.  H.  Hagmeier,  chairman;  Joseph  H.  Eusterman, 
Raymond  F.  Graap,  W.  J.  McHolick,  Thomas  C. 
Bolton,  William  O.  Steele,  Alfred  C.  Hutchinson, 
James  B.  Hampton,  Roderick  L.  Johnson,  Irvin  J. 
Schneider. 

Committee  on  Rural  Health 

Donald  E.  Boye,  chairman;  Thomas  A.  Gail,  vice 


chairman;  Charles  K.  Linehan,  E.  Wayne  Roberts, 
Dean  Macy,  Robert  A.  Wymore,  Sam  Pobanz,  M.  D. 
Gulick. 

Committee  on  State  Industrial  Affairs 

Edward  K.  Kloos,  chairman;  John  D.  Welch,  vice 
chairman;  Menzie  McKim,  John  H.  Weare,  George 

C.  McCallum,  Arthur  M.  Compton,  Robert  T. 
Capps,  Lester  H.  Eisendorf,  Orville  N.  Jones,  Linton 

G.  Weed,  Gene  T.  McCallum,  William  L.  Smith, 
David  K.  Hills,  William  E.  Matthews,  Howard  L. 
Cherry,  Charles  B.  Bird,  Mr.  Richard  Matteri. 

Workmen's  Compensation  Advisory  Committee 
on  Medical  Affairs 

E.  Hume  Downs,  chairman;  Ralph  M.  Wade,  Rich- 
ard M.  Stevens,  Paul  B.  Campbell,  John  P.  Dennis. 

Advisory  to  Woman's  Auxiliary 
J.  Richard  Raines,  chairman;  Noel  B.  Rawls,  Glenn 
M.  Gordon,  Roy  A.  Payne,  Lawrence  M.  Lowell, 
Louis  O.  Machlan,  Jr.,  Stanley  D.  Kern,  Robert 
Chiapuzio. 

Joint  Medical-Legal  Committee 
to  Oregon  State  Bar  and  OMA 

Ambrose  B.  Shields,  chairman;  N.  D.  Smith,  Julius 

H.  Hessel,  N.  J.  Wilson,  Charles  A.  Fagan. 

Committee  on  Aging 

Not  appointed. 

Committee  on  Cancer 

Lester  A.  Hagland,  chairman;  Charles  E.  Donley, 
George  M.  Long,  Alan  S.  Markee,  Mitchell  Heine- 
man,  Harvey  M.  Baker,  N.  J.  Campbell. 

Committee  on  Blood  Banks  and  Transfusion  Services 

William  C.  Scott,  chairman;  Keith  D.  McMilan, 
vice  chairman;  James  P.  Howbert,  Frank  L.  Vrtiska, 
Jacqueline  D.  Pettet,  Thomas  J.  Tinsley,  Robert  M. 
Connell,  David  K.  Taylor,  Bernard  Pirofsky,  Robert 
G.  Pittinger. 

Committee  on  Charitable  Medical  Care 

James  H.  Stewart,  chairman;  C.  J.  Rademacher,  John 
U.  Bascom,  Bert  J.  Hoeflich,  George  Zupan,  Augus- 
tus M.  Tanaka,  Gaylord  C.  Weeks,  Dale  C.  Rey- 
nolds, Louis  F.  Michalek,  Peter  J.  Batten,  Martin 

D.  Merris,  Webster  C.  Brown,  Phyllis  Church,  T. 
David  Lee,  Jr.,  James  H.  Seacat. 

Committee  on  Child  Health 

Edgar  M.  Rector,  chairman;  Max  J.  Stephenson, 
vice  chairman;  Milton  J.  Johnson,  Don  B.  Rice,  Jo- 
seph Emmerich,  Henry  H.  Dixon,  Jr.,  S.  Gorham 
Babson,  Carl  G.  Ashley,  J.  Arthur  May,  J.  V. 
Springer,  John  W.  Schulte. 
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Committee  on  Conservation  of  Hearing 

Paul  B.  Myers,  chairman;  Lorance  B.  Evers,  O.  C. 
Chowning,  Jr.,  William  D.  Swancutt,  Kennett  G. 
Sublette,  Richard  A.  Hodgson.  George  E.  Chamber- 
lin, Robert  R.  Cooper. 

Committee  on  Traffic  Safety 

Richard  R.  Carter,  chairman;  Richard  H.  Ettinger, 
David  D.  Kliewer,  Robert  J.  Fry,  Stanley  L.  James, 
Robert  Kaye,  Norman  M.  Janzer,  Rudolph  M.  Crom- 
melin,  Lewis  W.  Jordan,  Henry  J.  Kellogg,  Ralph 

R.  Sullivan,  Arthur  A.  Fisher,  Joseph  W.  Nadal, 
Howard  Kaliher,  Mr.  Larry  Krupa. 

Committee  on  Tuberculosis 

J.  Karl  Poppe,  chairman;  Thomas  W.  Adams,  Robert 
W.  Pollock,  R.  F.  Meincke,  Earl  Lawson,  Leonard 
L.  Silvers,  Lawrence  M.  Lowell,  Donald  E.  Olson, 
Robert  D.  Michel. 

Committee  on  Venereal  Disease 

F.  A.  J.  Kingery,  chairman;  J.  S.  Reinschmidt,  Mark 

S.  Kochevar,  Otto  R.  Emig,  F.  Douglas  Day,  Robert 
J.  Moore,  John  Bassett,  Kit  Johnson. 

Advisory  on  Oregon  Regional  Medical  Program 

Herman  A.  Dickel,  Ernest  T.  Livingstone. 

Committee  on  Public  Relations 

George  R.  Satterwhite,  chairman;  Bill  B.  Ferguson, 
vice  chairman;  Lee  Thompson,  Stanley  A.  Boyd,  J. 
Allan  Henderson,  Kennett  Sublette,  J.  L.  Chitty, 
Carl  W.  Calhoun,  Donald  F.  Kelly,  Lendon  H. 
Smith,  Donald  T.  Smith,  Roger  W.  Hallin,  Don 
McNeill,  William  E.  Purnell,  Mr.  Mike  Gilbert. 

Committee  on  Oregon  Medical  History 

E.  G.  Chuinard,  chairman;  Jessie  Laird  Brodie,  John 
E.  Tysell,  A.  O.  Pitman,  Sr.,  Roy  A.  Payne,  J.  P. 
Brennan,  Blair  Holcomb,  Huldrick  Kammer,  Miss 
Bertha  B.  Hallam,  Lyle  B.  Kingery,  Joseph  F. 
Paquet,  Franz  R.  Stenzel,  Herbert  A.  Spady,  Thomas 
E.  Griffith. 

Committee  on  Medicine  and  Religion 

W.  A.  Thierfelder,  chairman;  Glenn  M.  Gordon, 
Harold  C.  Rockey,  Paul  F.  Wilson,  Wesley  Allen, 
William  P.  Kean,  Richard  N.  Bolton,  Abe  Puziss, 
Paul  E.  Zuelke,  Melvin  W.  Reeves,  Eldon  W.  Snow, 
Verner  V.  Lindgren,  Miles  L.  Custis,  Allan  L.  Ferrin, 
Dorothy  W.  White. 

Committee  on  Environmental  Pollution 

Ronald  A.  Findlay,  chairman;  James  Morris,  vice 
chairman;  Sheldon  L.  Wagner,  William  W.  Service, 
Bruce  Williams,  Clarence  A.  Jenike,  Frank  Perlman, 
James  Gray,  Harold  T.  Osterud,  Raymond  R.  Sus- 
kind,  Nelson  R.  Niles,  John  E.  Tuhy,  Thad  C.  Stan- 
ford. 


Special  Committee  to  Study  Public  Law  89-749 

Glenn  M.  Gordon,  chairman;  Noel  B.  Rawls,  E. 
Albert  Moody,  Donald  E.  Poage,  Augustus  M.  Ta- 
naka, Louis  J.  Feves,  Ralph  S.  Crawshaw,  Clinton 
S.  McGill,  Grant  B.  Hughes,  Forrest  E.  Rieke,  Morris 
K.  Crothers,  Louis  O.  Machlan,  Jr.,  John  E.  Tysell, 
Ernest  T.  Livingstone,  Max  H.  Parrott,  J.  Richard 
Raines. 

Special  Committee  on  Title  XIX  of  Public  Law  89-97 

Daniel  K.  Billmeyer,  chairman;  Raymond  M.  Mc- 
Keown,  John  E.  Tysell,  James  H.  Stewart,  Thomas 
E.  Upton,  Morton  J.  Goodman,  C.  H.  Hagmeier, 
Donald  F.  Kelly,  Ernest  T.  Livingstone,  Clinton  S. 
McGill,  Max  H.  Parrott,  Morris  K.  Crothers,  James 
H.  Seacat,  William  C.  Crothers. 

Conservation  of  Vision 

Peter  P.  Rowell,  chairman;  Robert  E.  Cowger,  vice 
chairman;  Arthur  S.  Rathkey,  Walter  R.  Enders,  M. 
Harvey  Johnson,  Richard  E.  Markley,  Richard  A. 
Lalli,  Sharon  Horn,  A.  J.  Kreft,  Bruce  Till,  John 
William  Unruh,  Raymond  L.  Erickson. 

Committee  on  Diabetes 

Robert  L.  Hare,  chairman;  Kenric  Jones,  Charles  K. 
Chapman,  Lewis  J.  Weller,  Charles  E.  Cottel,  Rich- 
ard M.  Stevens,  James  Garland,  Kenneth  B.  Haever- 
nick,  Jules  F.  Bittner,  Rudolph  M.  Crommelin,  John 
W.  Partridge,  William  E.  Drips,  Jr. 

Committee  on  Heart  Disease 

Wayne  R.  Rogers,  chairman;  James  A.  Riley,  W.  E. 
Harris,  Arthur  L.  Forsgren,  John  T.  Brandenburg, 
Jules  F.  Bittner,  Herbert  E.  Griswold,  Leonard  B. 
Rose,  John  W.  Bussman,  Leonard  W.  Ritzmann, 
Gordon  K.  Peterson,  Max  J.  Stephenson. 

Committee  on  Industrial  Health 

John  D.  Welch,  chairman;  Forrest  E.  Rieke,  vice 
chairman;  Roger  M.  Flanagan,  Raymond  S.  Tice, 
Roland  M.  Mayer,  Roy  E.  Cochran,  Allen  L.  Mun- 
dal,  W.  J.  Sittner,  Ralph  R.  Sullivan,  Walter  H. 
Achterman. 

Advisory  Committee  to  Oregon  State  Board 
of  Health  on  Laboratory  Standards 

M.  M.  Patton,  chairman;  Mr.  Robert  F.  Brooks, 
Albert  A.  Oyama,  Beatrice  K.  Rose. 

Committee  on  Maternal  Welfare 

Robert  G.  Furrer,  chairman;  Dale  von  Ruden,  Ger- 
hard W.  Tank,  Frank  A.  Moore,  John  D.  Sigurdson, 
Gordon  W.  McGowan,  Carl  G.  Ashley,  E.  M.  deCas- 
tro,  John  W.  Tarnasky,  R.  B.  Durfee,  Betty  Jo 
Davenport,  James  H.  Harris,  Horace  McGee. 

Committee  on  Mental  Health 

Paul  H.  Blachly,  chairman;  Charles  C.  Brown,  Rob- 
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ert  I.  Daugherty,  June  Peters  Byers,  Daniel  K.  Bill- 
meyer,  E.  I.  Silk,  Ralph  S.  Crawshaw,  Robert  L. 
Mighell,  Wayne  M.  Pidgeon,  G.  Parvaresh,  Harold 
Boverman,  Charles  Johnston,  Charles  Sabin  Belknap, 
Dean  K.  Brooks,  Kenneth  D.  Gaver,  T.  H.  Hendricks, 
Mr.  David  McGee. 

Committee  on  Perinatal  Mortality  Studies 

S.  Gorham  Babson,  chairman;  G.  J.  Schunk,  vice 
chairman;  E.  Albert  Moody,  John  R.  Berry,  Marilyn 
A.  Nelson,  H.  L.  Boehnke,  Ralph  E.  Whiting,  Carl 

G.  Ashley,  Ralph  C.  Benson,  A.  Kent  Chappell, 
C.  W.  Van  Rooy,  Robert  E.  Thomfeldt,  Richard  W. 
Franklin,  Morton  G.  Eleff,  Thomas  E.  Olsen,  Mr. 
Richard  L.  Lessel,  Miss  Marion  M.  Martin,  Miss 
Susan  Bradley. 

Committee  on  Public  Health 

William  A.  Fisher,  chairman;  Robert  A.  Moffitt, 
vice  chairman;  Richard  H.  Oehler,  B.  Brandt  Bartels, 
Harold  T.  Osterud,  Thomas  L.  Meador,  Edward 
Press,  Walter  C.  Reynolds,  C.  O.  Schneider,  John 

H.  Donnelly,  Peter  J.  Batten,  Marvin  M.  John,  Mr. 
James  Novak. 


Committee  on  Rehabilitation 

Calvin  H.  Kiest,  Jr.,  chairman;  W.  J.  McHolick, 
Howard  E.  Johnson,  C.  Conrad  Carter,  Rodney  K. 
Beals,  C.  A.  Macfarlane,  Ldand  Cross,  John  P. 
Trommald,  Ken  Smyth,  Willard  J.  Stone. 

Study  Committee  on  Grass  Roots  Representation 

Joseph  L.  Miller,  Jr.,  ohairman;  Richard  H.  Ettinger, 
Peter  T.  Wolfe,  John  U.  Bascom,  John  E.  Tysell, 
John  R.  Watson,  Ralph  S.  Crawshaw,  John  H. 
Springer,  Louis  O.  Machlan,  Jr.,  Ernest  T.  Living- 
stone, John  Rennebohm. 

Ombudsman  Committee 

Joseph  L.  Miller,  Jr.,  John  U.  Bascom,  Robert  C. 
Luther,  Daniel  K.  Billmeyer,  Robert  P.  Burns,  Mor- 
ton J.  Goodman,  Theodore  H.  Lahman,  Louis  O. 
Machlan,  Jr.,  Oliver  N.  Massengale,  John  M.  Roddy, 
William  R.  Sweetman. 

Council  on  Medical  Education 

Merle  Pennington,  chairman;  George  J.  Schunk, 
vice  chairman;  Robert  I.  Daugherty,  William  D. 
Harrison,  James  A.  Riley,  Herman  A.  Dickel,  W. 
James  Kuhl,  Jr.,  William  J.  Pyrch,  M.  Roberts 
Grover,  Glenn  M.  Gordon.  ■ 


Quickly  raises  hemoglobin  levels, 
restores  iron  reserves. 
Well-tolerated  and  easy  on 
the  budget,  too. 

SUPPLIED:  320  mg  tablets  in  bottles  of 
100,  500  and  1,000. 

!:I;U»I?I  BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y.  10016 
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UOMS  Appointment 


DAVID  W.  JOHNSON,  M.D. 


David  W.  Johnson  has  been  appointed  associate 
professor  of  public  health  and  preventive  medicine 
at  the  University  of  Oregon  Medical  School,  Dean 
Charles  N.  Holman  announced. 

Dr.  Johnson  received  his  bachelor’s  and  doctor  of 
veterinary  medicine  degrees  from  Washington  State 
University.  He  practiced  veterinary’  medicine  in  New 
York,  Massachusetts,  and  Washington  before  enter- 
ing the  University  of  Oregon  Medical  School  in 
1956.  After  earning  his  M.D.  degree  in  1960,  he 
went  on  to  take  his  master’s  in  public  health  at  the 
University  of  California  and  his  internship  at  Brem- 
erton Naval  Hospital,  Washington.  He  spent  the  first 
year  of  his  residency  in  epidemiology  at  the  Uni- 
versity of  California  at  Berkeley,  the  second  year 
in  public  health  at  the  Seattle-King  County  Depart- 
ment of  Health,  and  the  third  year  in  occupational 
health  at  the  Boeing  Aircraft  Company,  Seattle,  and 
the  Washington  State  Department  of  Health. 

Dr.  Johnson  was  a U.S.  delegate  to  the  SEATO 
Military  Medicine  Conference  in  1966  while  he  was 
preventive  medicine  officer  with  the  Pacific  Fleet. 
Before  coming  to  the  Medical  School  he  was  com- 
manding officer  of  the  Naval  Medical  Research  Unit 
at  the  University  of  California  at  Berkeley.  ■ 


OMA  House  of  Delegates 

Oregon  Medical  Association’s  House  of  Delegates 
held  its  mid-year  meeting  April  11,  12,  13  at  the 
Sweetbrier  Inn,  Portland. 

Publication  date  of  northwest  medicine  did  not 
allow  coverage  of  the  meeting.  The  May  issue  will 
carry  full  information  on  the  meeting.  ■ 


Grant  Awarded 

Oregon  Tuberculosis  and  Health  Association  has 
made  a grant  of  $4,000  to  Duane  F.  Taylor,  Salem, 
as  initial  financing  of  a new  care  technique  he  has 
developed  which  helps  reduce  the  possibility  of 
fatal  blood  clots  in  heart-lung  patients. 

Mrs.  James  E.  Bunnell,  executive  director  of  the 
association,  presented  the  $4,000  to  Dr.  Taylor  to 
complete  his  research  at  Salem  Memorial  Hospital. 

Dr.  Taylor  has  conducted  a three  and  one-half 
year  pilot  project  involving  1,018  general  cases  and 
222  heart  patients.  All  subjects  were  reported  to 
have  responded  favorably  to  the  technique.  The 
project  will  make  a detailed  study  of  some  200  cases 
over  a three  to  five  year  period.  ■ 


OMPAC  Meeting 

Oregon  Medical  Political  Action  Committee  held 
its  state  board  meeting  at  the  Village  Green,  Cottage 
Grove,  Oregon,  February  15.  The  meeting  was  a 
combination  board  meeting  and  educational  day. 

Major  activities  at  the  morning  business  meeting 
were  the  election  of  officers,  creation  of  a new  office, 
and  introduction  of  a new  OMPAC  staff  member. 

T.  H.  Hendricks,  The  Dalles,  succeeded  Merle 
Pennington,  Sherwood,  as  state  chairman.  Dr. 
Hendrick’s  executive  committee  is  comprised  of  Mrs. 
Robert  S.  Miller,  vice  chairman,  Bill  B.  Ferguson, 
secretary-treasurer,  and  ex-officio  members  Blair  J. 
Henningsgaard  and  Max  H.  Parrott. 

Clinton  S.  McGill  was  elected  to  a newly-created 
position  as  Director  of  Education,  and  will  also  serve 
on  the  executive  committee. 

1969  Board  Members  include: 

Region  one:  Merle  Pennington,  district  chairman; 
Daniel  K.  Billmeyer,  Mr.  Robert  H.  Eisner,  Mrs. 
John  Hoffman,  E.  T.  Livingstone,  Mrs.  Roy  A. 
Payne,  and  John  Zapp. 

Region  two:  William  J.  Kubler,  John  M.  Ross, 
James  H.  Seacat,  A.  M.  Tanaka,  Mrs.  Frank  G. 
White,  and  George  Zupan. 

Region  three:  William  A.  Fisher,  district  chair- 
man; Clem  Eischen,  R.P.T.,  John  F.  Hayes,  Donald 
F.  Kelly,  Louis  O.  Machlan,  Jr.,  Lawrence  Palzinski, 
D.O.,  and  William  Ross. 

Region  four:  George  C.  McCallum,  district  chair- 
man; Robert  Chiapuzio,  James  H.  Harris,  Andrew 
C.  Lynch,  Clay  A.  Racely,  and  Richard  M.  Stevens. 

Mr.  Robert  L.  Dernedde,  a recent  OMA  staff  addi- 
tion, was  introduced  as  OMPAC  Field  Represent- 
ative. Mr.  Dernedde  is  Associate  Executive  Director 
of  the  OMA  in  charge  of  public  affairs.  ■ 
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PRESIDENT’S  page 


It  is  an  article  of  faith  among  health  planners  and 
even  a tenet  of  the  American  Medical  Association 
that  there  is  a crisis  in  Medical  Manpower.  There 
is  assumed  to  be  a shortage  of  physicians,  and  more 
obviously  there  is  maldistribution,  with  severe  short- 
ages in  rural  areas  and  among  underprivileged 
groups.  And,  of  course,  the  well  known  rapid  re- 
duction in  the  actual  and  proportionate  numbers  of 
doctors  doing  family  practice  is  of  great  concern. 

Where  does  Oregon  stand  in  this  doctor  numbers 
game?  The  doctor/population  ratio  in  Oregon  in 
1966  was  one  physician  to  667  persons  and  na- 
tionally one  to  698.  The  Oregon  figures  seem  rela- 
tively good,  but  this  is  small  consolation  to  the 
people  who  must  wait  weeks  for  an  appointment, 
or  to  the  communities  that  have  no  doctor,  or  per- 
haps had  five  or  six  physicians  who  are  leaving 
one  at  a time  as  they  get  more  and  more  overworked. 

Opinions  differ  as  to  whether  there  is  a real  or 
impending  crisis  in  the  numbers  of  doctors  practicing 
in  Oregon.  This  evaluation  depends  to  a consider- 
able extent  on  some  uncertain  factors  such  as  the 
rate  of  population  growth,  of  increase  in  demand  for 
medical  care,  and  the  possibility  of  greater  utilization 
of  physicians’  time  by  aid  from  paramedial  per- 
sonnel. 

Where  do  our  doctors  come  from,  and  what  does 
the  future  hold? 

The  University  of  Oregon  Medical  School  is  much 
the  largest  single  source  of  physicians  in  the  State, 
although  54  percent  of  our  doctors  graduated  else- 
where. Increasing  the  output  of  the  Medical  School 
has  been  a matter  of  much  study  and  planning  by 


former  Dean  Baird  and  his  staff  to  the  end  that 
substantial  increases  in  enrollment  are  well  pro- 
grammed. From  a freshman  class  enrollment  of 
about  72  in  recent  years,  the  1968  entering  class 
is  90.  This  is  projected  to  increase  to  112  in  the 
early  197 0’s,  an  overall  increase  of  55  percent. 
Dean  Holman  is  fighting  the  battle  of  providing 
facilities  for  this  increased  enrollment,  and  the  even 
more  difficult  task  of  obtaining  funds  for  sufficient 
qualified  teachers.  No  increase  in  class  size  beyond 
112  is  planned. 

Since  only  42  percent  of  the  University  of  Oregon 
graduates  stay  in  Oregon  we  will  still  be  heavily 
dependent  on  out-of-state  graduates.  Many  states 
are  making  strenuous  efforts  to  attract  and  retain 
doctors.  Some  are  repealing  their  basic  science  laws 
to  make  it  easier  for  doctors  to  obtain  licenses. 
Others  are  providing  special  facility,  financial,  and 
practice  coverage  assistance. 

We  ourselves  must  look  to  other  approaches  to 
induce  more  Oregon  graduates  to  stay  in  the  State, 
to  attract  more  doctors  from  out-of-state,  and  per- 
haps delegate  more  duties  to  lesser  trained  assistants. 

The  Oregon  Medical  Association  feels  a respon- 
sibility to  help  provide  an  adequate  supply  of  phy- 
sicians for  the  State.  The  Council  on  Medical  Edu- 
cation is  beginning  some  studies  and  programs  in 
the  areas  noted  above.  Your  ideas  and  help  in 
accomplishing  this  objective  will  be  welcome.  ■ 
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GRASS  ROOTS  STIRRINGS 


Organized  Medicine  and  Politics 


Labor  lobbyist,  physician.  Welfare  mother,  attorney— all  spoke  by  request 
on  Organized  Medicine  and  Politics.  They  presented  the  first  annual  “Great 
Decisions  in  Medicine”  program,  a feature  of  the  fall  1968  OMA  meeting. 

Eugene  attorney  Arthur  Johnson  spoke  fourth. 

“Aging  liberal.”  That’s  his  self-description  (He  isn’t.  Ed.).  Mountain  climber, 
survival  course  instructor  and  Harvard  Law  graduate  also  apply.  An  able 
attorney  of  forty,  his  interest  includes  questions  of  the  Constitution  and  the 
rights  of  individuals  and  society  under  it. 

He  serves  on  the  Human  Rights  Commission  of  Eugene. 


Mr.  Johnson:  We  are  a divided  nation.  Divisions 
cut  through  our  society  in  patterns  and  degrees 
never  before  experienced.  Scores  of  our  youth- 
many  of  them  the  best  students  in  our  colleges  and 
universities— express  bitter  disillusionment.  Scores 
of  our  people,  young  and  old  alike,  have  partici- 
pated in  acts  of  violence  and  unrest  unequalled 
since  the  Civil  War  itself. 

The  response  to  this  is  a demand,  and  indeed,  a 
pledge  by  every  political  candidate,  for  “law  and 
order.”  Certainly  a safe  phrase.  But  the  problem  is 
how  will  “law  and  order”  be  achieved? 

We  increasingly  accept  the  suggestion  that  “law 
and  order”  can  be  established  and  maintained 
simply  and  essentially  by  the  application  of  greater 
force.  This  is  my  concern.  The  causes  of  our  divi- 
sions, our  racial  unrest,  the  frustration  and  disillu- 
sionment of  our  youth,  do  not  arise  merely  from  the 
lack  of  force.  Therefore  they  will  not  be  resolved 
merely  by  an  application  of  force. 

We  do  not  have  the  time  here  to  analyze  all  of 
the  roots  of  these  problems,  but  I submit  that  you 
will  find  one  cause  basic  to  them  all.  That  is  the 
undeniable  fact  that  we  have  permitted  injustices 
to  exist  and  remain  too  long  uncorrected. 

I use  the  word  injustice  in  its  broadest  sense;  that 
is  (1)  unequal  application  of  rules  of  law,  and 
(2)  a divergence  between  existing  law  and  the 


practice  by  the  people  to  whom  that  law  applies. 

To  the  extent  there  is  a gap  or  divergence  be- 
tween law  and  actual  practice  there  will  be  specific 
injustice,  with  its  resulting  cynicism  and  unrest. 

It  is  basic  jurisprudence  that,  while  law  and 
morality  are  not  and  cannot  be  the  same,  law  and 
morality  must  be  substantially  related  if  that  law 
is  to  have  value  and  meaning  for  a society. 

There  must  be  a moral  or  ethical  basis  for  a law, 
or  the  law  will  not  exist  in  fact  and  there  will  not 
be  compliance.  By  ethical  basis,  we  mean  that  it 
must  be  fair  and  it  must  be  justified  in  fact. 

It  follows  then  that  law  and  order,  in  a democ- 
racy, cannot  be  imposed— it  cannot  be  based  upon 
force  alone.  For  law  and  order  to  prevail,  there 
must  be  a basis  of  public  acceptance.  There  must 
be  a general  belief  that  the  law  is  true  and  fair 
in  substance  and  just  in  application. 

By  now  you  are  saying  to  yourselves  that  these 
are  problems  for  lawyers  and  for  the  courts— legal 
problems.  This  is  not  the  case.  I want  to  point 
out  that  they  are  problems  for  us  all. 

Politics  is  the  vehicle  of  change  and  reform.  Each 
of  us  can  influence  the  vehicle— not  only  through 
our  vote,  or  through  running  for  office,  but  through 
the  many  organizations  and  activities  in  which 
we  participate.  He  who  by  virtue  of  his  education 
and  training  has  a position  of  leadership  in  the 
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community,  and  that  includes  every  physician,  has 
a duty  to  be  informed  and  through  the  many 
channels  available  to  him,  to  apply  his  knowledge, 
intelligence  and  voice  to  see  that  changes  which 
occur  are  truly  in  the  nature  of  reform. 

I have  spoken  of  injustices  which  are  at  the  root 
of  many  of  our  problems;  injustices  which  exist  both 
in  the  form  and  as  the  result  of  a gap  between 
law  and  practice,  gaps  which  contribute  to  the 
breakdown  of  law  and  order.  Let  me  give  you  a 
few  examples. 

The  possessor  of  the  smallest  amount  of  mari- 
juana-even a first  offender— may  be  convicted  of  a 
felony  and  confined  in  the  the  Oregon  State  Peni- 
tentiary. This  is  the  rule  of  law;  thou  shalt  not  be 
in  possession. 

Everyone  knows  that.  Yet  we  also  know  that 
thousands  of  young  people  are  regularly  in  posession. 
Literally  hundreds  are  caught  and  prosecuted.  A 
frightening  gap  exists  between  the  law  and  the 
practice  by  many  of  our  youth,  and  there  is  no 
evidence  that  it  is  about  to  abate. 

The  proponents  of  the  law  at  the  time  of  its 
adoption,  and  those  urging  strict  enforcement  today, 
assert  that  the  use  of  marijuana  is  harmful  to  the 
body,  causes  violent  behavior  and  crime,  and  leads 
to  the  use  of  addicting  drugs,  particularly  heroin. 

On  the  other  hand  the  Medical  Society  of  the 
County  of  New  York  has  stated  flatly  that  there  is 
no  evidence  that  marijuana  use  is  associated  with 
crimes  of  violence.  Goodman  and  Gilman,  in  The 
Parmacological  Basis  of  Therapeutics,  state  quite 
explicitly  that  marijuana  habituation  does  not  lead 
to  the  use  of  heroin. 

So  the  dangers  of  the  drug  are  in  question. 

Last  week  I heard  a law  enforcement  official 
tell  a group  of  young  people  that  the  reason  they 
should  obey  the  marijuana  law  was  that  they  would 
go  to  jail  if  they  did  not.  That  sounds  logical 
enough.  But  that  threat  of  force  has  not  been 
enough  in  the  past  and  will  not  be  enough  to 
achieve  compliance  in  the  future. 

Rather,  we  need  research  to  learn  the  nature  of 
the  drug,  the  physiological  effect  of  its  use.  We  need 
scientific  evidence  of  the  nature  and  extent  of  its 
harm.  That  evidence  must  be  made  public  and  the 
few  and  its  enforcement  must  then  be  conformed  to 
the  scientific,  the  factual,  the  ethical  basis  that  is 
established. 

In  this  respect  I commend  the  American  Medical 
Association  and  the  Oregon  Medical  Association  for 
courageous  steps  which  those  organizations  have 
taken  in  this  sensitive  area.  More  work  remains  to 
be  done. 

Another  example  where  law  and  practice  diverge 
is  in  regard  to  abortions.  Despite  the  well  known 
and  severe  sanctions  against  abortion,  you  and  I, 


through  our  respective  professions,  and  the  public 
through  the  news  media,  know  that  thousands  of 
illegal  abortions  occur  every  year  in  this  country’. 
In  February  1967  the  Salem  Capitol  Journal  pub- 
lished a series  of  articles  about  the  extent  of  abortion 
in  Oregon.  One  of  your  members,  an  Oregon  physi- 
cian, was  quoted  as  saying  that  he  saw  an  average 
of  35  girls  a year  who  required  medical  assistance 
following  illegal  abortions. 

Those  who  are  affluent  travel  to  Sweden,  or  more 
commonly  now,  to  Japan.  Those  who  are  not  afflu- 
ent suffer  the  humiliation  and  the  very  great  risk 
of  seeing  an  illegal  abortionist.  I am  not  here 
asserting  what  the  law  should  be.  I am  only  saying 
again  that  when  there  is  that  incredible  gap  between 
what  the  law  is  and  what  the  practice  is,  something 
is  very  wrong.  The  sanction,  the  theat  of  force,  is 
not  enough  to  obtain  compliance. 

I do  not  suggest  that  the  physician  is  more  respon- 
sible than  the  rest  of  the  community  for  laws  gov- 
erning marijuana  or  abortion  or  for  other  areas. 
I pose  these  simply  as  examples  of  breakdowns  in 
the  rule  of  law  because  of  unacceptance  of  the  rule, 
because  of  unacceptance  of  the  premises  upon  which 
it  is  based,  and  the  unequal  application  which 
results. 

When  such  a breakdown  becomes  so  apparent, 
the  intelligent  and  responsible  men  in  the  com- 
munity need  to  see  that  the  facts  justifying  the  law 
are  made  known.  And  if  the  facts  do  not  justify 
the  existing  law,  then  those  same  men  need  to  push 
toward  appropriate  reform. 

This  is  particularly  essential  in  areas  such  as 
abortion,  because  the  victims  of  the  law,  those  with 
the  greatest  need  to  speak  out  against  it,  are  effec- 
tively silenced  by  the  fact  of  their  participation. 

I have  mentioned  only  two  examples  out  of  per- 
haps hundreds  which  we  could  review.  If  time 
permitted  I would  like  to  review  with  you  problems 
of  our  criminal  law,  our  penal  system,  our  bail 
system,  the  vast  area  of  racial  injustice,  inequities 
in  our  tax  structure,  utilization  of  our  natural  re- 
sources, the  pollution  of  our  air  and  water.  There 
are  endless  examples  where  injustice  thrives  by  un- 
equal application  of  the  rule  and  by  unacceptance 
of  the  rule  because  the  premises  upon  which  the 
rule  is  based  are  not  justified  or  established  in  fact. 

However  by  the  examples  given,  I hope  to  show 
that  we  cannot  be  comfortable  in  the  belief  that  a 
few  more  policemen  or  a few  more  convictions  will 
bring  law  and  order. 

While  we  need  and  will  always  need  good  law 
enforcement,  law  and  order  will  prevail  only  when 
good  men  fully  concern  themselves  with  the  injus- 
tices within  society  and  bring  their  influence  to 
correct  them. 

continued  on  page  359 
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vacation  in 

a vial: 

the  spasm 
reactors 
in  your  practice 
deserve 


“the  onnatal  ^Effect ” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital  (14  gr.)  16.2  mg. 

(Warning:  may  be  habit  forming) 

(%  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing-  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  writh  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


/I'H'DOBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


290  tangerines 
or  30  Allbee  with  Q. 

Your  patient  would  have  to  peel  and  eat  290  tangerines  a month, 
almost  10  every  day,  to  get  as  much  Vitamin  C as  is  contained  in  just 
one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily). 

In  addition,  each  capsule  provides  full  therapeutic  amounts  of  the 
B-complex  vitamins.  For  example,  as  much  niacin  as  2 pounds  of  sirloin 
steak.  This  handy  bottle  of  30  Allbee  with  C capsules  gives  your  patient 
a month’s  supply  at  a very  reasonable  cost.  Also  the  economy  size  of 
100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 


30  Capsules 


Allbee'withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  B$)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


A.H.  Robins  Company,  Richmond,  Va.  23220 


continued  from  page  356 

The  audience  wrote  the  following  notes  in  response: 

He  apparently  ignored  the  stated  subject,  “Medicine  and  Politics."  He  talked 
about  the  law  and  legislation,  but  not  at  all  about  politics. 

“Everyone  knows  severe  sanctions  will  apply  to  those  found  in  possession 
of  marijuana This  is  not  so.  Conversely,  “ everyone ” knows  that  such  sanctions 
are  not  being  applied. 

Are  you  in  favor  of  a national  ombudsman  or  a tribune  of  legislative 
appeal  and  one  for  executive  appeal?  Why  does  not  the  Bar  Association  press 
for  quicker  legislative  change  for  bad  laws! 

It  seems  to  many  of  us,  as  it  apparently  does  to  you,  that  it  is  high  time 
we  show  by  actions  that  we  realize  that  morals  cannot  be  legislated. 

The  teenybopper  burns  grass  initially  out  of  curiosity  and  to  test  his  inde- 
pendence. Our  parental  response  to  this  is  quite  immature  and  beset  with 
frustration.  So,  like  a child  (the  inner  child  within  ourselves),  we  reflexly 
turn  to  authority  to  back  up  our  feelings. 

What  authority  have  we?  The  law.  The  law  is  now  our  parent.  The  teeny- 
bopper,  too,  is  trying  to  communicate  with  his  parents,  but  there  is  a breakdown 
in  communications.  Instead  of  trying  to  understand  our  kids,  we  call  the  cops. 

Stress  is  needed  in  the  area  of  training  kids— yes,  and  even  us.  How  can 
we  at  least  be  fair  parents  even  if  we  cant’  be  really  good  ones. 

Medicine  is  being  prostituted  as  regards  marijuana  to  inforce  or  justify 
society’s  sanctions! 

Are  there  basic  laws  that  we  disobey  to  our  peril? 

How  do  we  increase  the  moral  level  of  a people  so  that  the  need  for  more 
laws  will  not  exist? 

What  have  (sic)  the  Bar  Association  been  doing  to  correct  the  inequal  (sic) 
applications  of  justice  that  you  spoke  about? 

Next  month  in  this  space  Morton  Goodman  will  present  his  views. 

Like  it  or  not,  you  are  a part  of  this  discussion.  As  you  speak  up  through 
OMA  and  OMPAC,  you  influence  partisan  politics  and  legislation. 

Silence  offers  no  escape.  When  you  do  not  speak,  when  the  OMA  does 
not  speak,  the  silence  is  deafening  and  of  equal  influence.  The  influence  of 
good  but  silent  man  can  serve  evil  ends. 

Openly  expressed  opinions  in  this  series  may  generate  discussion  and  contro- 
versy. We  hope  they  will.  The  “Great  Decisions”  we  make  in  1969  on  Organized 
Medicine  and  Politics  should  follow  examination,  throughout  this  year,  of  all 
views  and  conflicting  evidence. 

A word  about  the  second  annual  “Great  Decisions  in  Medicine”  topic. 
What  is  important  enough  in  Oregon  to  engage  the  attention  and  effort  of  2,000 
trained,  capable,  prosperous,  influential  physicians?  You  might  think  on  it. 
You  might  have  an  answer  ready  for  the  poll  soon  to  come.  Let  not  your 
silence  make  our  choice  a bad  one. 

The  Gross  Roots  Committee 
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lubadub  hibadnt 


His  heart  tells  him  he’s  an  invalid. 
You  know  he’s  not. 


OZ&iMfWb. 


Photograph  professionally  poseo. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 

persistent  and  associated  with  ataxia,  usually  responds  to 

dose  reduction;  occasionally  concomitant  CNS  stimulants 

(amphetamine,  mephentermine  sulfate)  are  desirable.  I 

Allergic  or  idiosyncratic  reactions  are  rare,  but  such  | 

reactions,  sometimes  severe,  can  develop  in  patients 

receiving  only  1 to  4 doses  who  have  had  no  previous 

contact  with  meprobamate.  Previous  history  of  allergy  may  | 

or  may  not  be  related  to  incidence  of  reactions.  Mild 

reactions  are  characterized  by  itchy  urticarial  or 

erythematous  maculopapular  rash,  generalized  or  confined 

to  groin.  Acute  nonthrombocytopenic  purpura  with 

cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 

fever  have  been  reported.  One  fatal  case  of  bullous 

dermatitis  following  intermittent  use  of  meprobamate  with 

prednisolone  has  been  reported.  If  allergic  reaction 

occurs,  meprobamate  should  be  stopped  and  not 

reinstituted.  Severe  reactions,  observed  very  rarely,  include 

angioneurotic  edema,  bronchial  spasms,  fever,  fainting 

spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


nxiety  is  expected  in  the  cardiovascular  patient, 
little  may  even  be  desirable. 

jt  when  anxiety  is  exaggerated  . . . when  it 
iterferes  with  sleep  . . . when  it  aggravates 
irdiovascular  symptoms,  your  help  may 
; needed. 

aturally,  you'll  want  to  reassure  the  patient. 

id  perhaps  prescribe  Equanil  (meprobamate) 
adjunctive  therapy.  It  helps  relieve  anxiety 
id  tension  specifically,  yet  gently. 

most  15  years’  use  has  shown  that  Equanil 
usually  well  tolerated  as  well  as  effective, 
de  effects  are  generally  limited  to  transient 
owsiness;  serious,  therapy-interrupting 
fe  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanif 

(meprobamate) 


UOMS  Physicians  Accept  Advisory  Board  Positions 


Two  University  of  Oregon  Medical  School  physi- 
cians have  accepted  memberships  on  National  In- 
stitutes of  Health  advisory  boards.  Kenneth  Swan, 
chairman  of  the  department  of  ophthalmology,  has 
accepted  a two  year  membership  on  the  newly 
established  National  Advisory  Eye  Council  of  the 
National  Eye  Institute,  which  was  established  by 
the  U.S.  Congress  in  1968. 

David  D.  DeWeese,  chairman  of  the  department 


of  otolaryngology,  will  serve  on  the  Advisory  Coun- 
cil of  the  National  Institutes  of  Neurological  Dis- 
eases and  Stroke,  previously  known  as  the  National 
Institutes  of  Neurological  Diseases  and  Blindness. 

Both  councils  review  and  recommend  grants  for 
research  in  their  respective  fields,  as  well  as  survey 
total  research  in  the  subject  field  and  recommend 
action  necessary  to  stimulate  additional  work  in 
gap  areas.  ■ 


The  American  Adolescent 

The  American  child  is  famous  throughout  the  world  for  having  never  confronted 
authority  in  his  entire  life.  He  typically  is  raised  by  parents  who  are  permissive  beyond 
belief,  is  educated  in  a school  system  in  which  the  teacher  is  known  to  have  no  power 
to  compel  order,  and  is  entertained  by  a television  set  whose  programming  and 
advertising  constantly  cater  to  the  most  childish  of  fads.  Perhaps  the  poor  parents  of 
such  children  should  not  be  held  fully  accountable.  Not  only  are  they  contending 
against  the  spirit  of  the  age  in  any  attempt  to  assert  discipline,  but  in  late  years 
parents  have  been  informed  by  the  child  psychologist  that  attempts  to  impose 
standards  of  discipline  on  their  children  will  interfere  with  proper  “development.” 
Not  only  are  we  bending  every  effort  to  make  spoiled  brats  of  our  young  people; 
we  carefully  prolong  this  anti-training  period  by  keeping  our  children  in  school  far 
longer  than  do  most  other  societies.  The  nature  of  that  schooling  seems  to  aggravate 
further  the  whole  situation,  directly  interfering  with  the  transfer  of  ethical  and 
cultural  traditions  from  one  generation  to  the  next.  The  parents  are  told  that  the 
schools  will  do  the  job,  and  then  the  schools  do  nothing  of  the  kind. 

George  Charles  Roche  III 
The  Freeman,  March  1969 


LIFESAVING  BRACELETS 


More  than  170,000  Americans  have 
their  lives  protected  by  this  bracelet. 
The  nonprofit  Medic  Alert  Founda- 
tion of  Turlock,  California,  provides 
the  signaling  device  for  the  one  person 
in  five  who  have  a special  or  “hidden” 
medical  problem.  The  American  Med- 
ical Association  estimates  that  forty 
million  Americans  should  be  wearing 
some  sort  of  medical  warning  device. 
One  side  of  the  emblem  has  the  words 
“Medic  Alert”  and  the  staff  of  Aescu- 
lapius to  warn  emergency  personnel 
that  a special  medical  problem  exists. 


On  the  back  is  engraved  the  member’s 
medical  problem,  such  as  “Diabetes,” 
“Allergic  to  penicillin,”  et  cetera.  A 
24-hour  a day  collect  telephone  num- 
ber and  an  individual  serial  number 
also  engraved  on  each  emblem  pro- 
vides an  additional  link  with  life  for 
the  member.  A one-time  basic  fee  of 
$5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to: 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98 11s 


president  William  E.  Watts,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  14-17,  1969,  Seattle 


PETER  FORSHAM,  M.D. 


ROBERT  CONN,  M.D. 


LENDON  SMITH,  M.D. 


Cruise  to  Education  ( and  Alaska ) 


The  1969  Annual  Scientific  Meeting  of  the  Wash- 
ington Academy  of  General  Practice  will  be  a 
cruise  convention  aboard  the  Canadian  S.S.  Prin- 
cess Patricia,  leaving  Vancouver,  B.C.,  May  19  to 
Ketchikan,  Alaska,  and  returning  May  23. 

Four  excellent  speakers  will  present  the  lecture 
course.  Those  who  have  heard  any  one  of  these 
speakers  know  a treat  is  in  store  for  participants  in 
the  cruise.  With  the  beautiful  scenery  and  other 
activities  planned  for  this  cruise,  it  promises  to  be 
an  unusually  good  meeting. 

SPEAKERS 

PETER  FORSHAM,  M.D. 

San  Francisco 

Topics:  Diabetes  and  Other  Phases  of 

Endocrinology  as  Related  to  General 

Practice 


ROBERT  CONN,  M.D. 

Seattle 

Topics:  Diseases  of  Heart  and  Lungs, 
and  Infectious  Diseases 

DONALD  M.  NORQUIST,  M.D. 

Pasadena 

Topic:  Fracture  and  Orthopedic  Prob- 
lems of  the  General  Practitioner 

LENDON  SMITH,  M.D. 

Portland 

Topics:  Pediatrics  and  Related  Problems 

RESERVATIONS 

To  inquire  about  stateroom  reservations  or  for 
other  information,  write  (or  phone)  Huber  K. 
Grimm,  M.D.,  629  Stimson  Building,  Seattle,  Wash- 
ington 98101.  Phone  MA  3-2330.  ■ 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 
for  prescribing  Mellaril 

° (Thioridazine  HC1) 

effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System — 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin — Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 


SANDOZ 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J. 


68-170 
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Inner  Sites... 
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In  Cystitis. ..Azo  Gantanol® 
focuses  analgesic-antibacterial 
activity  where  it  counts 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 


Gantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  b.i.d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
spectrum  of  Gantanol  includes 
E.  coli  and  a variety  of  other 
susceptible  gram-negative  and 
gram-positive  pathogens  in  uri- 
nary tract  infections. 


Gantanol  (sulfamethoxazole)  is 
readily  diffused  into  interstitial 
fluids  to  provide  efficient  anti- 
bacterial activity  at  foci  of  infec- 
tion. This  distribution,  plus  con- 
tinuous antibacterial  levels  in 
blood  and  urine,  has  afforded 
effectiveness  in  the  majority  of 
infections  in  which  it  has  been 
used. 


Interstitial  fluids: 
ready  diffusion  of 
antibacterial 


Azo  (phenazopyridine  HCI)  ef- 
fects specific  mucosal  analgesia, 
relieving  the  dysuria,  discomfort 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


The  mucosa: 
specific  analgesia 
usually  within  30  minutes 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Urinary  tract  infections  with 
associated  pain  or  discomfort  when  due 
to  susceptible  organisms;  prophylacti- 
cally  in  urologic  surgery,  catheterization 
and  instrumentation. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  newborn  infants  during 
the  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


nephritis,  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  gastro- 
intestinal disturbances. 

Warnings:  Use  only  after  critical  appraisal 
in  patients  with  liver  damage,  renal  dam- 
age, urinary  obstruction  or  blood  dys- 
crasias.  If  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  pro- 
longed therapy,  blood  counts  and  liver 
and  kidney  function  tests  should  be  per- 
formed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  fol- 
lowed closely  since  renal  impairment 


may  cause  excessive  drug  accumulation. 
Occasional  failures  may  occur  due  to 
resistant  microorganisms.  Not  effective 
in  virus  and  rickettsial  infections. 

Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  Stevens- 
Johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  Gantanor 

(Each  tablet  contains  0.5  Cm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI.) 


65th  Annual  AMA  Congress  on  Medical  Education 


This  is  a brief  summary  of  what  went  on  in 
Chicago  at  the  Annual  Congress  held  by  the  Coun- 
cil on  Medical  Education  of  the  AMA,  February 
9-10. 

The  Council  had  a one  day  meeting,  at  which  a 
variety  of  things  were  discussed,  probably  the  most 
interesting  item  of  general  interest  was  the  discus- 
sion concerning  the  application  of  the  American 
Board  of  Family  Practice.  I happened  to  sit  on  the 
liaison  committee  for  the  Council  with  represent- 
atives from  the  Advisory  Board  of  Medical  Special- 
ties, so  I was  in  on  all  the  discussions,  and  after  some 
considerable  discussion  and  modification  to  which 
the  American  Academy  of  General  Practice  acceded, 
the  Board  application  was  approved.  Other  items 
of  note  discussed  by  the  Council  had  to  do  with 
allied  health  professions  and  personnel.  Obviously, 
this  is  a field  of  ever  increasing  magnitude  and  im- 
portance, and  a good  deal  is  occurring  these  days, 
including  the  realization  that  there  are  somewhat 
more  than  200  different  categories  of  allied  health 
personnel  presently  being  trained  in  this  country! 
Still  another  subject  that  has  come  in  for  very  close 
scrutiny  and  considerable  effort  on  the  part  of  the 
AMA  has  to  do  with  continuing  education,  an  area 
where  groups  in  this  State  have  been  struggling 
for  some  time.  This  is  typical  of  the  efforts  through- 
out the  United  States  and  certainly  one  gets  the 
impression  that  if  some  of  the  other  professions 
worked  half  as  hard  to  keep  current  with  what  is 
going  on  in  their  own  fields,  there  would  be  much 
less  criticism  of  the  medical  profession,  which  I 
think  has  been  doing  a remarkable  job  to  keep  itself 
from  becoming  intellectually  obsolescent. 

The  time  of  the  Congress  meeting  also  is  the  time 
of  the  annual  meeting  of  a very  rapidly  developing 
group  of  people  which  now  call  themselves  the 
Association  for  Hospital  Medical  Education.  It  used 
to  be  the  Association  of  Directors  of  Medical  Edu- 
cation. The  sessions  that  this  group  had  were 
attended  by  somewhat  over  700  delegates  and  at- 
tendants and  they  had  really  a very  interesting  group 
of  papers.  The  Congress  program  itself,  as  you 
might  suspect,  had  a good  deal  in  it  that  had  to  do 
with  current  day  problems.  One  half  day  was  de- 
voted to  the  Negro  in  medicine,  a correlary  item 
had  to  do  with  “Human  Values  in  the  Medical  Cur- 
riculum.” During  this  session,  four  medical  students 
very  ably  presented  their  side  of  the  problem  and 
raised  some  very  interesting  and  perplexing  ques- 
tions. Osteopathy  and  the  education  of  the  health 


team  also  came  in  for  consideration.  I had  the  privi- 
lege of  participating  in  a panel  devoted  to  reports 
on  implementation  of  important  reports  from  various 
commissions,  at  which  we  had  a very  good  discus- 
sion of  what  the  AAMC  (Association  of  American 
Medical  Colleges)  has  done  with  the  so-called 
Coggeshall  Reports,  (I  am  sure  you  know  that  John 
Hogness  is  chairman-elect  of  the  Council  of  Deans 
of  the  AAMC  for  this  coming  year).  Also  reported 
were,  what  has  been  done  about  the  Millis  Commis- 
sion Report,  the  Willard  Committee  on  Education 
for  Family  Practice,  and  the  President’s  Health  Man 
Power  Advisory  Commission  Report.  I never  cease 
to  be  impressed  with  the  amount  of  time  and 
thoughtful  activity  that  the  medical  profession  de- 
votes to  these  matters.  A great  deal  has  gone  on  in 
the  past  two  years  in  working  out  various  plans  and 
programs  suggested  by  these  reports  and  the  total 
effect  is  most  impressive. 

Two  items  of  great  personal  interest  came  up  for 
consideration  during  the  Chicago  meetings,  one  was 
all  the  discussion  and  speculation  over  the  appoint- 
ments or  expected  appointments  in  HEW.  This  was 
at  the  time  that  the  argument  over  Johnny  Knowles 
was  at  its  heighth.  The  other  item  of  considerable 
interest  was  the  “confrontation”  of  the  Deans  by 
the  students.  This  occurred  in  the  room  next  to 
where  we  of  the  Council  were  carrying  on  our  work. 
We  heard  a considerable  amount  of  noise  and  people 
talking,  but  did  not  realize  until  afterwards  that 
representatives  of  the  Student  Health  Organization 
had  walked  into  the  meeting  of  the  AAMC  (“the 
Deans”)  and  had  commandeered  the  microphones. 
John  Hogness  and  one  or  two  other  deans  stayed 
to  hear  what  the  students  had  to  say,  but  most  of 
the  deans  walked  out,  reassembled  in  a nearby 
room,  and  continued  with  their  business  until  it  was 
completed  and  then  they  returned  and  listened  to 
the  students.  Later  in  the  day,  the  Student  Health 
Organization  tried  to  take  over  the  meeting  of  the 
Student  AMA,  which  was  devoted  largely  to  a 
discussion  of  the  labors  of  its  Commission  on 
Medical  Education.  Finally,  I understand,  that  the 
two  sides  settled  down  and  got  to  talking  about 
their  mutual  problems  and  approaches  in  a much 
more  effective  and  useful  way  than  just  rushing  in 
to  commandeer  microphones  and  to  upset  regularly 
ordered  business. 

James  W.  Haviland,  M.D. 

Member,  AMA  Council  on 
Medical  Education 
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Joint  Commission  on  Accreditation  of  Hospitals 


Dr.  Muller  was  designated  as  the  representative  of  Washington  State 
Medical  Association  at  the  meeting  called  to  discuss  the  new  standards  of  the 
Joint  Commission  on  Accreditation.  The  following  is  a summary  of  his  report 
to  the  Executive  Committee  of  WSMA. 


How  will  medicine  be  practiced  in  the  future? 

Who  will  control  my  practice?  Will  I be  a 
salaried  employee  of  a hospital? 

Gazing  into  a fragile  crystal  of  the  future  can  be 
fracturing.  Yet  representatives  of  50  state  medical 
and  hospital  organizations  approached  a document 
which  will  shape  the  future  as  it  has  the  past.  Aware 
of  the  defects  and  evasive  simplicity  of  standards, 
practicing  physicians  and  hospital  administrators 
studied,  argued,  discussed,  agreed  and  disagreed 
with  the  178-page  proposed  revision  of  the  Stand- 
ards. This  is  the  first  attempt  at  complete  revision 
since  its  inception  in  1952.  Medical  care,  hospital 
service  and  technology  are  now  more  complex,  more 
sophisticated,  and  more  functionary  than  they  were 
17  years  ago.  The  economic,  social  and  political 
climates  have  changed. 

For  the  past  3 years,  288  individuals,  19  com- 
mittees, and  endless  consultants  have  been  involved. 

This  was  the  fourth  draft  of  the  proposed  revision. 
Twenty-two  resolutions  relating  to  hospital  stand- 
ards have  been  introduced  to  the  AM  A House  of 
Delegates.  The  AMA  has  conducted  two  “in  depth” 
studies. 

At  all  stages  of  this  embryo,  revision,  it  was  sub- 
mitted to  parent  organizations  (AHA,  AMA,  ACS, 

ACP)  for  comment,  criticism,  additions  or  deletions. 

This  set  the  stage  for  the  February  10-11  Chicago 
meetings,  the  first  of  which  was  with  the  AMA 
Standards  Committee  and  AMA  Commissioners 
(seven  in  number)  to  the  Joint  Commission  on  Ac- 
creditation of  Hospitals. 

There  will  be  hospital  survey  innovations  such 
as:  increased  time  for  the  survey  depending  on  insti- 
tutional size;  a change  in  emphasis  from  a discipli- 
nary survey  to  educational  cooperative  exposures; 
the  use  of  a team  approach  using  physicians,  admin- 
istrators, registered  nurses,  and  other  indicated  disci- 
plines; changes  in  the  pre-survey  questionnaire 
which  will  be  more  detailed  but  less  troublesome 
and  possibly  computerized;  changes  in  the  surveyor’s 
report  along  similar  lines. 

The  intent  of  these  mechanical  adjustments  is  to 
enable  objective  comparisons  between  hospitals.  It 
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is  anticipated  that  it  will  give  the  JCAH  central 
office  a clearer  picture  of  the  hospital  surveyed,  and 
a start  in  the  development  of  performance  profiles. 
Ultimately,  there  may  be  a carry-over  to  extended 
care  facilities  (and  physicians’  offices). 

The  provisional  draft  of  the  proposed  standards  of 
the  JCAH  have  been  accepted  by  the  Joint  Com- 
mission. April  1969,  is  the  target  date  for  imple- 
mentation. Our  first  meeting  was  to  discuss  these 
documents  and  provide  experience-wise  inputs  into 
this  process  in  a “physician  only”  environment.  Our 
unbashful  colleagues  exhibited  intelligence,  thought- 
fulness and  practicality  in  many  areas.  Not  unex- 
pectedly, their  concerns  were  for  the  people,  patients, 
physicians  and  hospitals  in  that  order.  Their  goal 
seemed  in  concert  with  that  of  the  JCAH— to  raise 
hospitals  from  the  minimal  acceptable  standards  to 
the  optimal  achievable  standards.  The  proposed 
Standards  for  the  governing  body,  medical  staff, 
emergency  service  and  all  other  segments  of  the 
hospital,  were  carefully  examined.  The  WSMA 
Resolution  objecting  to  the  requirement  of  discharge 
summaries  was  properly  presented.  Others  also  ob- 
jected for  differing  reasons. 

These  matters  generated  the  most  provocative 
discussions: 

1.  A preface  which  would  indicate  the  purpose 
and  limitations  of  the  Standards.  Strong 
physician  attitudes  were  indicated.  No  doubt 
these  were  tempered  by  experiences  with 
rigid  interpretations  of  the  Standards  from 
unyielding  accreditation  inspectors.  Are  the 
Standards  proposed  as  general  guides,  or  a 
basis  of  discussion,  or  rigid  requirements? 

2.  A table  of  organization  wherein  multidisci- 
plinary committees  relating  to  patient  care 
(tissue,  medical  audit,  utilization  review, 
pharmacy)  would  be  appointed  by  the  le- 
gally constituted  governing  body.  Naturally 
there  was  physician  resistance  to  such  a pro- 
posal. 

3.  Insistence  that  a physician  from  the  medical 
staff  be  a voting  member  of  the  governing 
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Friscoline  could  help 

(tolazoline) 


His  moment  has  arrived,  but 
there’s  one  false  note -peripheral 
vascular  disease.  Mittens  may 
warm  his  hands,  but  that’s  cold  com- 
fort. It’s  not  surprising  he  finds  it 
hard  to  keep  his  chin  up. 


Priscoline  can  give  patients 
the  hand  they  need.  It  dilates  periph- 
eral blood  vessels,  increases 
blood  flow  to  hands  and  feet.  Fre- 
quently relieves  numbness  and  chill 
that  often  affect  the  extremities.  And 
Priscoline  helps  patients  get  around 
-makes  walking  less  painful. 


Priscoline®  hydrochloride 
(tolazoline  hydrochloride) 

Oral  Peripheral  Vasodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach;  use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 


ADVERSE  REACTIONS 

Occasional:  nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 


DOSAGE 

Careful  individualization 
dosage  is  required. 

Tablets:  Usually  25  mg  4 t 
times  daily  is  sufficient.  If  necess 
dosage  may  be  increased  gradual 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Loi 
every  12  hours  will  achieve  the  sj 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Th 
continuous  action  throughout  the 
night  is  achieved  without  the  nee< 
arising  to  take  additional  medica 


PLIED 

Tablets,  25  mg  (white,  scored) ; 
lies  of  100  and  1000. 

Lontabs,  80  mg  (bright  yellow; ; 
lies  of  100. 

Stabs®  (long-acting  tablets  ciba) 

'.suit  complete  literature  before 
I cribing. 


I B A 

0A  Pharmaceutical  Company 
i|mit,  N.J. 
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body.  Hospital  administrators  in  the  later 
meeting  took  exception,  pointing  to  nurses, 
physiotherapists,  laboratory  technicians  who 
would  then  request  similar  consideration. 
The  suggestion  was  then  made  that  there  be 
no  prohibitions  to  physician  membership  on 
the  governing  body  and  that  this  arrange- 
ment was  desirable  for  effective  communi- 
cation. 

This  was  a rehearsal  for  the  meeting  on  Febru- 
ary 11,  called  by  the  JCAH  commissioners  for 
physician  representatives  of  the  50  state  medical 
associations  and  hospital  administrators.  In  this 
arena  of  mutual  puzzlement,  another  provocative 
dissection  ensued.  The  difference  was  in  context. 
Hospital  administrators  do  not  always  share  our 
views.  When  physicians  and  administrators  expose 
themselves  before  a large  group  of  contemporaries, 
many  differences  are  subdued.  When  the  final 
version  of  the  report  is  published,  we  will  note  few 
complete  victories  and  no  absolute  defeats.  Each 
producer  of  medical  care  services  will  still  function, 
our  hospitals  will  remain,  our  patients  will  still 
receive  “the  most”  in  terms  of  curative  institutional 
care  from  both. 

The  provisional  standards  are  more  complete, 
more  comprehensive,  higher  and  better  standards. 
They  reflect  the  current  status  of  care  and  create 
a mold  for  the  future.  One  could  argue  that  process 


systems  are  less  desirable  than  results  systems.  Yet 
the  heterogenous  medical  care  system  may  be  ab- 
sorbing the  maximum  by  making  haste  slowly. 

The  question  of  how  best  to  deliver  medical  care 
and  hospital  services  is  in  doubt.  Debate  and  the 
proposed  JCAH  Standards  will  not  resolve  these 
issues.  Alternative  modes  of  care  involving  differing 
personnel  or  organizations  that  might  give  better 
care  are  certain  future  proposals.  But  cold  adminis- 
trative efficiency  may  be  a poor  substitute  for  the 
need  of  a patient  to  belong  to  someone  who  has  a 
personal  interest  and  the  patient’s  interest  at  heart. 

Many  of  the  defects  of  the  new  standards  result 
not  from  what  the  national  standard-setters  propose, 
but  from  the  ways  standards  are  used  by  less  sophis- 
ticated and  more  harried  personnel  at  the  local  level. 
Nationally,  these  are  meant  as  general  guides  for 
implementation  or  even  as  the  basis  for  discussion 
while  local  personnel  may  treat  them  as  rigid  re- 
quirements. We  have  a voice  and  were  there!  The 
AMA  Commissioners  and  staff  are  well  informed, 
interested,  and  anxious  to  represent  the  membership. 
The  Joint  Commission  is  accommodating,  non-dicta- 
torial  and  reasonable.  This  attitude  is  healthy  and 
should  be  easy  to  live  with. 

American  medical  and  hospital  care  services  are 
the  best  in  the  world,  because  they  can  look  at  their 
defects,  their  virtues  and  aspire  for  the  best  in 
quality.  “Second  best”  is  unacceptable.  ■ 

Charles  D.  Muller,  M.D. 


12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Postgraduate  Course  Offered 


“Fluid-Electrolyte  Disorders:  A Clinical  Ap- 

proach” is  a postgraduate  course  to  be  presented 
by  the  Virginia  Mason  Medical  Center,  May  15-17. 
The  course  is  designed  to  help  attendants  under- 
stand and  quantitate  disorders  of  body  water,  so- 
dium, potassium,  and  hydrogen  ions  and  to  develop 
a logical  and  specific  treatment.  Illustrative  cases 
will  be  studied  and  discussed  and  a syllabus  sum- 
marizing the  course  material  will  be  available  for 
participants. 

PROGRAM 
Thursday,  May  15 

9:00  am  Introduction.  Body  composition  and  its 
alteration  in  disease  will  be  related  to 
fluid-electrolyte  management. 

9:30  am  Disorders  of  Extracellular  and  Intra- 
vascular volumes.  Abnormalities  of 
extracellular  fluid  volume  (saline),  blood 
volume,  and  myocardial  function  will 
be  related  to  their  effect  on  the  circu- 
lation and  renal  function  as  a basis  for 
understanding  pathologic  states. 

10:00  am  Water  disorders.  Pathogenesis  and  treat- 
ment of  water  disorders  and  use  of  water 
concentration  (osmolality)  will  be  pre- 
sented as  a guide  to  therapy. 

10:45  am  The  Role  of  Examination  of  the  Patient 
ivith  Fhiid-Electrolyte  Problems.  The 
interpretation  of  physical  findings, 
physiologic  studies  and  laboratory  data 
will  be  reviewed.  The  concept  of  the 
fluid-electrolyte  worksheet  will  be  intro- 
duced. 

11:45  am  Hospital  Patient  Examination.  Selected 
patients  will  be  examined  and  pertinent 
data  will  be  entered  on  the  worksheet. 
Development  of  treatment  from  the 
worksheet  data  will  be  discussed. 

1:30  pm  Individual  discussion  of  patient  exami- 
nation and  treatment  derived  from  the 
worksheet. 

2.30  pm  Group  Study.  Case  examples  of  water, 
saline  (extracellular  fluid),  and  blood 
volume  disorders  will  be  analyzed  dur- 
ing group  discussion. 

3:45  pm  Question  and  Answer  Session. 

4:40  pm  Optional  Case  Study. 


Friday,  May  16 

9:00  am  Potassium  Disorders.  The  influence  of 
body  composition  changes  and  hydro- 
gen ion  disorders  will  be  reviewed  in 
discussing  the  role  of  serum  potassium 
as  a guide  to  potassium  disorders. 

10:00  am  Hydrogen  Ion  Disorders.  A new  ap- 
proach utilizing  as  a reference  point  the 
normal  response  of  the  body  to  hydro- 
gen ion  load  or  deficiency  will  be  intro- 
duced. It  is  felt  that  a ready  recognition 
and  understanding  of  this  concept  will 
remove  much  of  the  confusion  concern- 
ing hydrogen  ion  disorders. 

11:15  am  Group  Study.  Case  examples  of  potas- 
sium ion  and  hydrogen  ion  disorders 
will  be  analyzed  during  group  discus- 
sion. 

2:30  pm  Patient  examination  and  entry  of  patient 
data  on  worksheet.  Development  of 
treatment  program. 

Saturday,  May  17 

9:00  am  Special  Problems.  The  fluid-electrolyte 
principles  developed  earlier  in  the  course 
will  be  applied  to  bums,  third  space 
problems,  diabetic  acidosis,  salicylate 
intoxication  and  other  disorders. 

10:45  am  Renal  Failure  and  Magnesium  Disorders. 

11:45  am  Question  and  Answer  Period. 

2:30  pm  Discussion  of  Findings  and  Treatment 
Program. 

3:30  pm  Group  Study.  Case  examples  of  compli- 
cated and  mixed  disorders  will  be  dis- 
cussed by  the  group. 

4:45  pm  Optional  Case  Study. 

FACULTY 

RICHARD  R.  PATON,  M.D. 

ROBERT  M.  HEGSTROM,  M.D. 

This  course  is  approved  for  AAGP  elective  credit. 

For  further  information,  contact  Kenneth  R. 

Wilske,  M.D.,  Coordinator,  Continuing  Education, 

Virginia  Mason  Medical  Center.  ■ 
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The  asthmatic  has 
his  own  built-in 
“air  pollution”  problem... 


COMPOSITION:  Each  Asbron  Inlay-Tab  and 
each  tablespoonful  (1 5 ml.)  of  Asbron  Elixir 
contains  theophylline  sodium  glycinate  300  mg. 
(equivalent  to  150  mg.  theophylline);  glyceryl 
guaiacolate  100  mg.  and  phenylpropanolamine 
hydrochloride  25  mg.  The  elixir  supplies  the 
active  ingredients  in  a solution  containing 
1 5%  alcohol. 

ACTION  AND  USES:  Symptomatic  relief 
of  bronchial  asthma  and  asthmatic  bronchitis 
through  the  combined  actions  of  two  effective 
bronchodilators  and  a superior  expectorant. 

ADMINISTRATION  AND  DOSAGE: 

Adults — 

1 or  2 tablets  or  tablespoonfuls, 

2 or  3 times  daily 

Administration  after  meals  may  reduce 
the  infrequent  possibility  of  gastric  distress 
or  CNS  stimulation. 


Children — 

6 to  12 — 2 or  3 teaspoonfuls, 

2 or  3 times  daily 

3 to  6 — 1 to  VA  teaspoonfuls, 

2 or  3 times  daily 

1 to  3 — 'A  to  1 teaspoonful, 

2 or  3 times  daily 

PRECAUTIONS:  Do  not  administer  more 
frequently  than  every  4 hours  or  within  12  hours 
after  administration  of,  or  concurrently  with, 
other  xanthine  derivatives. 

CAUTION:  Ordinary  large  doses  may  cause 
hypertension,  headache,  tachycardia,  nausea, 
vomiting,  etc. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiovascular 
disease  and  hyperthyroidism. 

HOW  SUPPLIED:  Asbron  Inlay-Tabs,  in 
bottles  of  100.  Asbron  Elixir,  in  pint  bottles. 
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ASBRON  helps  keep 
airways  open  for 
“replacement”  air 


Asbron  opens  the  airways  and 
relieves  bronchospasm,  an 
important  factor  in  the  asthmatic's 
"air  pollution"  problem.  Thus,  the 
patient  is  protected  from  asthma 
symptoms  with  Asbron's  "air 
supply.”  This  support  is  possible 
because  Asbron  has  a complete 
formula  that  improves  breathing  . . 
decreases  coughing  . . . lessens 
wheezing  . . . wins  patient 
acceptance.  Made  up  of  a xanthine, 
a sympathomimetic  and  an  effective 
expectorant,  Asbron's  clinically 


effective  formula  rarely  causes 
gastric  upset  or  CNS  stimulation. 
Patients  feel  secure  with  Asbron — 
perhaps  because  their  "air  supply" 
is  protected.  Available  in  tablets 
for  adults  or  elixir  for  children. 


ASBRON  Inlay-tabs®/ Elixir 

(theophylline  sodium  glycinate,  glyceryl 
guaiacolate  and  phenylpropanolamine 
hydrochloride.) 


Helps  you  put  a little  living  back 
into  the  life  of  your  asthmatic  patient. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  68501 
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Hoiv  Far  Policy ? 

WILLIAM  E.  WATTS,  M.D. 


The  State  Department  of  Public  Assistance 


The  wholesale  price  of  lumber  rose  30  percent 
from  December  1967,  to  December  1968,  and 
the  cost  of  logs  per  1,000  board  feet  rose  from  $16.60 
in  1962  to  $100  in  1969.  Likewise,  our  state  legisla- 
tors have  raised  their  per  diem  from  $25  to  $40.  And 
teachers  get  a 12  percent  raise  this  year.  The  cost 
of  living  in  this  area  went  up  7 percent  last  year. 
Malpractice  insurance  rates  are  in  some  instances 
quadrupling.  Physicians’  overhead  costs  rise  faster 
than  the  cost  of  living. 

By  contrast,  the  State  Department  of  Public  As- 
sistance (SDPA)  has  cut  physicians’  fees  back  to 
July  1966  levels.  In  many  physicians’  offices  the 
fee  is  less  than  the  overhead,  so  the  public  assistance 
patience  becomes  a liability  that  must  be  carried 
by  other  patients.  A generation  ago  any  coverage 
for  the  indigent  patient  would  have  been  welcome. 
Times  have  changed.  The  economics  of  medical 
practice  have  changed  so  that  each  patient  must 
pay  his  way.  All  other  vendors,  particularly  hos- 
pitals, are  firm  on  this  point.  The  SDPA,  not  the 
physician,  now  sets  the  rules  of  indigency  and  ab- 
solves relatives  of  responsibility.  The  SDPA  hunts 
for  recipients,  and  “guarantees”  them  medical  care. 
The  SDPA  is  part  of  the  federal-state  system  that 
proposes  to  have  no  second  class  patients  by  1975. 
The  SDPA  unilaterally  alters  its  coverage  without 
due  notice  to  patients  and  doctors.  The  SDPA  is 
unsuccessful  in  finding  funds  for  needed  services 
such  as  infant  and  child  care,  or  medical  rehabilita- 
tion for  employment.  The  SDPA  further  harasses 
physicians  with  paper  work,  delayed  payments,  and 


bureaucratic  decisions  from  which  the  physician  has 
no  recourse. 

These  are  only  some  of  the  physician  grievances 
with  the  SDPA.  If  we  were  a union,  we  would 
have  struck  long  ago.  As  it  is,  many  individual 
physicians  have  cancelled  their  contracts.  What 
contracts?  This  is  part  of  the  problem.  The  “con- 
tracts” have  been  entirely  unilateral.  The  SDPA 
has  changed  its  regulations  and  coverages,  and 
sometimes  fees  without  a trace  of  negotiation  or  con- 
sideration of  vendor  costs.  Monies  budgeted  for 
medical  care  have  been  shifted  elsewhere  without 
explanation. 

Many  physicians  restrict  their  patient  load  of 
SDPA  patients,  and  can  stand  the  loss  as  a form 
of  charity.  But  others,  through  benevolence  or  loca- 
tion, may  have  up  to  50  percent  SDPA  patients. 
Who  pays  their  rent,  overhead,  and  employee  salary 
when  SDPA  suddenly  cuts  medical  fees  and  services? 

Last  month,  84  concerned  physicians  and  ancillary 
personnel  from  all  over  the  state  met  with  SDPA 
officials  in  Olympia  to  emphasize  the  rapid  deteri- 
oration of  SDPA  medical  services.  This  meeting, 
arranged  by  the  Washington  State  Medical  Associ- 
ation (WSMA),  served  to  clarify  the  concern,  prob- 
lems and  position  of  both  sides.  The  WSMA  favors 
Washington  Physicians  Service  (WPS)  as  the  car- 
rier, wants  definite  contractual  arrangements,  and 
seeks  a continuing  program  of  arbitration  and  nego- 
tiation through  the  WSMA  structure.  The  SDPA  is 

continued  on  page  37 9 


374 

Northwest  Medicine,  April,  1969 


WASHINGTON/ ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING  / SEATTLE,  WASHINGTON  98105 


HIGHLIGHTS 

• Alaska  gets  first  cobalt  unit 

• W/ARMP  receives  grant  for 
continuation  of  projects 

• Television  schedule  announc- 
ed for  May  and  June  continu- 
ing education  courses 
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FIRST  COBALT  UNIT  in  Alaska  was  inspected  by  physicians  during  open 
house  and  dedication  ceremonies  at  Providence  Hospital  in  Anchorage  last 
month.  From  left  are:  Dr.  Walter  Johnson,  clinical  director,  Alaska  Native  Medi- 
cal Center;  Dr.  George  Hale,  Anchorage  surgeon  and  president,  Alaska  Division, 
American  Cancer  society;  Dr.  James  Lundquist,  Fairbanks  general  practitioner 
and  president,  Alaska  State  Medical  Association  and  Dr.  Bruce  Wright,  director 
of  the  Alaska  Cobalt  Center. 


lOBALT  UNIT 
(RINGS  HOPE 

A new  weapon  was  provided  Alas- 
m cancer  patients  last  month  when 
e first  cobalt  unit  in  the  49th  State 
as  officially  "turned  on"  and  dedi- 
ited  at  Providence  Hospital  in  An- 
lorage. 

Health  care  of  professionals  and 
presentatives  of  labor,  business  and 
rvice  organizations  who  helped 
ing  super  radiation  therapy  to  Alas- 
i were  honored  at  a dedication  lun- 
leon  March  14,  which  was  declared 
Cobalt  Day  in  Alaska"  by  the  Gov- 
nor. 

Open  house  of  the  new  facility, 
nich  included  guided  tours  and 
imonstrations  of  the  equipment,  at- 
3cted  hundreds  of  visitors. 

The  six-ton  radioactive  tool  for 
incer  treatment  was  purchased 
rough  a $56,000  grant  from 
^ARMP.  The  $75,000  concrete  ad- 
tion  to  Providence  Hospital  to 
iuse  the  cobalt  machine  was  fi- 
nced  and  built  by  public  and  pri- 
te  contributions  by  the  people  of 
aska. 

The  Alaska  Cobalt  Center  is  pro- 
bly  the  only  one  in  the  country 
ilt  with  a cost-plus  nothing  con- 
ict  by  volunteer  labor  in  the  even- 
ts, early  mornings  and  on  week- 
ds. 

Design  services  totaling  $7,500 
ire  donated  by  an  Anchorage  firm  as 
is $1 1,000  worth  of  building  materi- 
and  labor  contributed  by  Anchor- 


age businesses  and  trade  unions. 

Robert  Finch,  secretary,  Depart- 
ment of  Health,  Education  and  Wel- 
fare said  in  a congratulatory  letter  to 
Dr.  Bruce  Wright,  facility  director, 
that  the  Alaska  cobalt  project  was  a 
"constructive  combination  of  public 
and  private  effort"  and  that  he  took 
pride  in  "learning  what  American  en- 
terprise, ingenuity  and  effort  can  do 
when  it  is  harnessed  for  the  well- 
being of  people  everywhere." 


The  new  treatment  center  will 
eliminate  the  need  for  out-of-state 
travel  for  cancer  therapy.  Some  can- 
cer victims  had  to  travel  a distance 
greater  than  from  Seattle  to  New 
York  for  cobalt  treatments.  Not  only 
were  the  costs  of  travel,  room  and 
board  staggering  for  out-of-state 
trips,  but  the  separation  from  family, 
friends  and  jobs  was  so  punitive  it 
often  prevented  patients  from  stay- 
ing for  the  full  treatment  course. 


WARMP  SPOTLIGHT 


Patrick  A.  Lynch,  M.D. 

Dr.  Patrick  Lynch,  Yakima  radi- 
ologist, was  appointed  to  the  Wash- 
ington/Alaska Regional  Advisory 
Committee  at  its  inception  in  May 
1966  and  assumed  chairmanship  of 
the  Cancer  Subcommittee  in  Decem- 
ber 1967. 

"The  establishment  of  voluntary 
cooperative  relationships  among 
health  professionals  and  health  care 
institutions”  urged  by  Public  Law 
89-239  was  not  a new  concept  to  Dr. 
Lynch.  In  1952,  he  and  his  associates 
established  the  first  school  for  X-ray 
technicians  in  Central  Washington, 
using  the  facilities  of  Yakima's  two 
largest  hospitals  and  was  successful  in 
having  it  incorporated  into  the  cur- 
riculum of  the  Yakima  Junior  Col- 
lege. 

Dr.  Lynch  organized  the  highly 
successful  weekly  tumor  conference 
at  Yakima  Valley  Memorial  Hospital 
and  welcomed  all  physicians  who 
wished  to  attend. 

He  was  one  of  the  founders  of  the 
Central  Washington  Continuing  Edu- 
cation Project  and  participated  in  the 
initial  surveys  of  manpower  and  re- 
sources in  that  area  which  formed 
the  basis  for  their  program. 

As  chairman  of  the  Cancer  Sub- 
committee, Dr.  Lynch  assisted  An- 
chorage radiologists  in  obtaining  the 
first  cobalt  therapy  unit  in  Alaska 
and  helped  to  initiate  a pilot  project 
for  tumor  registeries  in  Washington 
and  Alaska.  At  the  request  of  South- 
east Alaska  physicians,  Dr.  Lynch 
and  his  colleagues  regularly  visit  hos- 
pitals in  Juneau  and  Sitka  to  conduct 
teaching-consultation  seminars  on  be- 
half of  the  Regional  Medical  Pro- 
gram. Through  his  leadership  "Re- 
treat Seminars”  in  radiation  therapy 
were  originated  to  provide  opportu- 
nities for  all  practicing  radiologists  in 
Washington  and  Alaska  to  exchange 
ideas  and  get  acquainted.  The  week- 
continued  page  3 
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CONTINUING  MEDICAL  EDUCATION  COURSES 
ON  TELEVISION 

Telecasts  begin  at  7:35  a.m.  Repeated  at  8:05  a.m. 
on  Channels  9 and  47 

"RECOGNITION  AND  MANAGEMENT  OF  VALVULAR  HEART  DISEAS 
Tues.,  Apr.  15— Aortic  valve  disease 

Tues.,  Apr.  22— Surgical  management  of  mitral  and  aortic  valve  disease 
Tues.,  Apr.  29— Wrap-up  session,  12  noon,  St.  Elizabeth's  Hospital,  Yakima 
presented  in  person  by  course  instructors  from  Seattle: 

Drs.  Robert  D.  Conn,  Harborview;  Melvin  M.  Figley  and  K.  Alvin  Merir 
dino,  University;  and  J.  Ward  Kennedy,  Veterans  Administratio 
Hospital. 

"TUMORS  OF  THE  HEAD  AND  NECK" 

Programs  listed  below  will  also  be  telecast  at  10  p.m. 
or  close  of  broadcast  day. 

Tues.,  May  6— Carcinoma  of  the  lip  and  oral  cavity 
Tues.,  May  13— Asymptomatic  Neck  Masses 
Tues.,  May  20— Tumors  of  the  pharynx 

Tues.,  May  27— One-hour  wrap-up  session  telecast  live  at  7:35  a.m.  only  b 
Seattle  course  instructors: 

Drs.  Robert  G.  Parker  and  Robert  V.  DeVito,  University  Hospital  an 
Dr.  Alvin  J.  Novack,  Swedish  Hospital.  Viewers  may  question  instructor 
via  toll-free  call  to  Channel  9,  Seattle. 

Courses  were  produced  for  the  Central  Washington  Continuing  Educatio 
Project  by  the  Information/Education  SuDDort  Unit  of  W/ARMP. 


DR.  GERALD  ROTH,  GUEST  RESI DENT  at  Sacred  Heart  Hospital  in  Spoka. 
checked  Tammy  Dennis,  artificial  kidney  patient  with  Dr.  Harold  Yocum,  i 
tern.  Dr.  Roth  was  one  of  six  University  of  Washington  residents  in  medici, 
who  spent  two  months  of  his  rotation  schedule  in  a private  hospital.  The  Gut 
Residency  program  is  sponsored  by  University  of  Washington  Department 
Medicine  and  W/A  RMP. 


-rom  the  Mailbag.. 


:ect  Director,  CCU: 

Since  the  involvement  of  W/ARMP  in 
program,  we  feel  that  the  training  of 
coronary  care  nurses  has  been  much 
roved  and  has  reflected  itself  in  better 
ent  care,  both  in  the  CCU  and  the 
idling  of  emergency  situations  in  our 
\\oital  in  general. 

Because  of  W/ARMP  we  can  now  train 
y ty  nurses  from  several  smaller  hospitals 
rounding  Moses  Lake— involving  many 
immunities  along  with  our  local  com- 
r lity  college,  Heart  Association,  local 
sicians  and  nurses. 

Karl  Conklin,  M.D. 
Moses  Lake 


5 ''ect  Director  Support  Unit: 

| \°lease  send  me  the  supplemental  book- 
lj/7  the  TV  Series  produced  by  RMPon 
fic illary  Methods  in  the  Diagnosis  of 

ike. " 

In  December  and  January  the  winter 
i vs  blacked  out  our  cable-fed  Channel 
Vow  the  reception  is  coming  through 
n regularly.  We  need  to  build  up  a hab- 
oattern  of  watching  your  program 
7 Tuesday  morning.  For  a community 
? as  Aberdeen,  which  is  over  two  hard 
rs  of  driving  from  Seattle  meetings, 
\r  programs  are  a boon  for  our  over- 
ked  physicians. 

Richard  F.C.  Kegel,  M.D. 

President, 

Grays  Harbor  County  Medical  Society 


Project  Director,  Postgraduate  Preceptor- 
ships: 

/ wish  to  express  my  appreciation  for 
your  arranging  the  week  of  preceptorship 
at  Children's  Orthopedic  Hospital  in  Se- 
attle. 

This  week  was  followed  by  my  atten- 
dance at  the  Coronary  Care  Conference 
held  at  the  University  of  Washington 
School  of  Medicine.  Both  of  these  pro- 
grams were  sponsored  by  W/ARMP. 

/ found  the  preceptorship  at  COH  to 
be  quite  practical,  and  / believe  it  will  ben- 
efit my  handling  of  pediatric  problems  in 
general  practice.  During  this  week  / at- 
tended a weekly  tumor  conference  and 
spent  time  with  doctors  who  have  a special 
interest  in  heart  problems  in  children. 

/ believe  that  the  preceptorship  pro- 
gram is  one  of  the  more  valuable  aspects 
of  the  RMP.  The  doctor  benefits  directly 
by  advancing  his  knowledge  on  a very 
practical  level  and  subsequently,  his  pa- 
tients benefit,  too. 

Charles  Man  wilier,  M.D. 

Anchorage,  Alaska 

HELPFUL  "HANS"  was  on  the  job 
every  day  building  the  Alaska  Cobalt 
Center.  His  master,  Ernie  Matz,  who 
volunteered  many  hours  to  the  build- 
ing effort,  is  superintendent  of  West- 
ern Construction  which  did  the  work 
at  cost. 


)TLIGHT  cont. 

meetings,  which  were  held  at 
te  Pass,  attracted  national  author- 
in  radiology. 

\ graduate  of  Washington  Univer- 
School  of  Medicine,  Dr.  Lynch 
practiced  in  Yakima  for  18  years, 
past  president  of  the  Yakima 
Sinty  Medical  Society,  and  a clini- 
lassistant  professor  of  radiology  at 
I University  of  Washington  School 
Medicine.  He  is  a diplomat  of  the 
lerican  Board  of  Radiology,  mem- 
| of  the  American  Roentgen  Ray 

Iiety,  Washington  State  Radiology 
aciation,  Pacific  Northwest  Radi- 
hical  Association,  and  honorary 
Inber  of  the  Rocky  Mountain  Ra- 
il ogical  Society. 

)r.  Lynch  holds  numerous  honor- 
positions  in  his  field,  is  an  author 
■ scientific  and  technical  articles 
1 is  an  inventor  and  patent  holder 
larious  improvements  in  radiologi- 
iquipment. 


RMP  RESULTS  is  published  by  the 
shington /Alaska  Regional  Medical  Progran 
500  University  District  Building 
Seattle,  Washington  98105 
Donal  R.  Sparkman,  M.D.  - Director 
Marion  Hoff  Johnson  - Editor 


PRECEPTORSHIP 
INTEREST  HIGH 

Requests  by  physicians  who  wish 
to  obtain  "bedside  patient  care" 
experience  with  specialists  in  medical 
centers  have  far  exceeded  the  num- 
ber of  preceptorships  which  are  avail-  ! 
able  in  the  pilot  project,  according  to  it(j 
Dr.  Robert  Davidson,  coordinator  of 
the  W/ARMP  project  and  associate  j 
director  of  continuing  education. 

"We  are  encouraged  by  the  num-  -ij 
ber  of  physicians  who  wish  to  review 
and  reinforce  their  knowledge  by 
taking  postgraduate  preceptorships, 
but  we  have  more  requests  than  we 
can  handle  at  the  present  time,"  he 
said. 

Due  to  the  overwhelming  success 
and  widespread  interest  in  the  pro- 
gram, we  are  applying  for  funds  from 
the  Division  of  Regional  Medical  Pro- 
grams to  expand  and  to  continue  the 
program  through  1970,  said  Dr. 
Davidson. 

Group  courses  offered  in  coronary 
care  by  W/ARMP  and  the  University 
of  Washington  School  of  Medicine 
have  helped  to  ease  the  demand.  Two 
one-week  sessions,  directed  by  Dr. 
Stephen  Yarnall,  were  so  favorably 
received  that  additional  programs  in 
cardiology  have  been  scheduled  for 
June  2-6  and  Oct.  27-31.  Because  of 
the  limited  enrollment,  physicians 
should  sign  up  early  with  Noel 
Mhyre,  CCU  Project,  Room  238, 
University  District  Building,  Seattle. 


PSYCHIATRIC  LIBRARY, 
ALASKA  MEDICAL  MERGE 

Literature  from  the  Alaska  Psychi- 
atric Institute  will  soon  be  part  of 
the  newly-created  Alaska  Health 
Sciences  Library  as  a result  of  a mer- 
ger of  the  two  Anchorage-based  facil- 
ities. 

Several  hundred  volumes  of  med- 
ical journals,  papers  and  books  of 
API  are  being  moved  to  the  Alaska 
Native  Medical  Center  where  the 
Alaska  Health  Sciences  Library  is  lo- 
cated. 

Grand  opening  of  the  Alaska 
Health  Sciences  Library,  established 
jointly  by  grants  from  W/ARMP  and 
the  U.S.  Public  Health  Service,  was 
held  in  January  and  was  attended  by 
more  than  200  health  care  profes- 
sionals. 
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EDITORIAL 


by  S.  //.  Shaw,  M.D.,  Kent 
l/V/A  RMP  Community  Continuing 
Education  Coordinator 

Five  years  ago  a small  group  of 
private  general  practitioners  in  south 
King  County  organized  the  Valley 
Medical  Education  Association  to 
bring  postgraduate  medical  education 
into  our  own  area.  We  contacted  the 
• new  Green  River  Community  Col- 
lege, which  was  centrally  located  and 
had  a continuing  education  program. 
They  were  enthusiastic  about  cooper- 
ating with  our  project  and  offered 
use  of  their  facilities. 

Over  the  past  five  years,  seven 
postgraduate  courses  for  general 
practitioners  have  been  given  at  the 
college  by  private  practitioners  and 
those  from  the  University  of  Wash- 
ington School  of  Medicine.  Recently, 
the  Washington/Alaska  Regional 
Medical  Program  has  become  in- 
volved and  is  presently  co-sponsoring 
our  courses  in  myocardial  infarction 
and  coronary  care.  Their  efforts  have 
been  a valuable  source  of  advice  and 
support.  The  instruction  varies  from 
8 to  15  weeks  and  full  AAGP  credit 
is  awarded  for  all  courses. 

The  recent  selection  of  Commu- 
nity Continuing  Education  Coordina- 
tors jointly  supported  by  W/ARMP, 
Washington  State  Medical  Associa- 
tion and  the  University  of  Washing- 
ton School  of  Medicine  should  be  of 
great  help  to  those  of  us  who  have 
practical  continuing  education  objec- 
tives and  yet  cannot  be  long  disloca- 
ted from  our  places  of  practice. 

We  feel  the  weekly  medical  televi- 
sion programs  are  so  helpful,  we  have 
a secretary  call  all  south  King  County 
physicians  at  7:00  a.m.  every  Tues- 
day to  remind  them  that  the  medical 
courses  will  be  telecast  on  Channel  9 
at  7:35  and  again  at  8:05  that  morn- 
ing. 

The  stipend  I receive  as  a Commu- 
nity Coordinator  is  given  to  our  Val- 
ley Medical  Association  for  use  in 
publicizing  courses. 

Because  our  efforts  have  been  suc- 
cessful, I encourage  other  districts  to 
develop  relations  with  their  own 
community  colleges  in  continuing  ed- 
ucation. By  utilizing  the  college  as  a 
center  for  education  and  by  taking 
advantage  of  the  varied  resources  of 
W/ARMP,  local  physicians  can  have 
excellent  continuing  education 
courses  in  their  own  area  and  can 
"have  their  training  and  deliver  Mrs. 
Jones,  too.” 
page  4 
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'Yes,  most  visiting  physicians  find  the  RMP  preceptorships  rewarding . ' 


RMP  TICKER  TAPE 


OPERATIONAL  GRANT 

. . . W/ARMP  received  a $729,152 
grant  from  the  Department  of 
Health,  Education  and  Welfare  to 
continue  13  operational  projects 
through  1969. 

Projects  are:  CCU,  Postgraduate 
Preceptorships,  Central  Washington 
Continuing  Education,  Cardiopul- 
monary Technician  Training,  Alaska 
Medical  Library,  Anchorage  Cancer, 
Southeast  Alaska,  Training  of  Labo- 
ratory Personnel,  Education/ 
Information  Resource  Support  Unit, 
Computer-Aided  Instruction,  Two- 
Way  Radio  Conferences,  Children 
with  Cancer  Study,  and  Radiological 
Physics. 

W/ARMP  EXHIBIT  SCHEDULE 

. . . W/ARMP  will  exhibit  its  acti- 
vities through  display  material  and 
demonstrations  of  continuing  educa- 
tion productions  at  the  following 
meetings:  April  24,  University  of 
Washington  Health  Sciences  Open 
House;  May  11-14,  Washington  State 
Dental  Association  meetings,  Spo- 
kane; June  6-8,  CCU  Conference, 
Alderbrook  Inn  and  June  4-7,  Alaska 
State  Medical  Association  meeting  in 
Fairbanks. 


CCU  MOCK-UP  DEMONSTRATE 

. . . Weekly  lectures  and  derrq 
strations  will  soon  be  held  for  | 
public  at  the  W/ARMP  CCU  mockii 
at  the  Pacific  Science  Center.  Kj 
County  Medical  Society  physici] 
will  explain  modern  care  of  heart  ; 
ease  victims  and  Science  Center  | 
sonnel  will  demonstrate  equipmr 
Programs  are  slated  to  begin  n 
month. 

CORONARY  CARE  CONFEREN 

. . . The  second  annual  confere 
for  directors  of  operational  CCU 
Washington  and  Alaska  will  be  \ 
June  6-8  at  Alderbrook  Inn  on  H i 
Canal.  Physicians  and  nurses  will  i 
cuss  their  problems  and  solutioni 
CCU  operation. 

COMMUNITY  COORDINATORS 

. . . Nineteen  Community  Coo 
nators  held  their  second  mee 
April  11  in  Seattle.  Agenda  inclu 
distribution  of  continuing  educa' 
productions  and  audio-visual  eq 
ment  (Super  8mm  cartridge  rrn 
projector,  Audiscan  16mm  films 
projector  with  sound,  and  Ko 
slide  projector  with  sound  syncl 
nizer)  for  use  in  each  Coordinat' 
community. 

Reports  were  given  on  contini 
education  activities  of  W/AR 
WSMA,  University  of  Washing 
and  new  Pacific  Northwest  Regi( 
Medical  Library. 


continued  from  page  374 

caught  in  the  bind  of  soaring  case  loads,  limited 
budgets,  and  strong  pressure  groups.  The  physician 
is  allotted  only  about  4 percent  of  the  welfare 
dollar,  and  even  this  is  cut  into  by  other  vendors. 

Following  the  larger  Olympia  meeting,  Mr.  Sidney 
Smith,  SDPA  Director,  met  with  the  WSMA  Execu- 
tive Committee  and  WPS  representatives.  Mr. 
Smith  is  top-drawer,  candid,  direct,  forceful.  He 
recognizes  the  problem  and  has  instituted  mechan- 
isms to  correct  it.  An  ongoing  negotiating  body  is 
being  established  and,  significantly,  the  SDPA  will 
be  represented  by  a top-level  official.  Deputy  Direc- 
tor Quentin  Emory. 

Whether  these  moves  and  measures  will  be  effec- 
tive enough,  and  come  soon  enough,  to  head  off 


further  widespread  physician  withdrawal  from  the 
SDPA  medical  program  remains  to  be  seen.  As  re- 
sponsible physicians  we  cannot  idly  ignore  the 
medical  needs  of  the  indigent,  but  neither  can  the 
SDPA,  the  Legislature,  the  Governor,  or  the  tax- 
payers. I hope  that  most  physicians  will  find  one 
last  ounce  of  patience  in  this  matter.  Let’s  hold 
off  a little  longer  and  see  what  Mr.  Smith  and  Mr. 
Emory  can  do.  We  have  never  before  given  the 
message  so  clearly,  nor  have  they  listened  so  in- 
tently. ■ 


Plaque  Awarded  for  Outstanding  Accident  Prevention  Service 


Mr.  Kenneth  B.  Colman  presents  the  Kenneth  Colman  Plaque  Award  for  Outstanding 
Service  in  Accident  Prevention— 1968  to  William  E.  Watts,  president  of  Washington 
State  Medical  Association. 


In  recognition  of  his  efforts  for  passage  of  Initia- 
tive 242,  William  E.  Watts,  president  of  Washington 
State  Medical  Association,  was  given  the  Kenneth 
Colman  Plaque  Award  for  Outstanding  Service  in 
Accident  Prevention— 1968.  The  presentation  was 
made  by  Mr.  Colman  at  the  Annual  Meeting  of 
Seattle-King  County  Safety  Council,  in  Seattle,  Feb- 
ruary 25,  1969.  The  citation  follows: 

“1968  was  a benchmark  year  in  safety  when  for 
the  first  time  the  people  in  any  state  in  the  nation 
had  the  opportunity  to  express  their  attitude  on 
the  implied  consent  laws.  In  the  State  of  Wash- 
ington the  voters  went  to  the  polls  on  November  5, 
1968  and  gave  overwhelming  approval  to  a new 


law  authorizing  driver  intoxication  tests  and  the 
reductions  of  presumptive  limits  in  the  determina- 
tion of  intoxication. 

The  campaign  of  the  Washington  Citizens’  Com- 
mittee for  Traffic  Safety  was  by  every  measure  the 
largest  and  most  successful  volunteer  effort  ever 
conducted  in  the  field  of  traffic  safety.  As  with  all 
popular  movements  it  began  with  a single  idea  in 
the  mind  of  one  man— Herbert  L.  Hartley,  Editor  of 
northwest  medicine  magazine— who  made  the  ex- 
ploratory studies  with  Mr.  Irv  Stimpson,  past  presi- 
dent of  the  Seattle-King  County  Safety  Council, 
which  established  the  feasibility  of  the  project.  The 
idea  was  endorsed  and  authorized  by  the  Washington 

continued  on  page  382 
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coughing 
is  not  a harmless 

privilege  — Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88 — 


Warn  :--  ■ * 

if  cough 
serves  no 
purpose 


Rx 


Tussionex 

(Resin  complexes  of  Hydrocodone  and  Phenyltoloxamine) 

...it  works 

(usually 
for  10  to  12 
hours *) 


tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 

indications:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

* dosage:  Adults:  1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours. 
Children : Under  1 year:  1 /4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 

side  effects:  May  include  mild  constipation,  nausea,  facial 
pruritus,  or  drowsiness. 

For  complete  detailed  information,  refer  to  package  insert  or 
official  brochure. 


Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.  Y.  14623 


now 
she  car 

cope*** 


thanks  to 


SODIUM® 

(SODIUM  BUTABARBITAL) 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (}4  gr.)  to  30  mg.  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (14  gr.), 

30  mg.  {'A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUT1CAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  gr.),  30  mg.  (y2  gr.). 

McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 
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State  Medical  Association  and  Charles  P.  Larson  of 
Tacoma  and  Mr.  Raymond  Norwood,  who  was  then 
the  Corporate  Director  of  Safety  for  the  Boeing 
Company,  served  as  co-chairman  of  the  campaign. 

The  woman’s  auxiliary  of  the  Washington  State 
Medical  Association  took  the  campaign  on  as  their 
project  of  the  year  and  with  their  membership  led 
the  successful  campaign  to  secure  the  signatures 
necessary  to  put  the  measure  on  the  ballot. 

Certainly,  recognition  goes  to  Mrs.  Charles  Strong, 
Vancouver,  who  served  as  state  chairman  for  the 
medical  auxiliary  and  to  Mrs.  Edward  Simons  who 
served  as  King  County  chairman  and  to  Mrs.  Clay- 
ton Noonan,  president  of  the  Washington  State 
Medical  Auxiliary. 

The  insurance  industry  figured  prominently  in  the 
campaign  through  the  efforts  of  Mr.  Irwin  Mosher 
of  the  King  County  Insurance  Association,  Mr.  Ellis 
Lind,  Western  Insurance  Information  Service  and 
Mr.  Gene  Kacson  of  the  Insurance  Information  Insti- 
tute. The  underwriters  themselves  played  an  im- 
portant role  and  were  represented  on  the  state  execu- 
tive committee  by  Mr.  Mark  Cooper,  Mr.  Paine  Paul 
and  Mr.  James  Wellman. 

Outstanding  cooperation  was  extended  by  Mr. 
Earl  Campbell,  Director  of  the  Washington  State 
Traffic  Safety  Commission  and  Mr.  Larry  Peabody, 
Director  of  Information  of  that  organization  who 
coordinated  statewide  publicity  throughout  the  entire 
campaign. 

As  President  of  the  Seattle-King  County  Safety 
Council,  Mr.  Claude  Brown  provided  valuable 
leadership  along  with  the  directors  and  members  of 


Shumway  on  Progra 
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NORMAN  E.  SHUMWAY,  M.D. 

Norman  E.  Shumway,  Professor  of  Surgery  and 
Chief  of  the  Division  of  Cardiovascular  Surgery  at 
Stanford  University  will  discuss  heart  transplanta- 
tion at  the  80th  Annual  Meeting  of  Washington 
State  Medical  Association,  in  Seattle,  Sept.  14-17. 


the  Safety  Council  and  Mr.  Scotty  Wallace  and 
the  Safety  Council  staff. 

Churches  and  religious  leaders  throughout  the 
state  of  Washington  under  the  chairmanship  of  Mr. 
William  F.  Devin,  past  president  of  the  Seattle- 
King  County  Safety  Council,  provided  invaluable 
support  in  every  county  of  the  state.  The  names  of 
thousands  of  participants  in  the  campaign  are  record- 
ed in  committee  records,  but  obviously  it  would  be 
impossible  to  know  the  name  of  everyone  who 
participated  in  the  campaign. 

In  retrospect  it  becomes  clear  however,  that  there 
was  a compelling  force  behind  the  campaign  which 
initiated  the  beginning  of  the  organization  and  saw 
it  through  to  the  end.  The  recognition  of  the  Seattle- 
King  County  Safety  Council  and  the  presentation  of 
the  Kenneth  Colman  Award  for  outstanding  service 
in  accident  prevention,  therefore,  goes  to  William 
E.  Watts,  president  of  the  Washington  State  Medi- 
cal Association.  Dr.  Watts,  as  president-elect  of  the 
association,  headed  the  efforts  of  the  thousands  of 
doctors  throughout  the  state  of  Washington  who 
underwrote  the  full  cost  of  the  petition  campaign, 
who  provided  in  Mr.  Harlan  Knudson  and  the  cleri- 
cal staff  of  the  Washington  State  Medical  Association 
much  of  the  manpower  necessary  to  make  the  cam- 
paign successful. 

Dr.  Watts  personally  headed  the  finance  cam- 
paign which  raised  $60,000  to  cover  the  total  cost 
of  the  year-long  campaign.  He  attended  executive 
committee  meetings  and  other  gatherings  throughout 
the  state,  debated  the  issue  on  radio  and  television 
and  provided  the  continuity  and  the  inspiration 
which  finally  made  the  campaign  successful.”  ■ 


for  WSA4A  Meeting 

Dr.  Shumway  can  be  considered  a conservative 
in  heart  transplantation,  a radical  in  developing 
techniques.  He  was  not  the  first  to  put  his  own 
method  to  the  test  of  human  heart  transplantation 
and  he  has  not  tried  to  court  acclaim  with  numbers. 
He  is  an  enthusiast  for  transplantation,  not  only  of 
hearts,  but  also  of  other  organs  and  tissues.  His 
enthusiasm,  however,  does  not  over-ride  his  insis- 
tence on  intensive  study  of  techniques,  donor  selec- 
tion, recipient  selection,  and  prolonged  observation 
of  results.  His  contributions  included  developments 
in  use  of  immunosuppressive  agents  as  well  as  origi- 
nal development  of  the  technique  now  used  in  most 
heart  transplants. 

Dr.  Shumway  received  his  medical  degree  from 
Vanderbilt  University  School  of  Medicine  in  1949 
and  Ph.D.  in  surgery  from  the  University  of  Minne- 
sota in  1956.  He  did  research  at  Minnesota  until 
1958,  when  he  went  to  Stanford.  He  was  appointed 
Professor  of  Surgery  in  1965.  ■ 
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Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 


president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


Idaho  News  Notes 


Amended  Medical  Practice  Act 

The  amended  Medical  Practice  Act,  undergoing 
the  first  updating  since  1949,  received  final  approval 
in  the  40th  Idaho  Legislature  February  26  when 
the  measure  passed  the  Senate  by  a vote  of  31  to  0. 
The  measure  had  been  approved  by  the  House  on 
February  21  by  a vote  of  56  to  0. 

The  new  law  is  the  result  of  more  than  two  years 
of  intensive  work  by  the  Association’s  Medical  Prac- 
tice Act  Review  Committee,  headed  by  Charles  A. 
Terhune,  Burley.  Other  physicians  who  served  on 
the  committee  and  assisted  in  the  preparation  of  the 
amended  law  included  E.  V.  Simison,  Pocatello; 
C.  Gedney  Barclay,  Coeur  d’Alene;  Leland  K. 
Krantz,  Idaho  Falls;  Robert  E.  Lloyd,  Boise  and 
W.  B.  Ross,  Nampa. 

The  measure  was  signed  into  law  by  Gov.  Don 
Samuelson  at  3:45  pm,  Wednesday,  March  5,  1969. 

President  Hoffman  Suffers  Heart  Attack 

President  O.  D.  Hoffman,  Rexburg,  in  McCall  to 
address  the  Winter  Clinics  of  the  Southwestern 
Idaho  District  Medical  Society  and  the  Ada  County 
Medical  Society,  suffered  a heart  attack  on  Friday, 
February  28. 

His  attending  physician  at  McCall  reported  his 
condition  as  improved.  He  was  flown  to  Rexburg 
early  last  month. 


He  would  appreciate  hearing  from  his  many 
friends.  Dr.  Hoffman’s  home  address  is  250  East 
2nd  South  Street,  Rexburg,  Idaho  83440. 

In  The  40th  Legislature 

By  a 5-4  vote  the  House  Health  and  Welfare 
Committee  has  acted  to  hold  the  Chiropractic  “In- 
surance Equality  Act”  (H.B.  154)  in  committee. 
It  is  expected  that  the  measure  will  now  die. 

Senate  Bill  1248  is  a revision  of  S.B.  1032,  pro- 
viding for  seven  public  health  districts  in  Idaho. 
The  revised  bill  provides  for  appointment  of  district 
health  board  members  by  county  commissioners. 
The  original  bill  provided  for  such  appointment  by 
the  State  Board  of  Health.  Correspondence  from 
component  society  legislative  committees  has  been 
almost  unanimous  in  opposition  to  S.B.  1032. 

Senate  Concurrent  Resolution  114  is  now  before 
the  Senate.  It  would  direct  the  Legislative  Council 
to  study  possible  future  use  of  the  Idaho  Tubercu- 
losis Hospital  at  Gooding  and  State  Hospital  North 
at  Orofino. 

Senate  Bill  1053,  the  Uniform  Anatomical  Gift 
Act,  has  passed  both  the  Senate  and  House  by 
unanimous  votes  and  now  goes  to  the  Governor  for 
signature.  It  carried  the  endorsement  of  the  Ameri- 
can Medical  Association  and  the  Idaho  Medical 
Association. 

continued  on  page  386 
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tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic 
ulcer,  ulcerative  colitis,  mental  depression,  renal  impairment  or 
shutdown.  Warnings:  Consider  the  possibility  of  sensitivity  reac- 
tions in  patients  with  history  of  allergy  or  bronchial  asthma.  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with 
antihypertensive  therapy,  may  be  associated  with  small  bowel 
lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred. 
Such  tablets  should  be  used  only  when  indicated  and  when  ade- 
quate dietary  supplementation  is  not  practical.  They  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea, 
vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise  cau- 
tion, since  thiazides  cross  the  placental  barrier  and  may  cause 
fetal  or  neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered 
carbohydrate  metabolism-,  adverse  reactions  seen  in  the  adult  may 


occur  in  the  newborn.  Use  reserpine  in  women  of  child- 
bearing age  only  when  essential  to  patient  welfare.  In- 
creased respiratory  secretions,  nasal  congestion,  cyano- 
sis, and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers.  Precautions:  Butisol  (butabarbital)  — 
Exercise  caution  in  moderate  to  severe  hepatic  disease. 
Elderly  or  debilitated  pa- 
tients may  react  with 
marked  excitement  or  de- 
pression. Hydrochlorothi- 
azide-Way induce  elec- 
trolyte imbalance;  when 
used  with  digitalis  or  one 
of  its  glycosides  and  in  pa- 
tients with  severe  hepatic 
insufficiency,  cardiac  ar- 
rhythmias or  symptoms  of 
impending  hepatic  coma  may 
occur.  Discontinue  and  in- 
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The  “beauty” of  Butiserpazide®  is  that  it  adds 
the  mildly  sedative  effect  of  Butisol®  (butabarbital) 
to  the  classic  thiazide/reserpine  formula. 

“It  would  appear  that  the  addition  of  an 
anxiety-relieving  agent  [Butisol]  to  a drug 
combination  utilizing  well-established 
compounds  proved  useful  in  reducing  hypertensive 
symptoms  in  over  half  the  patients. . . 


That’s  the  “Buti”of 

Butiserpazide 

Prestabs®Tablets 

BUTISOL®  (butabarbital)  30  mg.  + reserpine  0.1  mg.  + hydrochlorothiazide  25  or  50  mg. 

You  have  a choice  of  2 strengths.  Just  one  tablet  once  or  twice  a day  is  usually  sufficient. 

Butiserpazide-25  Prestabs®  ’Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50  Prestabs®  ’Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


stitute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hy- 
pochloremic alkalosis,  is  contraindicated  in  hepatic  disease.)  May 
produce  elevated  serum  uric  acid  levels  (and,  infrequently,  gout)  or 
reduce  glucose  tolerance,  altering  insulin  requirements  in  dia- 
betics. Reserpine-Observe  for  signs  or  symptoms  of  peptic  ulcer  or 
ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in 
history  of  mental  depression.  May  produce  cardiac  arrhythmias 
when  used  with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks  before 
surgery;  inform  the  anesthetist  in  event  of  emergency  surgery.  Ex- 
ercise caution  in  history  of  epilepsy.  Discontinue  1 to  2 weeks  be- 
fore ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  conges- 
tion, leg  cramps,  nausea,  palpitations,  superficial  skin  bruises, 
palmar  erythema,  headache,  dehydration,  skin  rash,  “hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia, 


photosensitivity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  throm- 
bocytopenia, leukopenia,  agranulocytosis,  aplastic  anemia,  anorexia, 
gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated 
by  alcohol,  barbiturates,  or  narcotics),  increased  salivation  and 
gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina- 
like syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  ner- 
vousness, paradoxical  anxiety,  rarely  atypical  Parkinsonian  syn- 
drome, central  nervous  system  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of 
mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased 
libido.  Usual  Adult  Dosage:  BUTISERPAZIDE®-25  or  BUTISERPAZIDE®- 
50:  1 tablet  daily  or  b.i.d.  When  used  with  other  antihypertensive 
agents  reduce  dosage  of  both  drugs  about  50%  and  observe  care- 
fully for  changes  in  blood  pressure.  \ 

Before  prescribing  or  administering,  "IVTIh1  T T,  I 

see  package  insert.  ✓ 

1 Coodley.  E.  L.  Curr.  Therap  Res.  mcneil  laboratories,  inc. 

4 460.  1962.  fort  Washington,  pa.  19034 
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"Operation  Blowhard" 

Ten  lawmakers  were  advised  to  see  their  physi- 
cians for  further  testing  as  a result  of  “Operation 
Blowhard,”  a breathing  impairment  testing  program 
conducted  in  the  Statehouse,  February  12-13. 
Eighty-four  representatives  and  senators  responded 
to  the  testing  program  sponsored  jointly  by  the 
Idaho  Medical  Association,  the  Idaho  Thoracic 
Society,  and  the  Idaho  Tuberculosis  Association. 
Newsmen,  aides,  attaches,  lobbyists  and  statehouse 
workers  brought  the  total  tested  to  193. 

New  Officers 

Officers  of  the  North  Idaho  District  Medical  So- 
ciety for  1969  are  as  follows: 

President  Burton  R.  Stein,  Lewiston;  Vice-Presi- 
dent J.  Burton  Britzmann,  Moscow;  Secretary- 
Treasurer  Allen  M.  Cochrane,  Lewiston;  Censor 
Donald  E.  Adams,  Moscow;  Delegates:  Roland  D. 
Brooks,  Moscow;  Carl  T.  Koenen,  Lewiston;  Donald 
E.  Adams,  Moscow;  William  C.  Mannschreck,  Lewis- 
ton; Raymond  S.  Stover,  and  O.  V.  Baumann,  all 
of  Lewiston. 

Keeping  Up  to  Date 

The  Idaho  Chapter  of  the  American  Academy  of 
General  Practice  presented  “A  Symposium  on  Keep- 
ing Up  To  Date”  at  the  Stardust  Motel  in  Idaho 
Falls,  Friday  and  Saturday,  April  11-12,  1969, 
President  Aldon  Tall,  Rigby,  announced. 

Guest  speakers  were  C.  B.  Jacobson,  Washington, 
D.  C.,  Assistant  Professor,  Department  of  Obstetrics 
and  Gynecology,  and  Chief,  Reproductive  Genetics 
Unit,  George  Washington  University  School  of  Medi- 
cine; C.  Hardin  Branch,  Salt  Lake  City,  Professor 
and  Chairman,  Department  of  Psychiatry,  University 
of  Utah  College  of  Medicine,  and  Russell  M.  Nelson, 
Salt  Lake  City,  Associate  Clinical  Professor  of  Sur- 
gery, University  of  Utah  College  of  Medicine. 

Winter  Clinics 

Fifty-eight  physicians  registered  for  the  annual 
Winter  Clinics  scientific  program  at  McCall,  Febru- 
ary 28-March  2.  The  Winter  Clinics  are  jointly 
sponsored  by  the  Southwestern  Idaho  District  Medi- 
cal Society  and  the  Ada  County  Medical  Society. 
This  year’s  program  was  arranged  by  Hal  E.  Rey- 
nolds, Caldwell. 

Open  House 

An  open  house  for  the  new  Caribou  Memorial 
Hospital  in  Soda  Springs  was  held  on  March  8-9. 

Personals 

More  than  one  thousand  people  from  Aberdeen, 
American  Falls,  and  Rockland  gathered  for  a special 


PTA  Founders  Day  Program  honoring  frank  l. 
harms,  who  has  practiced  in  American  Falls  for  28 
years.  Among  gifts  presented  to  Dr.  and  Mrs.  Harms 
were  round  trip  tickets  to  Hawaii.  Among  those 
attending  the  program  February  17  were  David  C. 
Miller,  Corwin  E.  Groom,  Richard  P.  Howard,  and 
Melvin  M.  Graves,  all  of  Pocatello.  Those  con- 
tributing expressions  of  appreciation  included  the 
mayors  of  the  three  towns. 

john  m.  mc  kain,  Twin  Falls,  who  has  been  ap- 
pointed as  an  Associate  Professor  of  Surgery  at  the 
University  of  Utah  College  of  Medicine,  has  been 
elected  a member  of  the  Western  Surgical  Associa- 
tion and  named  to  the  Regional  Research  Feasibility 
Committee  of  the  American  Heart  Association. 

clayton  c.  Morgan,  Boise,  President-Elect  of  the 
medical  staff  of  St.  Luke’s  Hospital,  has  been  elected 
to  a two-year  term  on  the  hospital’s  Board  of  Di- 
rectors. 

Jaundice  Course  Presented 

A continuing  medical  education  course  on  jaun- 
dice was  presented  April  2 and  3 in  Twin  Falls  and 
Boise  with  six  speakers  from  the  University  of  Ore- 
gon Medical  School  in  cooperation  with  the  Oregon 
Regional  Medical  Program. 

The  program  began  April  2 in  the  Magic  Valley 
Memorial  Hospital,  Twin  Falls,  with  John  M. 
McKain,  Twin  Falls,  as  Course  Coordinator  and 
April  3 at  Boise  State  College  with  Robert  S. 
McKean,  Boise,  as  Course  Coordinator.  ■ 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases 
as  TB,  leukemia,  pneumonia  and  syphilis.  Use  the 
blue  Histoplasmin  LEDERTINE™  Applicator  as  the 
first  step  in  differential  diagnosis  and  as  a routine 
step  in  physical  examinations  for  the  permanent  rec- 
ords of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions  — Nonspecific  reactions  are  rare,  but  may  occur. 
Vesiculation,  ulceration  or  necrosis  may  occur  at  test  site  in 
highly  sensitive  persons.  The  test  should  be  used  with  cau- 
tion in  patients  known  to  be  allergic  to  acacia,  or  to  thimero- 
sal  (or  other  mercurial  compounds). 


LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York 
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Trivial  is  et  Jovialis 


The  Art  of  Speculation 


Editor,  NORTHWEST  MEDICINE: 

Don’t  choose  Wall  Street  as  a place  to  gamble. 
You  don’t  have  to  play  a passive  role,  waiting  for 
“the  market”  to  make  money  for  you.  You  can  be 
active  and  direct  your  own  destiny. 

Three  qualities  are  necessary  to  make  a fortune 
in  Wall  Street.  I know  because  I have  just  done  it. 
I have  sold  20,657  shares  of  stock  at  slightly  over 
$20  a share  net  to  me,  and  that  stock  cost  me  five 
years  ago,  $0.05  a share.  Three  factors  needed  are: 
imagination,  nerve,  and  luck.  This  observation  is,  I 
feel  certain,  not  original,  but  I felt  it  could  be  re- 
examined with  profit,  for  both  those  who  believe 
they  may  be  able  to  follow  this  example,  or  the  far 
more  numerous  group  who  recognize  they  could  not, 
and  wisely  avoid  trying. 

Imagination  of  a particular  kind  is  necessary  and 
this  was  recognized  by  Lord  Maynard  Keynes  when 
he  said,  “Picking  a winning  stock  is  like  picking  the 
winner  of  a beauty  contest.  You  must  pick  the  one 
you  believe  the  judges  will  pick,  not  the  one  you 
would  choose.”  Your  imagination  must  be  used  to 
pick  a stock  that  has  star  qualities,  that  has  the 
power  to  make  men  dream  dreams.  The  idea  must 
be  simple,  so  it  can  be  grasped  by  all,  the  promise 
there,  but  the  fulfillment  in  a beautiful  tomorrow. 
The  potential  and  the  profits  must  be  vast,  but  not 
yet  counted.  You  have  to  project  your  imagination 
into  the  future,  and  pick  an  industry,  technology, 
concept,  which  is  going  to  become  very  popular. 
You  have  to  observe  social  trends,  and  try  and  pre- 
dict which  are  going  to  really  take  hold  and  be 
one  of  the  molding  factors  of  the  future.  The  tele- 
phone, television,  air  travel— were  they  recognized 
early  as  being  technologies  that  would  make  a fun- 
damental difference  to  our  lives?  If  you  can  recog- 
nize such  a trend,  such  as  the  abolition  of  money 
and  universal  introduction  of  credit  cards,  or  abo- 
lition of  many  hard  goods  and  establishment  of  dis- 
posables, then  you  will  be  able  to  find  a company 
which  is  in  the  forefront  of  this  change.  Having 
used  your  imagination  and  become  convinced  that 
your  stock  will  become  the  darling  of  the  public 
when  they  realize,  later  that  you  did,  its  romance, 
glamour,  and  magnetism,  you  start  buying  the  stock. 
At  this  point  it  is  necessary  that  you  be  correct  and 
999,999  be  wrong.  When  you  come  to  selling,  this 
ratio  will  be  reversed  as  I shall  demonstrate.  When 
you  first  tell  the  broker  the  name  of  the  stock  you 
have  to  spell  it  over  the  telephone;  he’s  never  heard 


of  it.  This  is  a good  sign.  The  broker  must  disagree 
with  your  choice,  but  be  too  wise  to  say  so,  and 
anybody  else  you  take  into  your  confidence  must 
express  stout  disbelief.  Having  established  your 
position  you  then  enter  the  most  tedious  and  diffi- 
cult part  of  the  operation,  the  holding  period. 

Nerve— This  or  the  word  guts  expresses  the  quality 
you  now  need.  After  the  stimulus  of  your  buying 
has  subsided,  the  stock  drifts  to  a new  low.  The 
company  runs  into  difficulties,  unexpected  technical 
hitches  crop  up,  there  is  squabbling  within  the  com- 
pany and  some  of  the  key  members  resign.  The  fi- 
nancial statement  is  terrible  and  the  cash  position 
at  the  bank  is  worse.  You  may  be  asked  to  loan  the 
company  money  on  an  unsecured  note.  I live  in  a 
small  western  town  and  when  I went  to  my  local 
bank  manager  to  borrow  some  money  to  loan  the 
company,  he  told  me,  “You’re  too  young  to  remem- 
ber ’29.  You’ll  have  a problem  here,  as  there  are 
no  buildings  high  enough  from  which  to  jump.” 
However,  if  you  have  the  third  requisite  which  of 
course  is  luck,  the  company  will  weather  the  storm, 
and  the  market  quotation  will  rise  to  what  you  paid 
for  it  three  years  ago.  At  this  point  there  is  a tre- 
mendous temptation  to  sell  and  put  the  money  in 
Telephone.  But  you  hold  on,  and  to  your  astonish- 
ment, within  a year,  the  quotation  is  three  times 
your  cost,  yet  the  stock  is  still  unknown  and  the 
technology  has  not  been  publicized  greatly.  The 
next  thing  to  do  is  pyramid.  You  buy  more  stock 
with  the  money  you  raise  on  your  life  insurance,  on 
your  home  and  on  any  marginable  stocks  you  hold. 
This  should  enable  you  to  double  your  original  num- 
ber of  shares,  still  holding  your  average  price  com- 
fortably below  the  current  quotations. 

Luck— This  is  of  course,  the  third  factor  and  if 
your  groundwork  in  number  one  has  been  good  it’s 
surpising  how  often  you  will  find  yourself  lucky. 
You  now  start  to  see  articles  in  the  scientific  press 
about  your  pet  idea.  A pilot  study  has  been  done 
and  such  and  such  has  been  found  feasible.  An- 
other six  months  and  you  notice  other  articles  in 
the  financial  press  and  then,  at  last,  in  the  public 
press,  Life,  Time,  extravagant  predictions  are  made, 
the  price  of  the  stock  advances,  easily,  rapidly  now, 
quotations  are  carried  in  the  Wall  Street  Journal. 
When  is  the  time  to  sell?  First  you  set  no  predes- 
ignated limit  and  no  particular  profit  to  you,  no  exact 
figure  at  which  you  will  sell.  You  gauge  it  on  the 
psychological  mood  of  the  buying  public.  My  ven- 

continued  on  page  389 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

EOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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ture  was  allied  to  the  space  technology  and  when  I 
saw  the  stunning  advertisements  for  the  film  “2001’ 
with  a circular  spaceship,  I knew  the  time  was  get- 
ting near.  At  a lunch  in  Beverly  Hills,  where  I was 
a hick  from  the  sticks,  a native,  a lady  interior 
decorator,  told  me  that  I would  be  wise  to  look  to 
the  future  as  I am  a young  man  and  invest  in  this 
particular  company  in  which  I already  held  20,657 
shares.  I took  this  to  be  as  good  a sell  signal  as  any. 
The  TV  serial  programs  featured  spaceships,  my 
children  dashed  around  “Zap  Zapping”  me  and 
Time  featured  an  article  with  multi-colored  pictures 
with  my  company’s  name  emblazoned  on  the  hard- 
ware. 

Then  I sold,  slowly,  over  two  months.  Probably 
1 sold  too  soon,  but  Rothschild  when  asked  the  basis 
of  his  fortune  replied,  “I  always  sell  too  soon.”  Prom- 
ise beats  fulfillment,  yearning  beats  achievement;  I 
had  more  pleasure  thinking  about  the  profit  than 
actually  realizing  it.  And  so  it  is  with  stocks,  sell  on 
the  promise,  don’t  wait  for  reality. 

This,  to  my  mind,  is  the  art  of  speculation.  It 
bears  no  relation  to  buying  a hot  number  on  the 


American  Exchange  or  the  latest  over-the-counter 
fad,  and  hoping  you  will  be  able  to  sell  it  to  some 
other  sucker  at  a higher  price.  That  is  gambling; 
much  better  done  in  Vegas.  I am  not  describing 
investment:  as  Gutman  said,  “You  only  have  to  get 
rich  once.”  Any  number  of  people  can  keep  you 
that  way.  You  give  the  proceeds  to  an  investment 
counselor,  a closed  end  investment  trust,  a no-load 
mutual  fund  and  they  will  bring  you  a steady  return 
and  capital  gains.  That’s  investment.  You  keep  a 
small  portion  for  your  next  speculation.  Don’t  hurry, 
you  don’t  have  to  bet  every  race,  and  there’s  always 
another  train  leaving  Wall  Street.  What  are  the 
two  greatest  drawbacks?  I can  answer  that  without 
hestitation.  Greed  on  the  up  side  and  Fear  on  the 
down  side.  You  have  to  master  those. 

Of  course  I never  listen  to  stock  tips  and  I know 
you  don’t  either.  If  you  feel  you  can’t  fuss  with  all 
described  in  this  article  and  just  want  to  pick  a 
stock  that  will  double  within  a year  and  bring  you 
happiness  why  don’t  you  look  at  DOMTAR  on 
the  ASE. 

Yours  for  fame  and  fortune. 

I.  GOTMINE,  M.D. 


The  physician  behind  the  pen  name  of  Dr.  Gotmine  is  really  a specialist, 
practicing  in  a small  town  in  the  Northwest.  Although  he  is  blessed  with  an  active 
imagination,  the  story  is  not  imaginary.  He  really  did  it.  And  just  because  the  story 
is  true,  he  has  asked  that  neither  his  identity  nor  the  name  of  the  stock  be  revealed. 
Knowing  the  name  of  the  stock  is  not  of  any  advantage  now— the  author  says  the 
price  has  dropped  since  he  sold  out.  Ed. 
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OBITUARIES 


dr.  john  morrison  cooksey,  42,  of  Moses  Lake, 
Washington,  died  October  7,  1968.  Born  in  Mary- 
land, he  graduated  from  the  University  of  Oregon 
Medical  School  in  1953  and  received  his  license  the 
following  year.  Death  was  due  to  barbituate  and 
alcohol  poisoning. 

dr.  victor  f.  hebert,  44,  of  Bellevue,  Wash- 
ton,  died  November  6,  1968,  from  injuries  suffered 
in  a traffic  accident.  Dr.  Hebert  was  a native  of 
Helena,  Montana.  He  graduated  from  St.  Louis  Uni- 
versity School  of  Medicine  in  1953  and  received  his 
license  the  following  year.  He  served  as  a sergeant 
in  the  Marine  Corps  in  World  War  II. 

dr.  james  j.  meinhart,  44,  of  Yakima,  Washington, 
died  September  30,  1968.  Dr.  Meinhart  graduated 
from  Yale  University  School  of  Medicine , New 
Haven,  in  1954  and  received  his  license  in  1958. 
He  was  pathologist  director  of  the  laboratories  at 
St.  Elizabeth  and  Yakima  Valley  Memorial  Hos- 
pitals. Dr.  Meinhart  served  with  the  US  Air  Force 
during  World  War  II.  Death  was  caused  by  athero- 
matous arteriosclerosis. 

dr.  robert  orville  johnson,  46,  of  Eugene,  Oregon, 
died  November  12,  1968.  He  was  born  in  Kearney, 
Nebraska,  and  graduated  from  the  University  of 
Nebraska  College  of  Medicine,  Omaha,  in  1950. 
He  received  his  license  in  1961.  Dr.  Johnson,  a 
psychiatrist,  was  a veteran  of  World  War  II.  Death 
was  caused  by  acute  myocardial  infarction. 

dr.  jack  l.  greig,  47,  of  Mercer  Island,  Washington, 
died  January  26,  1969,  of  partial  intestinal  obstruc- 
tion due  to  reticulum  cell  sarcoma.  Dr.  Greig,  a 
Group  Health  Hospital  pediatrician,  was  born  in 
Illinois.  He  graduated  from  the  University  of  Roch- 
ester School  of  Medicine  in  1946  and  received  his 
license  in  1953. 

dr.  john  h.  benward,  52,  a Portland,  Oregon  pedi- 
atrician, died  January  9,  1969.  Born  in  Oklahoma, 
he  graduated  from  the  University  of  Oklahoma 
School  of  Medicine,  Oklahoma  City,  in  1939.  He 
received  his  license  in  1943.  Death  was  due  to 
exposure  and  hypothermia. 

dr.  robert  a.  pommerening,  52,  of  Seattle,  Wash- 
ington, died  December  17,  1968,  of  acute  myocardial 
infarction.  He  was  secretary-treasurer  of  the  Ameri- 
can Academy  of  Dermatology,  and  a former  president 
of  the  Pacific  Dermatologic  Association.  Dr.  Pom- 
merening was  born  in  Ann  Arbor,  Michigan,  and 
graduated  from  the  University  of  Michigan  Medical 
School,  Ann  Arbor,  in  1942.  He  received  his  license 
in  1948. 


dr.  forrest  l.  flashman,  56,  of  Seattle,  Washing- 
ton, died  October  31,  1968.  He  was  born  in  Billings, 
Montana,  and  graduated  from  Northwestern  Uni- 
versity Medical  School,  Chicago,  in  1942,  receiving 
his  license  the  same  year.  Dr.  Flashman  was  chief 
of  orthopedics  at  Children’s  Orthopedic  Hospital. 
Death  was  caused  by  infarction  of  the  right  cerebral 
hemisphere  due  to  massive  pulmonary  embolization 
from  a ruptured  gastrocnemius  muscle  with  phlebo- 
thrombosis. 

dr.  jesse  Charles  woodward,  jR.,  58,  of  Vancouver, 
Washington,  died  December  10,  1968,  from  acute 
infra-cerebral  hematoma  in  left  fronto-parietal  area 
due  to  spontaneous  hemorrhage.  Dr.  Woodward  was 
born  in  Payette,  Idaho.  He  graduated  from  Cornell 
University  Medical  College,  New  York,  in  1937,  and 
received  his  license  in  1946. 

dr.  sheldon  c.  bajema,  65,  of  Lynden,  Washington, 
died  November  14,  1968.  He  graduated  from  the 
University  of  Michigan  Medical  School,  Ann  Arbor, 
in  1934,  and  received  his  license  in  1936.  Dr.  Bajema 
served  with  the  U.S.  Army  during  World  War  II. 
Death  was  due  to  subdural  hematoma. 

dr.  harold  v.  larson,  66,  of  Lacey,  Washington, 
died  January  18,  1969.  Death  was  caused  by 
congestive  heart  failure  due  to  arteriosclerotic  heart 
disease.  Dr.  Larson  was  born  in  Plankinton,  South 
Dakota.  He  graduated  from  the  University  of 
Nebraska  College  of  Medicine,  Omaha,  in  1929, 
receiving  his  license  the  following  year.  He  retired 
last  January  from  the  staff  of  Veterans  Hospital 
in  Walla  Walla. 

dr.  theodore  m.  barber,  69,  of  Tacoma,  Wash- 
ington, died  January  25,  1969,  of  cerebral  vascular 
accident  due  to  arteriosclerosis.  Dr.  Barber,  an 
administrative  psychiatrist,  was  born  in  Illinois. 
He  graduated  from  the  University  of  Nebraska  Col- 
lege of  Medicine,  Omaha,  in  1927  and  received 
his  license  in  1938. 

dr.  enoch  Morgan  bryan,  69,  of  Seattle,  Washing- 
ton, died  November  26,  1968.  Born  in  Bloomfield, 
Missouri,  he  graduated  from  St.  Louis  University 
School  of  Medicine  in  1927  and  received  his  license 
in  1945.  Cause  of  death  was  cancer  of  the  transverse 
colon  with  extensive  metastasis. 

dr.  marjorie  m.  heitman,  72,  of  Spokane,  Wash- 
ington, died  December  20,  1968,  of  injuries  suffered 
in  an  auto  accident.  Dr.  Heitman  graduated  from 
Rush  Medical  College,  Chicago,  in  1923.  She  re- 
ceived her  license  in  1930. 
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dr.  Raymond  Theodore  kaupp,  72,  of  Portland, 
Oregon,  died  October  5,  1968  of  arteriosclerotic 
heart  disease.  Dr.  Kaupp  was  born  in  Nebraska. 
He  graduated  from  the  University  of  Oregon  Medi- 
cal School  in  1924  and  received  his  license  in  the 
same  year.  He  was  a Navy  veteran  of  World  War  1. 

dr.  george  hauser,  75,  of  Seattle,  Washington,  died 
November  9,  1968,  of  congestive  heart  failure  due 
to  arteriosclerotic  cardiovascular  disease.  Dr.  Hauser, 
father  of  Dr.  Elizabeth  Hauser,  Seattle,  was  born 
in  Council  Bluffs,  Iowa.  He  practiced  medicine  in 
Minnepaolis  before  coming  to  Seattle  10  years 
ago  following  his  retirement.  He  graduated  from 
Ohio  State  University  College  of  Medicine,  Colum- 
bus, in  1932,  receiving  his  license  in  1960. 

dr.  Charles  a.  meyer,  77,  of  Seattle,  Washington, 
died  November  4,  1968,  of  diabetes  mellitus  and 
arteriosclerotic  heart  disease.  He  graduated  from 
Northwestern  University  Medical  School,  Chicago, 
in  1922  and  received  his  license  the  same  year. 
Dr.  Meyer  teas  a Navy  veteran  of  World  War  I. 

dr.  lloyd  delano  gass,  88,  of  Klamath  Falls,  Ore- 
gon, died  December  12,  1968,  of  cerebral  thrombosis 
due  to  cerebral  arteriosclerosis.  Dr.  Gass  graduated 
from  Pacific  Medical  College,  Los  Angeles,  in  1914, 
and  received  his  license  in  1913.  He  was  born  in 
Missouri. 

dr.  Archibald  b.  heaton,  82,  of  Tacoma,  Wash- 
ington, died  December  2,  1968  of  cardiovascular 
arteriosclerosis.  He  graduated  from  the  University 
of  Colorado  School  of  Medicine,  Denver,  in  1914 
and  received  his  license  in  1918.  He  practiced  in 
Tacoma  from  1918  until  his  retirement  in  1965. 

dr.  harry  Raymond  bryan,  83,  of  Portland,  Oregon, 
died  October  15,  1968.  Dr.  Bryan  was  born  in 
Kansas  and  graduated  from  the  University  Medical 
College  of  Kansas  City,  Missouri  in  1909.  Death 
was  due  to  bronchopneumonia,  cor  pulmonade,  em- 
physema and  carcinoma  of  the  lung. 

DR.  WILLIAM  WHITLOCK  MATTSON,  83,  of  TaCOma, 

Washington,  died  November  23,  1968,  of  arterio- 
sclerotic cerebrovascular  disease.  He  was  born  in 
South  Dakota  and  graduated  from  the  University 
of  Pennsylvania  School  of  Medicine,  Philadelphia, 
in  1945.  He  received  his  license  the  following  year. 
Dr.  Mattson  was  a veteran  of  World  War  I. 

dr.  Herbert  e.  coe,  87,  of  Seattle,  Washington,  died 
November  23,  1968.  He  was  born  in  Michigan  and 
graduated  from  the  University  of  Michigan  Medical 
School,  Ann  Arbor,  in  1906.  He  received  his  license 
in  1908.  Death  was  due  to  arteriosclerotic  cardio- 
vascular disease. 


dr.  eugene  p.  steinmetz,  78,  of  Portland,  Oregon, 
died  January  1,  1969,  of  acute  monocytic  leukemia. 
He  was  born  in  Pueblo,  Colorado,  and  graduated 
from  the  University  of  Oregon  Medical  School  in 
1918,  receiving  his  license  the  following  year.  A 
World  War  I veteran.  Dr.  Steinmetz  practiced  ob- 
stetrics and  gynecology  in  Portland  for  43  years, 
retiring  four  years  ago. 

dr.  foster  m.  hoag,  88,  of  Lake  Oswego,  Oregon, 
died  November  12,  1968,  Born  in  Cloverdale,  Cali- 
fornia, he  graduated  from  the  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco,  in  1902. 
He  received  his  license  in  1904.  Dr.  Hoag  was  a 
Spokane  physician  from  1904  until  his  retirement  in 
1947.  Death  was  caused  by  cerebral  vascular  acci- 
dent due  to  hypertension  and  arteriosclerosis. 

dr.  Stanley  lamb,  89,  of  Portland,  Oregon,  died 
January  21,  1969,  of  thrombosis  of  the  basilar  artery 
due  to  generalized  arteriosclerosis.  Dr.  Lamb  gradu- 
ated from  the  University  of  Oregon  Medical  School 
in  1907  and  received  his  license  the  same  year. 
He  was  a former  president  of  both  the  Oregon 
Medical  Association  and  Multnomah  County  Medical 
Society.  Dr.  Lamb  practiced  in  Portland  for  54 
years  and  was  vice  president  of  the  Blue  Cross  be- 
fore retiring  in  1962. 

DR.  RALPH  WALDO  EMERSON  IRWIN,  91,  of  Seattle, 
Washington,  died  November  23,  1968,  of  cerebro- 
vascular accident  due  to  cerebrovascular  arterio- 
sclerosis. He  was  born  in  Portsmouth,  Ohio,  and 
graduated  from  Bellevue  Hospital  Medical  College, 
New  York,  in  1898.  Dr.  Irwin  was  in  the  Army 
Medical  Corps  in  World  War  I. 

dr.  gail  peter  shepard,  92,  of  Yakima,  Washing- 
ton, died  December  15,  1968  of  bronchopneumonia. 
Dr.  Shepard  was  born  in  Illinois.  He  graduated  from 
Rush  Medical  College,  Chicago,  in  1908  and  re- 
ceived his  license  in  1921.  Dr.  Shepard  practiced  in 
Yakima  for  36  years.  He  served  in  the  Army  Medical 
Corps  as  a Captain  during  the  Spanish-American 
War  and  World  War  1. 

dr.  Joseph  james  sarazin,  92,  Nyssa,  Oregon,  died 
December  30,  1968,  from  inanition  due  to  partial 
duodenal  obstruction.  Dr.  Sarazin  was  born  in  Lake 
Linden,  Michigan.  He  graduated  from  the  Denver 
and  Gross  College  of  Medicine  in  1904  and  received 
his  license  in  1906. 

dr.  franklin  e.  cox,  93,  of  Spokane,  Washington, 
died  November  13,  1968.  He  was  born  in  Illinois 
and  graduated  from  Northwestern  University  Medi- 
cal School,  Chicago,  in  1902.  He  received  his  license 
the  following  year.  Death  was  due  to  broncho- 
pneumonia and  generalized  arteriosclerosis. 
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References  for  “Training  Technicians  for  Combina- 
tion Emergency  and  Respiratory  Service,”  continued 
from  page  342. 
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Usual  Adult  Dosage;  1 ‘Milpath’ -400  tablet,  3 
times  a day  at  mealtimes  and  2 at  bedtime.  For 
greater  anticholinergic  effect,  2 'Milpath’-200 
tablets,  3 times  a day  at  mealtimes  and  2 at  bed- 
time. Doses  of  meprobamate  above  2400  mg. 
daily  not  recommended. 

Contraindications;  Tridihexethyl  chloride:  Uri- 
nary bladder-neck  obstructions,  e.g.,  prostatic 
obstruction  due  to  hypertrophy;  pyloric  obstruc- 
tions because  of  reduced  motility  and  tonus; 
organic  cardiospasm  (megaesophagus);  glau- 
coma; possibly  in  stenosing  gastric  or  duodenal 
ulcers  with  significant  gastric  retention.  Mepro- 
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possible  in  persons  with  both  petit  and  grand 
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carisoprodol. 
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with  meprobamate  and  cross  reaction  to  cari- 
soprodol reported.  Suicidal  attempts  may  pro- 
duce drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep, 
then  reduction  of  vital  signs  to  basal  levels. 
Empty  stomach,  and  if  respiration  becomes  very 
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To  calm  the  patient  and  curb  his  pain 

helps  relieve  cramping  G.l.  pain  by  reducing  spasm  and  excess  secre- 
tion/helps  a I lay  the  anxiety-tension 
that  precipitates,  aggravates,  or 
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See  adjacent  page  for  brief  summary  of  prescribing  information. 


Adipex 

Ty-Med 

Each  tablet  or  capsule 
contains: 

Methamphetamine 
hydrochloride  10  mg. 
Amobarbital  50  mg. 
(Warning:  May  be  habit 
forming) 

Homatropine 
methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon 
brand  of  timed-release 
medication. 

Lemmon 

Pharmacal  Company, 

Haack  Laboratories, 
Sellersville,  Pa.  18960 

© 1969  LEMMON 


Adipex  helps  relieve  both  the  physical  and  emotional  distress. 


The  patient  in  your  waiting  room  who 
complains  of  vague  physical  symptoms 
could  be  reacting  to  the  emotional 
strain  of  daily  living.  All  too  often  a 
“stomach-ache”  disguises  underlying 
tension  and  anxiety. 

Adipex  can  help  these  patients  by 
relieving  symptoms  of  mild  anxiety- 
depression  and  controlling  tension- 
induced  GI  hyperactivity.  It’s  ideal  for 
short-term  management. 

Brief  Summary:  Dosage:  One  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects:  Insomnia  and  excitability  occur 
infrequently  and  usually  respond  to  decrease  in 
dosage.  Other  side  effects  include  central 
excitatory  symptoms  such  as  restlessness, 
increased  reflexes  and  irritability  or 
cardiovascular  reactions  such  as  alterations  in 
blood  pressure,  chilliness,  sweating,  anginal 
pain  and  arrhythmias. 

Precautions:  Discontinue  use  if 

rapid  pulse,  dizziness  or  blurring  of 
vision  occurs. 

Contraindications:  Coronary 
or  cardiovascular  disease, 
hypertension, 
hyperthyroidism, 
hyperexcitable  or 
psychotic  states, 
increased  intraocular 
pressure  or  glaucoma, 
or  sensitivity, 
idiosyncrasy  or 
habituation  to  any  of 
the  components. 

How  Supplied: 

Bottles  of  100  and  1000 
tablets  or  capsules. 
Caution:  Federal 
law  prohibits 
dispensing  without 
prescription. 


The  trouble 
with  his  stomach 
may  be 
what’s  on 
his 
mind. 


Write  for  sample. 


“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family... 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOL8 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  ( 1 .7.5%),  benzyl  benzoate 
( 1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC8 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  A nusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 
Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC8 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil.  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


AN-IN-91-4C 


Picture  of 
torticollis 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

by  providing : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1,2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
i pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  Vm 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  .74:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  ct  al. : Gastroenterology  44:146, 
1963.  4.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25: 430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 
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for  help  in  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PON  ST EL  — INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY:  PONSTEL  is  a single 
entity  with  a single  indication  — pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications:  PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning:  If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions:  Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day. 
Most  frequently  reported  side  reactions  in  3,205  observations  on  1.985  subjects  over  a period  of  from 
1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28),  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema, 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira- 
tion. Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 
anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  sigmoidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 
TWo  patients  receiving  2,000  mg.  per  day,  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  8 & Company. 

PARKE,  DAVIS  & COMPANY,  DETROIT,  MICHIGAN  48232 
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CLASSIFIED  ADVERTISEMENTS 


All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  E.  F.  Leibold,  M.D.,  Rt.  1,  Box  6,  Forks,  Wa.  98331. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  with  1 other 
physician  in  beautifully  situated  Cascade  town  80  miles  east 
of  Seattle  by  4-lane  super-highway.  New  clinic  building  ad- 
jacent to  17-bed  hospital.  Basic  salary,  office,  personnel 
provided  by  local  pre-paid  medical  plans  plus  opportunity 
to  use  all  facilities  for  additional  private  practice.  Excel- 
lent climate,  schools  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann 
Lower,  Roslyn  Cle  Elum  Beneficial  Association  Hospital, 
Cle  Elum;  or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


SEVERAL  SURGICAL  PRECEPTORSHIPS-For  one  or  two-year 
appointments.  Open  July  1,  1969  with  80-doctor  clinic.  If 
foreign  graduate,  ECFMG  and  immigrant  visa  required. 
American  board  credit  if  3-year  approved  residency  in- 
cluding senior  year  has  been  served.  Send  complete  cur- 
riculum vitae  first  letter.  Lewis  E.  Hughes,  M.D.„  Perma- 
nente  Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  'round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


GENERAL  PRACTITIONERS  NEEDED— Excellent  opportunity 
for  two  GP’s  to  develop  rewarding  practices  in  an  ex- 
panding progressive  community  of  6,000,  servicing  a 
population  of  14,000.  Several  types  of  group  association 
and  off-time  coverage  available.  Located  in  the  heart  of 
beautiful  Puget  Sound  country.  Mild  year  'round  climate 
offers  best  in  hunting,  fishing,  boating,  water  sports,  snow 
skiing  and  mountain  climbing.  Six  physicians  greatly 
overloaded.  New  $2>/2  million  56-bed  general  hospital 
opened  October  1968.  Substantial  income  supplement  plus 
other  financial  assistance  designed  to  make  easy  transi- 
tion available  to  selected  physicians.  Reply  in  confidence 
to  Mr.  J.  B.  Stentz,  Shelton  General  Hospital  Foundation. 
P.  O.  Box  444,  Shelton,  Wa.  98584. 


AREA  MEDICAL  DIRECTOR— Vacancy  at  Longview,  Washing- 
ton Wood  Products  Operation.  Ideal  living  and  recreational 
area.  Commensurate  salary  and  excellent  fringe  benefit 
program.  Medical  duties  interesting.  Challenging  oppor- 
tunity to  develop  your  own  occupational  health  program. 
Washington  license  required.  Send  resume  to:  Medical 
Director,  Weyerhaeuser  Company,  Tacoma,  Wa.  98401,  or 
call  collect  (206)  FU  3-3361.  Weyerhaeuser,  an  equal  op- 
portunity employer. 


GENERAL  PRACTICE  OPPORTUNITY-Retiring,  will  introduce 
my  practice  to  physician  leasing  my  Mercer  Island  office. 
Call  AD  2-0713  after  6:00  P.M.,  or  on  weekends. 


GP,  INTERNIST  AND/OR  PEDIATRICIAN— Wanted  to  associate 
with  established  GP  in  new  Med. -Dental  Center  located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Financial  arrangement  open,  leading  to  partnership,  if 
desired.  Write  Box  33-A,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wa.  98121. 


WELL-ESTABLISHED  ORTHOPEDIC  PRACTICE— Of  the  late  Dr 
Paul  E.  Noffsinger.  New  Offices.  An  excellent  opportunity 
for  one  or  two  men  for  general  and/or  orthopedic  practice. 
North  Seattle  vicinity  near  three  new  hospitals.  Write  or 
call  collect,  Office  of  Paul  E.  Noffsinger,  D.O.,  10716-5th 
N.E.,  Seattle  98125,  (206)  365-0220  or  746-8313. 


GENERAL  PRACTICE,  CENTRAL  OREGON-Leaving  well-estab- 
lished, well-rounded  practice  for  residency.  Modern  equip- 
ment, lab,  x-ray,  well  staffed.  Good  location  for  expansion. 
Beautiful  recreational  area  with  good  hunting  and  fishing. 
Write  Box  35-A,  Northwest  Medicine,  500  Wall  St.,  Se- 
attle, Wa.  98121. 


LOCUM  TENENS— 4_rnan  GP  group,  Seattle,  Wash.,  suburb. 
June,  July,  August  1969.  Guaranteed  $1,800,  per  month. 
Wash,  license  required.  Write  Box  36-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wa.  98121. 


EMERGENCY  ROOM  PHYSICIAN— Join  an  established,  suc- 
cessful group.  Fee  for  service  with  generous  guaranteed 
minimum.  New  facilities  now  being  planned.  Position  open 
starting  July  1,  1969.  Contact:  Administrator,  Ballard 

Community  Hospital,  5409  Barnes  Ave.,  N.W.,  Seattle,  Wa. 
98107,  phone  (206)  SU  2-2700. 


PHYSICIANS  WANTED—1 Radiologist,  (board  certified  or  eli- 
gible), urologist,  (board  certified  or  eligible),  and 
general  practitioner  for  active  275-bed  GM&S  Hos- 
pital; excellent  supporting  staff.  Attractive  salary  and 
retirement  seystem  with  superb  sick  and  annual  leave 
benefits.  In  the  heart  of  the  beautiful  San  Joaquin  Valley, 
with  unlimited  outdoor  recreational  opportunities  at  near- 
by Sierra  Nevada  and  coastal  resorts.  Nondiscrimination  in 
employment.  For  further  information  write,  Director 
or  Chief  of  Staff,  Veterans  Administration  Hospital,  2615 
Clinton  Ave.,  Fresno,  Ca.  93703.  Phone  209-227-2941,  ext.  215 


SITUATIONS  WANTED 


OB-GYN— W*R  complete  residency  June  1970  and  desire  to 
join  a group  practice  in  the  Northwest,  preferably  in  Se- 
attle area.  Draft  exempt.  G.  V.  Tweed,  M.D.,  Kansas  City 
Gen.  Hosp.,  & Med.  Center,  24th  & Cherry  St.,  Kansas 
City,  Mo.  66108. 


OTOLARYNGOLOGIST— Desires  information  on  community 
openings  or  ENT  association.  Write  Box  38-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


LOCUM  TENENS— Available  to  cover  general  or  surgical 
practice  in  State  of  Washington,  July,  August  1969.  J. 
Rosholm,  M.D.,  4625  - 51st  S„  Seattle,  Wa.  98118. 


EQUIPMENT 


FOR  SALE— Hamilton  pediatric  examining  table  with  built-in 
scale  and  Raytheon  microtherm.  Reasonable.  Write  Box 
39-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 
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OFFICE  SPACE 


REVIEW 


PHYSICIAN'S  OFFICE— Located  at  3601  S.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA — Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350. 
Seattle  98104. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


EDMONDS  MEDICAL  OFFICES— New  Deluxe  Award  Design. 
Carpeting,  drapes,  built-ins.  Up  to  1,600  sq.  ft.  Near  hos- 
pital. 2411-5th  St.  S.E.  (same  as  212th  S.W.).  PR  8-4333  or 
PR  8-2205. 


FOR  RENT  OR  SALE— Office  across  street  from  hospital  in 
Auburn,  Wa.,  write  Box  37-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wa.  98121. 


UNIVERSITY  VILLAGE  MEDICAL  CENTER-5120  - 25th  Ave.  N.E., 
has  one  medical  office  available  for  May.  Could  take  care 
of  two  physicians.  LA  2-2340. 


GYNECOLOGIST  WANTED— F°r  last  vacancy  in  attractive 
medical  building  close  to  hospital.  Unusual  opportunity 
in  growing  community  of  Eastern  Washington.  Contact 
Mr.  Howard  Baker,  Mgr.,  Medical  Arts  Bldg.,  P.O.  Box  704, 
Pasco,  Wa.  99301. 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per-  « 
sons  with  active  tuberculosis  or  -ir 
known  allergy  to  acacia.  Vesicula-  'j 
tion,  ulceration,  or  necrosis  may  -Tl 
occur  at  the  test  site  in  highly  sen-  * 
sitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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The  Computer  and  Medical  Care 

By  Donald  A.  B.  Lindberg,  M.D.,  210  pp.  Illustrated.  Price 
$12.75.  Charles  C Thomas,  Springfield,  III.  1968. 

The  computer  is  eeking  its  way  into  our  medical 
system  much  as  the  laboratory  did  half  a century 
ago.  One  senses  that  physicians  are  more  confused 
by  the  potential  role  of  computers  in  medical  care 
than  they  are  opposed  to  this  development. 

In  addition  to  the  business  applications  of  com- 
puters in  medicine,  working  systems  have  been  im- 
plemented for:  laboratory  data  systems;  interpre- 
tation of  ECGs;  analysis  of  psychological  tests;  elicit- 
ing medical  histories;  synthesizing  and  reporting 
data  from  multiphasic  screening  examinations;  re- 
trieval of  published  information;  storage  and  retriev- 
al of  medical  record  data;  monitoring  patients  in 
surgery  and  intensive  care;  computing  probabilities 
for  survival  prognosis  and  for  alternatives  within  a 
list  for  differential  diagnosis;  instruction,  using 
branched  programs  with  interaction  between  user 
and  computer  in  a simulated  “tutorial.” 

Lindberg’s  book  focuses  on  the  use  of  the  com- 
puter in  the  laboratory  and  in  medical  records.  His 
is  a plea  for  quality  control  in  medicine  and  he  sees 
the  computer  as  playing  a vital  role  in  providing 
optimal  health  care  to  patients  by  providing  assist- 
ance to  their  physicians.  He  raises  the  provocative 
question  of  whether  or  not  the  computer  will  re- 
verse the  trend  to  increasing  specialization,  which 
he  relates  to  the  ever-increasing  body  of  specialized 
information.  If  the  computer  can  make  information 
available  to  the  physician  on  a need-to-know  basis, 
the  whole  approach  to  medical  education  (pre  and 
post  graduate)  may  be  altered,  and  the  capacity  of 
individual  physicians  to  handle  more  problems  may 
be  increased. 

The  chapter  on  organization  of  a computer  group 
is  a model  of  clarity  and  presents  guidelines  for  de- 
velopment of  a medical  computer  facility.  It  is  clear 
that  in  medicine,  as  in  business,  science  and  military 
application  of  computers,  the  successful  implemen- 
tation of  a computer  system  requires  a receptive  en- 
vironment and  leadership  at  many  levels. 

The  reader  may  expect  to  be  exposed  to  the  high- 
lights of  work  done  at  the  University  of  Missouri, 
where  there  has  been  dedicated  administrative  lead- 
ership under  former  Dean  Vernon  Wilson  and  imagi- 
native program  development  by  Dr.  Lindberg  and 
his  associates. 

STEPHEN  R.  YARNALL,  M.D. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — July  13-17,  1969.  New 
York  City;  June  21-25,  1970,  Chicago; 
June  20-24,  1971,  Atlantic  City. 

AMA  Clinical— Nov.  30-Dec.  3,  1969, 
Denver;  Nov.  29-Dec.  2.  1970,  Bos- 
ton; Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 

Idaho  Medical  Association — Annual 
Meeting,  July  2-5,  1969,  Sun  Valley; 
July  1-5,  1970,  Sun  Valley;  June  30- 
July  4,  1971,  Sun  Valley. 

Medical  Society  of  United  States  and 
Mexico — Sept.  24-27,  1969,  Albu- 

querque, New  Mexico. 

Exec.  Sec.,  Mrs.  Virginia  E.  Bryant, 
Phoenix,  Ariz. 

North  Pacific  Pediatric  Society — 

Sept.  28-Oct.  1,  1969,  Northshore 
Lodge,  Coeur  d’Alene,  Idaho. 

Pres.,  William  A.  Jaquette,  Jr.,  Mer- 
cer Island,  Wash 

Sec.,  Leslie  Mackoff.  Seattle.  Wash. 

Northwest  Rheumatism  Society — Annual 
Meeting,  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland.  Interim  Clinic 
Meeting,  May  2-3,  1969,  Davenport 
Hotel,  Spokane,  Wash. 

Pres.,  Bruce  R.  Zimmerman.  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  23-25,  1969, 
Bayshore  Inn,  Vancouver,  B.C. 
Pres.,  George  Norton,  Vancouver, 
B.C. 

Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


West  Coast  Allergy  Society.  Annual 
Meeting,  Nov.  13-15,  1969,  Hilton 
Inn,  San  Diego 

Pres.,  Roy  R.  Matteri,  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


OREGON 


Oregon  Academy  of  General  Practice — 
Annual  Meeting,  May  7-9,  1969. 

Bowman’s  Mt.  Hood  Golf  Club  and 
Resort,  Wemme,  Ore. 

Pres.,  Laurel  G.  Case,  Medford 
Sec.,  F.  Douglas  Day,  Portland 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov. ; Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.). 

Pres.,  David  Frisch,  Portland 
Sec.,  Troy  R.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  P.  H.  Blachly.  Portland 
Sec..  Ira  Pauly.  Portland 


Oregon  Pathologists  Association — -2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres..  John  L Lang.  Corvallis 
Sec.,  E.  W.  Landreth.  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October-April.  University  Club, 
Portland.  Annual  Meeting,  June 
14,  1969. 

Pres.,  William  N.  Murray,  Portland 
Sec..  Clinton  B.  Sayler,  Portland 


Oregon  Society  of  Allergy — N.W.  Al- 
lergy Forum,  May  9-10,  1969,  Dunes 
Hotel,  Lincoln  City,  Ore.  Annual 
Meeting,  September  1969. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Soc.  of  Internal  Medicine — 1st 
Wed.,  Portland.  Annual  Meeting, 
May  15-17.  1969,  Dunes-Ocean  Front 
Resort,  Lincoln  City,  Ore. 

Pres.,  R.  K.  Hoover.  Eugene 
Sec.,  Marvin  C.  Goldman,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.,  Jan. 
through  May).  Heathman,  Portland. 
Annual  Meeting,  Nov.  22,  1969. 
Pres.,  Ivan  Langley.  Portland 
Sec..  Enrique  deCastro.  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell.  Portland 


Oregon  Urological  Society — Ouarterly 
Meetings,  Congress  Hotel.  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — last 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting,  April  25,  1969 
Pres.,  Paul  Metzger,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May.  Sept. -Nov.);  An- 
nual Meeting,  May  27,  1969. 

Pres.,  Grant  B.  Hughes.  Portland 
Sec.,  Kenneth  G.  Paltrow,  Portland 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May).  Annual  Meeting,  May 
9-10,  1969,  Benson  Hotel,  Portland. 
Pres.,  Thomas  R.  Montgomery,  Port- 
land 

Sec.,  J Gordon  Grout.  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Howard  Pyfer,  Seattle 
Sec.,  Leonard  Nevler.  Seattle 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Pres.,  Samuel  H.  Tarica,  Seattle 
Sec..  Rick  L.  Johnson,  Seattle 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology— 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D F.  Milam.  Jr..  Bellevue 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.);  Annual  Fall  Assembly, 
Sept.  19-20,  1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks.  Seattle 


Seattle  Pediatric  Society — 3rd  Fri. 

< Sept.-May).  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan 
30-31,  1970,  Washington  Plaza  Hotel, 
Seattle. 

Pres..  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Qiiarterl\ 
Pres.,  George  T.  Wallace,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean 
Annual  Meeting,  May  3,  1969. 

Pres.,  Theodore  R.  Haley,  Tacoma 
Sec  , Robert  W.  Florence,  Tacoma 


Washington  Academv  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  State  Radiological  Socielv 
— Quarterly,  Seattle. 

Pres..  Robert  H.  Rosenberg.  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy — 
Northwest  Allergy  Forum,  May  9- 
10,  1969,  Dunes  Hotel,  Lincoln  City, 
Ore. 

Pres.,  Robert  Rudd,  Bellingham 
Sec.,  Stanley  Zeitz,  Seattle 


Washington  State  Society  of  Anes- 
thesiologists— Quarterly.  Seattle. 

Annual  Meeting,  Sept.  13,  1969. 
Pres.,  Richard  L.  Pokorny,  Spokane 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Albert  W.  Bostrom,  Yakima 
Sec  , Richard  E.  Muzzall,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D 
Charles  S.  Belknap,  M.D. 

Consulting  Psychiatrist 

Physicians 
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Healing  the  ulcer  crater 


Pro-Banthlne 

brand  of  III'  I 'I 

propantheline  bromide 

blocks  ulcerogenic  autonomic  impulses 

Therapeutic  Activity— Pro-Banthlne  blocks  ul- 
cerogenic impulses  at  both  parasympathetic  effec- 
tor sites  and  ganglia  and  at  sympathetic  ganglia. 

This  dual  action,  a capacity  quite  beyond  that  of 
belladonna  derivatives,  has  been  shown  repeat- 
edly to  reduce  gastric  secretion,  to  suppress  gas- 
trointestinal motility  and  to  relieve  ulcer  pain. 

Healing  Environment— Thus,  Pro-Banthlne,  to- 
gether with  other  standard  measures,  creates  a 
favorable  environment  to  hasten  healing  of  the 
ulcer. 

So  widely  is  this  ability  recognized  that  for  years 
Pro-Banthine  has  been  the  most  widely  prescribed 
medication  for  treating  peptic  ulcer. 


Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  car- 
diac disease. 

Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
with  prostatic  hypertrophy,  this  should  be 
watched  for  in  such  patients  until  they 
have  gained  some  experience  with  the 
drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with 
possible  loss  of  voluntary  muscle  control. 
Such  patients  should  receive  prompt  and 
continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  ef- 


fects, in  order  of  incidence,  are  xerostomia, 
mydriasis,  hesitancy  of  urination  and  gas- 
tric fullness. 

Dosage:  The  maximal  tolerated  dosage  is 
usually  the  most  effective.  For  most  adult 
patients  this  will  be  four  to  six  15-mg. 
tablets  daily  in  divided  doses.  In  severe 
conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro- 
Banthine  (brand  of  propantheline  bro- 
mide) is  supplied  as  tablets  of  15  mg.,  as 
prolonged -acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of 
30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and 
may  be  up  to  30  mg.  or  more  every  six 
hours,  intramuscularly  or  intravenously. 
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No  Hepatitis  in  Over 
12  Years  of  Use 


Plasmanate 

Plasma  Protein  Fraction 
(Human),  5%,U.S.P 


An  alternative  to  stored  pooled  plasma 


PLASMANATE^ 
Plasma  Protein  Fraction 
(Human),  5%,  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na—  110  mEq  L 
Cl  — 50  mEq  L 
K -0.25  mEq  L 

Na— 154  mEq  L 
Cl  -124  mEq  L 
K — .03  to  .05  mEq  L 

Na— 142  mEq  L 
Cl -103  mEq  L 
K - 5 mEq  L 

Plasma 

Proteins 

Present 

Albumin  —88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  —57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 
Gamma  Globulin— 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4V2% 

Plasmanate  is  available  in  50  ml.  vials  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  sets. 

World  Leader  in  Human  Plasma  Fractions 
CUTTER  JlaJt&uiiosUeA.,  Inc.,  Berkeley,  Calif.  94710 
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Invitation  to  San  TJalley 


77th  Annual  Meeting 

IDAHO  MEDICAL  ASSOCIATION 

Hosting  the  Rock y Mountain  Medical 
Conference 

see  pages  413-417,  419-420 


O.  D.  HOFFMAN,  M.D. 
President 

Idaho  Medical  Association 
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OREGON 


IDAHO 


A new  clinical 


laboratory  service 
from  Upjohn? 


If  you  share  the  increasing  concern  about  laboratory 
reliability,  you'll  be  interested  in  LABORATORY  PRO- 
CEDURES. A separate  division  of  The  Upjohn  Com- 
pany, it  is  planned  to  eventually  encompass  a 
national  network  of  regional  laboratories.  The  first 
regional  center  is  now  serving  physicians  in  the  western 
states. 

No  laboratory  is  perfect.  But  the  Laboratory  Procedures 
approach  is  a big  step  in  the  right  direction.  Why? 
Because  Laboratory  Procedures  starts  with  a qualified 
professional  and  technical  staff.  Utilizes  advanced 
instrumentation  and  sophisticated  procedures.  Em- 
phasizes computer-assisted  automated  analysis  wher- 
ever possible.  And  builds  in  quality  control  through- 
out. 


One  result  is  the  attainment  of  high  standards  in  re-J 
producible  accuracy.  Another  is  the  efficiency  in  per-l 
formance  of  clinically  meaningful  group  tests  which, 
help  make  the  private  practice  of  preventive  medicinei 
more  practical. 

Ready  to  serve  you  and  your  patients 

Laboratory  Procedures  offers  you  a functional,  easy-to- 
use  system  for  collecting  samples,  ordering  tests,  and 
submitting  specimens  by  mail  for  a wide  line  of  pro-i 
cedures.  And  billing  is  specific  by  test  and  patient — 
no  minimums,  maximums  or  contract. 

Put  the  scientific  experience  and  research  orientation 
of  Upjohn  to  work  on  your  laboratory  needs  now  I 
Write  for  more  information:  Department  A, 


up.-"-"  LABORATORY  PROCEDURES’ 


Division  of  The  Upjohn  Company 

P.O.  Box  6000,  Inglewood,  California  90301 


SM  (Service  Mark)  and  ©1968,  The  Upjohn  Company 
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utrexin 


© 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 


■ Literature  on  indications  and  dosage  avai 
able  on  request. 


■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  BALTIMORE,  MARYLAND  21201 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  w'ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACfN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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JULY  2-5, 1969 
SEVENTY -SEVENTH 
ANNUAL  SESSION 


Invitation  ti 


Idaho 

Medical 

Association 


hosting  the  <rKocky  (^Mountain  oTKledical  Conferenc 
77th  cAnnual  (fleeting 


Featured  Speaker 

GERALD  D.  DORMAN,  M.D. 

New  York,  New  York 
President-Elect 

American  Medical  Association 


MRS.  JOHN  M.  CHENAULT 

Decatur,  Alabama 
President-Elect 
Woman’s  Auxiliary  to  the 
American  Medical  Association 


Special  Guest 
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un  Galley  . . . 

It  is  my  privilege  to  extend  a warm  invitation 
to  physicians  of  the  Northwest  to  spend  the 
holidays  with  us  at  the  77th  annual  meeting  of 
the  Idaho  Medical  Association  at  Sun  Valley, 
July  2-5,  1969. 

We  have  the  honor  of  hosting  the  Rocky 
Mountain  Medical  Conference,  and  an  excellent 
scientific  program  has  been  arranged  to  high- 
light the  holiday  meeting. 

As  always,  ample  time  is  allowed  to  enjoy 
Sun  Valley’s  incomparable  summer  recreational 
offerings,  including  golf,  swimming,  tennis,  ice 
skating,  and  more. 

Informality  and  friendliness,  coupled  with  an 
interesting  program  and  refreshing  social  events 
are  stressed.  We  look  forward  to  seeing  you  at 
Sun  Valley. 


O.  D.  HOFFMAN,  M.D. 
President 

Idaho  Medical  Association 


ly  2-5,  1969 


The  Rocky  Mountain  Medical  Conference  was  organized  to  en- 
hance scientific  programs  by  seven  Western  States— Montana,  Wyom- 
ing, Colorado,  Utah,  New  Mexico,  Nevada,  and  Idaho. 

Idaho  is  proud  to  host  the  15th  Biennial  Conference  and  the  pro- 
gram committee  has  extended  special  efforts  to  arrange  an  outstand- 
ing session. 

Eight  distinguished  physicians  will  discuss  topics  of  current  interest 
in  the  fields  of  internal  medicine,  otolaryngology,  surgery,  obstetrics 
and  gynecology,  nuclear  medicine,  pediatrics,  cancer  and  preventive 
medicine. 

We  are  also  very  pleased  to  offer  as  our  featured  speaker  the  presi- 
dent-elect of  the  American  Medical  Association,  Gerald  D.  Dorman, 
New  York  City. 

We  hope  you  will  join  us  in  what  promises  to  be  an  interesting, 
educational  and  delightful  meeting. 


JOHN  R.  MCMAHON,  M.D. 

Program  Chairman 
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Scienti \ 


GEORGE  E.  CARTWRIGHT,  M.D. 

Salt  Lake  City,  Utah 
Professor  and  Head,  Department 
of  Internal  Medicine,  University  of 
Utah  College  of  Medicine 


EDGAR  C.  WHITE,  M.D. 

Houston,  Texas 

Head,  Department  of  Surgery,  The 
University  of  Texas 
M.  D.  Anderson  Hospital 
and  Tumor  Institute, 

Texas  Medical  Center 


WILLIAM  L.  DONNELLAN,  M.D. 

Chicago,  Illinois 
Assistant  Professor  of  Surgery 
Northwestern  University  Medical 
School,  The  Children’s  Memorial 
Hospital 


EDWARD  C.  HILL,  M.D. 

San  Francisco,  California 
Associate  Professor  of  Obstetrics 
and  Gynecology,  University  of 
California  School  of  Medicine, 
University  of  California  Hospital 


Registration  July  2-5,  daily,  Lobby,  The  Lodge.  Members,  No  fee;  Non- 

members, $25.00;  Non-physicians,  $10.00 

Reservations  Write  Reservations  Manager,  Sun  Valley,  Idaho  83353.  Rate, 

accommodation  information  available  from  Idaho  Medical 
Association,  407  West  Bannock,  Boise,  Idaho  83702. 

Featured  Speaker  Gerald  D.  Dorman,  m.d.,  New  York  City.  President-Elect, 

American  Medical  Association. 


Scientific  Lectures  July  3,  4,  and  5,  Opera  House. 
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lecturers 


PAUL  A.  FARRER,  M.D. 

Montreal,  Canada 
Nuclear  Medicine  Section,  Depart- 
ment of  Therapeutic  Radiology, 
Royal  Victoria  Hospital,  McGill 
University 


STARKEY  D.  DAVIS,  M.D. 

Seattle,  Washington 
Assistant  Professor,  Department  of 
Pediatrics,  University  of  Washing- 
ton School  of  Medicine 


j| 


PATRICK  J.  DOYLE,  M.D. 

Portland,  Oregon 

Associate  Professor,  Department  of 
Otolaryngology,  University  of  Ore- 
gon Medical  School 


SALVATORA  P.  LUCIA,  M.D. 

San  Francisco,  California 
Professor  of  Preventive  Medicine 
University  of  California  Medical 
School 


Sun  Valley  Buffet 


Trail  Creek  Barbecue 


Sun  Valley  Ice  Follies 
Annual  Banquet 


July  2,  the  Lodge  Terrace.  Preceded  by  Welcome  to  Sun 
Valley  Cocktail  Party,  Harriman  Cottage. 

July  3,  Trail  Creek  Fireplace,  Cocktail  Party,  Trail  Creek 
Cabin.  (Warm  Jacket  or  Sweater.) 

July  4,  Skating  rink. 

July  5,  Lodge  Dining  Room.  Preceded  by  Cocktail  Party, 
Redwood  Room  and  Terrace,  the  Sun  Valley  Lodge. 

continued  on  page  419 
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simplicity 

motion  study  shows  ease  and  rapidity  of  use 
for  potent  bronchodilation  and  decongestion 


Older-style  units  must  be 
hurriedly  assembled  at  time 
of  patient’s  need. 


Bronkometer  tpr  eliminates 
waste  motions.  Just  twist  away 
mouthpiece  and  press  top. 


twist  • press  • relief 


Bronkometer  tpr 

(isoetharine  0.6%;  phenylephrine  HCI  0.125%;  thenyldiamine  HCI  0.05%) 


in  bronchial  asthma,  emphysema,  chronic  bronchitis 


• Always  ready  for  instant  use.  No  assembly,  no  loose  pieces. 

• Closed,  clean  dispenser.  Mouthpiece  stays  cleaner,  unit  can’t  activate  accidentally. 

• Requires  no  shaking.  Bronkometer  formula  is  a solution,  not  a suspension. 

• Unique  formula  with  Isoetharinef  acts  with  minimal  sympathomimetic  side  effects 


t Dilabron®,  brand  of 
isoetharine 


COMPOSITION:  Each  ml  of  solution  supplies  at  the  mouthpiece  20 
metered  doses  of  350  meg  isoetharine  methanesulfonate  (0.6%), 
70  meg  phenylephrine  HCI  (0.125%)  and  30  meg  thenyldiamine 
HCI  (0.05%)  with  saccnarin  and  menthol  plus  fluorochlorohydro- 
carbons  as  inert  propellants.  Preserved  with  ascorbic  acid  0.1% 
and  alcohol  30%. 

RECOMMENDED  DOSAGE:  The  average  dose  is  one  or  two  inhala- 
tions. Occasionally,  more  may  be  required.  It  is  important,  however, 
to  wait  one  full  minute  after  the  initial  one  or  two  inhalations  in 
order  to  be  certain  that  another  is  necessary.  In  most  cases,  inhala- 
tions need  not  be  repeated  more  often  than  every  four  hours, 
although  more  frequent  administration  may  be  necessary  in  severe 
cases. 

PRECAUTIONS:  Although  Bronkometer  is  relatively  free  of  toxic 
side  effects,  too  frequent  use  may  cause  tachycardia,  palpitation, 
nausea,  headache,  changes  in  blood  pressure,  anxiety,  tension, 
restlessness,  insomnia,  tremor,  weakness,  dizziness  and  excitement 
as  is  the  case  with  other  sympathomimetic  amines.  Bronkometer 
should  not  be  administered  along  with  epinephrine  or  other  sym- 


pathomimetic amines  as  such  drugs  are  direct  cardiac  stimulants  and 
may  cause  excessive  tachycardia.  They  may,  however,  be  alternated 
if  desired. 

Dosage  must  be  carefully  adjusted  in  patients  with  hyperthyroidism, 
hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  car- 
diac reserve  and  in  individuals  sensitive  to  sympathomimetic  amines, 
since  over-dosing  may  result  in  tachycardia,  palpitation,  nausea, 
headache  or  epinephrine-like  side  effects. 

HOW  SUPPLIED:  Bronkometer  tpr  Actuator  and  10  ml  Refill  (Code 
No.  1184);  Bronkometer  10  ml  Refill  only  (Code  No.  1183); 
Bronkometer  10  ml  Vial  with  Oral  Nebulizer  (Code  No.  1193); 
Bronkometer  20  ml  Vial  with  Oral  Nebulizer  for  desk  or  bedside 
(Code  No.  1182). 


REON 


BREON  LABORATORIES  INC.  90  Park  Aveue,  New  York,  N.Y.  10016 


IMA  House  of  Delegates 


The  House  of  Delegates  of  the  Idaho  Medical 
Association  will  meet  in  conjunction  with  the  77th 
annual  meeting  at  Sun  Valley,  July  2-5. 

The  first  meeting  will  begin  at  10:00  a.m.  in  the 
Lodge  Dining  Room,  Wednesday,  July  2,  and  the 
second  meeting  Friday,  July  4,  at  7:00  a.m. 

Delegates  and  alternate  delegates,  by  society,  are: 

Bonner-Boundary  District  Medical  Society 

Delegate:  J.  P.  Munson,  Sandpoint.  Alternate: 
Fred  E Marienau,  Sandpoint. 

Koo tenai-Benewah  District  Medical  Society 

Delegates:  John  T.  Brockley,  Duane  A.  Daughartv 
and  Wilbur  H.  Lyon,  all  of  Coeur  d’Alene.  Alter- 
nates: H.  Don  Moseley,  Coeur  d’Alene;  Conlyn  J. 
Cederblom,  Hayden  Lake;  and  William  G.  Moore, 
Coeur  d’Alene. 

Shoshone  County  Medical  Society 

Delegate:  Ronald  K.  Panke,  Kellogg.  Alternate: 
Keith  R.  Dahlberg,  Kellogg. 

North  Idaho  District  Medical  Society 

Delegates:  Roland  D.  Brooks,  Moscow;  Carl  T. 
Koenen,  Lewiston;  Donald  E.  Adams,  Moscow; 
Robert  C.  Colburn,  Lewiston;  William  C.  Mann- 
schreck,  Lewiston;  Raymond  M.  Stover,  Lewiston; 
and  O.  V.  Baumann,  Lewiston.  .Alternates:  Dan  E. 
Stipe,  Lewiston;  William  Bond,  Lewiston;  J.  Burton 
Britzmann,  Moscow;  E.  M.  Baldeck,  Lewiston;  J.  E. 
Rockwell,  Grangeville;  E.  J.  Baldeck,  Lewiston;  and 
C.  Beghtol,  Orofino. 

Southwestern  Idaho  District  Medical  Society 

Delegates:  Gerald  C.  Bauman,  Caldwell;  Wayne 

F.  Allen,  McCall;  F.  W.  Cottrell,  Nampa;  Ronald  P. 
Rawlinson,  Emmett;  R.  George  Wolff,  Caldwell; 
Wolfgang  Gnueehtel,  Caldwell;  and  Eugene  G. 
Carroll,  Payette.  Alternates:  Hal  E.  Reynolds,  Cald- 
well; George  R.  Allen,  Caldwell;  Harmon  E.  Holver- 
son,  Emmett;  Jack  R.  Farber,  Nampa;  Kenneth  E. 
Droulard,  Nampa;  and  Richard  J.  Giever,  Weiser. 

Ada  County  Medical  Society 

Delegates:  Helen  W.  Beeman,  Frank  W.  Crowe, 
Everett  N.  Jones,  Jr.,  Gerald  N.  Hecker,  David  M. 
Barton,  Lawrence  L.  Knight,  Clayton  C.  Morgan, 

G.  E.  Rosenheim,  Leon  Nowierski,  Roy  J.  Ellsworth, 
John  M.  Ocker,  Jr.,  Walter  W.  Hair,  and  Leonard 
E.  Alkire,  all  of  Boise.  Alternates:  Loren  D.  Blicken- 


staff,  Howard  E.  Adkins,  John  H.  Gordon,  A.  Curtis 
Jones,  Jr.,  J.  Wayne  Tyler,  Bernard  I.  Copple, 
Martha  D.  Jones,  Theodore  R.  Florentz,  Paul  F. 
M iner,  David  A.  Weeks,  Robert  D.  Jenkins,  and 
Donald  M.  Mack,  all  of  Boise. 

South  Central  Idaho  District  Medical  Society 

Delegates:  C.  R.  McWilliams,  Twin  Falls;  Royal 
G.  Neher,  Shoshone;  Harry  F.  Brumbach,  Twin 
Falls;  Dean  H.  Affleck,  Twin  Falls;  H.  Thad  Scholes, 
Twin  Falls,  Glenn  A.  Hoss,  Twin  Falls;  Eugene  H. 
Holsinger,  Burley;  Maurice  E.  Scheel,  Wendell;  and 
John  R.  Moritz,  Sun  Valley.  Alternates:  Roy  O. 
Shaub,  Twin  Falls;  Elmer  M.  Wright,  Twin  Falls; 
Jon  D.  Wilmoth,  Jerome;  Walter  R.  Peterson,  Burley; 
Harold  F.  Holsinger,  Wendell;  A.  Scott  Earle,  Sun 
Valley;  and  George  T.  Davis,  Jr.,  Twin  Falls. 

Southeastern  Idaho  District  Medical  Society 

Delegates:  L.  N.  Diana,  Pocatello;  H.  Kent  Staheli, 
Pocatello;  Ralph  G.  Goates,  Blackfoot;  Dennis  L. 
Wight,  Pocatello;  Richard  B.  Gresham,  Pocatello; 
and  M.  J.  Sharp,  Pocatello.  Alternates:  Frank  L. 
Harms,  American  Falls;  John  R.  McMahon,  Poca- 
tello; E.  E.  Fisher,  Pocatello;  Donald  B.  Roberts, 
Pocatello;  and  Blaine  B.  Jorgensen,  Pocatello. 

Idaho  Falls  Medical  Society 

Delegates:  Byron  T.  Weeks,  Reid  H.  Anderson, 
Thomas  W.  Higgs,  George  L.  Voelz,  Hal  W.  Davis, 
P.  Blair  Ellsworth,  G.  W.  Corbett,  and  G.  Curtis 
Waid,  all  of  Idaho  Falls.  Alternates:  Ronald  K. 
Lechelt,  Droston  H.  Baker,  Farrel  L.  Hansen,  Jr., 
.Alfred  W.  Brunt,  Jr.,  Wendell  Nielsen,  and  George 
R.  Brown,  all  of  Idaho  Falls. 

Upper  Snake  River  Medical  Society 

Delegates:  Asael  Tall,  Rigby;  Lester  Peterson, 
Rexburg.  .Alternates:  Emory  Soule,  St.  Anthony; 
Rex  G.  Mabey,  Rexburg. 

Bear  River  Valley  Medical  Society 

Delegate:  Orvid  R.  Cutler,  Preston.  Alternate: 
Paul  H.  Daines,  Montpelier. 

SPECIALTY  SECTIONS 
Idaho  Society  of  Anesthesiologists— 

Delegate:  John  B.  Clauser,  Nampa. 

Idaho  Society  of  Internal  Medicine- 

Delegate:  Walter  W.  Hair,  Boise. 

continued  on  page  420 
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continued  from  page  419 

Idaho  Obstetrical  & Gynecological  Society— 

Delegate:  James  C.  F.  Chapman,  Boise. 

Idaho  Society  of  Ophthalmology— 

Delegate:  Harlan  T.  Thoreson,  Boise. 

Society  of  Idaho  Pathologists— 

Delegate:  Lawrence  L.  Knight,  Boise. 

Idaho  State  Pediatric  Society — 

Delegate:  Loy  T.  Swinehart,  Boise. 

Idaho  Psychiatric  Society— 

Delegate:  William  H.  Cone,  Lewiston. 

Idaho  State  Radiological  Society— 

Delegate:  C.  R.  McWilliams,  Twin  Falls. 

COMPONENT  SOCIETY  PRESIDENTS , 
SECRETARY-TREASURERS 

Bonner-Boundary  District  Medical  Society 

President:  J.  P.  Munson,  Sandpoint 
Secretary-Treasurer:  C.  J.  Edwards,  Bonners  Ferry 

Kootenai-Benewah  District  Medical  Society 

President:  H.  Don  Moseley,  Coeur  d’Alene. 
Secretary-Treasurer:  Harold  R.  Thysell,  Coeur 

d’Alene 

Shoshone  County  Medical  Society 

President:  Ronald  K.  Panke,  Kellogg 
Secretary-Treasurer:  Glen  M.  Whitesel,  Kellogg 

North  Idaho  District  Medical  Society 

President:  Burton  R.  Stein,  Lewiston 
Secretary-Treasurer:  Allen  M.  Cochrane,  Lewiston 

Southwestern  Idaho  District  Medical  Society 

President:  Robert  A.  Blome,  Nampa 
Secretary-Treasurer:  Richard  C.  Troyer,  Nampa 

Ada  County  Medical  Society 

President:  Leon  W.  Nowierski,  Boise 
Secretary:  R.  Bruce  Moody,  Boise 

South  Central  Idaho  District  Medical  Society 

President:  Royal  G.  Neher,  Shoshone 
Secretary-Treasurer:  Maurice  E.  Scheel,  Wendell 

Southeastern  Idaho  District  Medical  Society 

President:  David  C.  Miller,  Pocatello 
Secretary-Treasurer:  Merrill  J.  Sharp,  Pocatello 

Idaho  Falls  Medical  Society 

President:  George  L.  Voelz,  Idaho  Falls 
Secretary-Treasurer:  Hal  W.  Davis,  Idaho  Falls 

Upper  Snake  River  Medical  Society 

President:  Alexander  A.  Krueger,  Ashton 
Secretary:  Asael  Tall,  Rigby 

Bear  River  Valley  Medical  Society 

President:  Leo  G.  Burkett,  Downey 
Secretary-Treasurer:  Jonathan  Daines,  Preston 


ARUDIN 

(NYLIDRIN  HC1) 


helps  alleviate 
these  symptoms 

intermittent  claudication,  pain, 
ache,  spasm,  paresthesias,  numbness, 
coldness 

associated  with 
these  peripheral 
vascular  disorders 

arteriosclerosis  obliterans,  thrombo- 
angiitis obliterans  (Buerger’s  disease), 
diabetic  vascular  disease,  night  leg 
cramps,  Raynaud’s  phenomenon  and 
disease,  ischemic  ulcers,  acrocyanosis, 
acroparesthesia,  frostbite,  livedo  retic- 
ularis, thrombophlebitis,  cold  feet/ 
legs/hands 

Contraindication:  Acute  myocardial  in- 
farction. Precautions. -Use  with  caution 
in  the  presence  of  a recent  myocardial 
lesion,  paroxysmal  tachycardia,  severe 
angina  pectoris,  thyrotoxicosis.  A dverse 
Reaction:  Occasional  palpitation. 
Dosage:  Usual  effective  dosage  V2  to 
1 tablet  t.i.d.  or  q.i.d.;  increased,  if 
necessary,  to  2 tablets  t.i.d.  or  q.i.d. 
Parenterally,  0.5  cc.  by  subcutaneous 
or  intramuscular  injection;  increased 
gradually  to  1 cc.  one  or  more  times 
daily,  as  needed.  Supplied:  Tablets, 

6 mg.,  scored;  bottles  of  100  and  1000. 
Parenteral,  5 mg.  per  cc.,  1 cc.  ampuls 
(5  per  box);  10  cc.  multiple-dose  vials 
(1  per  box).  Consult  product  brochure. 


(USV) 

USV  PHARMACEUTICAL  CORE 

New  York,  N.Y.  10017 

Producers  of  DBI®-TD  (phenformin  HC1) 


Cold  feet 
can  be 
more  than 
skin  deep 


Because  cold  extremities  may  be  a symptom  of  impaired  blood  flow  in 
deeper  peripheral  tissues,  “skin  deep”  vasodilators  may  not  be  enough. 

Arlidin,  unlike  peripheral  vasodilators  that  act  primarily  on 
superficial  vessels,  increases  blood  flow— deep  down— through  an 
unusual  double  action: 

1 . Arlidin,  like  exercise,  dilates  arteries  and  arterioles  in  skeletal  muscle. 

2.  Arlidin,  like  exercise,  increases  cardiac  output— an  action  un- 
common in  a peripheral  vasodilator,  but  important  in  helping  to 
prevent  marked  blood-pressure  changes  during  vasodilation. 


These  exercise-like  benefits  help  relieve  not  only  coldness  but  also 
more  deep-seated  symptoms  of  peripheral  vascular  disease  such 
as  intermittent  claudication,  night  leg  cramps,  pain,  ache  and  spasm. 


works  deep  in  muscle  to  improve  circulation 

(NYLIDRIN  HC1) 

1““"“  “™“ 


You  know  the  patient  who  takes 
his  troubles  out  on  his  gut.  He’s 
the  one  who  reacts  to  worry  or 
frustration  with  emotional  symp- 
toms of  nervous  tension  and 
physical  distress  as  spasm, 
irritation  or  hypersecretion  of  the 
GI  tract. 

Belap  is  for  him.  It  is  specifi- 
cally formulated  to  relieve  anxiety 
with  its  gentle  sedative  action, 
while  it  restores  normal  GI 
motility  with  its  antispasmodic- 
anticholinergic  effects.  Belap 
provides  dependable,  effective 
symptomatic  relief  of  smooth 
muscle  spasm,  spastic-tension 
states  such  as  peptic  and  duodenal 
ulcers,  pylorospasm,  nausea  and 
vomiting  of  pregnancy,  motion 
sickness  and  other  conditions 
requiring  smooth  continuous 
antitensive-anticholinergic  action. 


BELAP®  Tablets 

Each  tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage:  One  tablet  three  times  daily. 

BELAP5  Ty-Med®  (Modified  formula) 
Each  tablet  contains: 

Amobarbital  50  mg. 

t WARNING:  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage:  One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurred  vision 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  ski 
may  occur  at  higher  dosage  le\ 
Precautions:  Administer  w 
caution  to  patients  with  incipi 
glaucoma  or  urinary  bladder  r 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contrz 
dicated  in  glaucoma,  advance< 
hepatic  or  renal  disease  or  hyp 
sensitivity  to  any  of  theingredi 
Caution : Federal  law  proh 
dispensing  without  prescripts 
How  supplied:  Available  ii 
bottles  of  100  and  1000  tablet 


8RANO  OF  PHENOBARBITAL  ANO  BELLADONNA  EXTRACT 


HAACK  LABORATORIES.  INCORPORATEE 
DIVISION  OF  LEMMON  PHARMACAL  CO.\ 
SELLERS VILLE,  PENNSYLVANIA  18960 


NOTES : 


Here  comes  the  axe . Those  who  thought  the  Government 
would  continue  to  pay  adequately,  for  services  it  has 
promised  to  give  away,  should  note  well  the  announcement 
of  April  15  that  HEW  plans  to  impose  its  own  fee  schedule 
for  Medicaid. 

If  research  is  needed  anywhere , it's  in  the  field  of 
alcoholism  and  drug  addiction.  Why  do  some  people  need  the 
deadening  effect  of  drugs  and  why  do  some  avoid  addiction, 
even  though  exposed?  Who  knows? 

Depression  is  the  factor  seen  most  frequently  in 
psychosomatic  skin  disorders  by  Preston,  of  Melbourne.  He 
says  depression  will  be  found,  if  looked  for,  in  65  percent 
of  the  cases.  His  article  is  in  The  Medical  Journal  of 
Australia,  February  15,  1969. 

Paralysis  in  rats  has  been  helped  by  a steroid, 
melangesterol  acetate,  originally  developed  for  stimulation 
of  weight  gain  in  cattle.  The  induced  disease  causing 
paralysis  is  used  as  a model  for  investigation  of  multiple 
sclerosis . 

Rules  published  by  one  bureau  may  be  ignored  by  another 
bureau,  if  a report  from  Georgia  is  accurate.  Suramin,  a 
new  drug  for  African  sleeping  sickness  was  given  to  a 
dentist  who  developed  the  disease  after  returning  from  a 
safari.  It  was  provided  by  the  National  Communicable 
Disease  Center,  at  Atlanta.  The  Center  keeps  ten  un- 
licensed, or  otherwise  unavailable,  antiparasitic  drugs  on 
hand  for  use  in  emergencies.  If  a physician  were  to  follow 
the  same  practice,  he  would  be  in  deep  trouble  with  the 
Food  and  Drug  Administration. 

A Portland  firm  is  producing  a telephone  device  that 
might  be  better  than  an  answering  service  and  is  much  more 
reliable  than  imported  devices  for  the  same  purpose.  It 
records  all  incoming  calls  and  will  play  back  to  the  owner 
if  he  gives  it  the  proper  code  when  he  calls  his  own  office 
number.  Cost  $595.  Write  Northwest  Medicine  for  name  and 
address  of  the  manufacturer. 

A bill  for  government  support  of  health  facilities  has 
been  introduced  by  Senator  Javits,  New  York.  It  would  pro- 
vide loan  guarantee  to  non-profit,  private  agencies  for 
modernization  or  construction  of  hospitals,  long-term  care 
facilities,  rehabilitation  centers  and  diagnostic  or 
treatment  centers.  His  bill  includes  a two  year  program 
of  grants  for  construction  or  modernization  of  facilities 
other  than  hospitals.  Construction  of  any  type  must  be 
approved  by  local  planning  agencies. 

Amniotic  fluid  is  a source  of  much  information  and  is 
being  studied  intensively.  A variety  of  tests  are  being 
developed , the  most  recent  being  determination  of  genetic 
deficiencies  found  in  Hurler  and  Hunter  syndromes.  Report 
was  in  the  New  England  Journal  of  Medicine,  March  27. 

Test  is  not  for  routine  use  in  these  conditions  but  can  be 
used  if  a previous  child  has  been  defective.  Pregnancy 
can  be  terminated  if  the  condition  is  found.  The  technique 
will  undoubtedly  be  extended  to  other  conditions. 
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Animal  Pharmacology: 
Calming  and  taming  the  monkey 


Before 


Naturally  vicious  laboratory  sive  behavior  toward  their  han-  they  become  quite  “tame,”  yet 

monkeys  show  consistently  aggres-  dlers.  On  Valium®  (diazepam),  remain  alert  and  coordinated. 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows : 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive 
disorders  ( not  for  sole  therapy ) . 
Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 


increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require 
increased  dosage  of  standard 
anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or 
severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following 
abrupt  discontinuance.  Keep  addiction- 
prone  individuals  under  careful 
surveillance  because  of  their 
predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation 
or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 
Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and 


debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been 
reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc . 
Nutley,  New  Jersey  07110 


\^liunl  (diazepam) 


anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 

' 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOL8 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%).  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


ANUSOL-HCT 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  A nusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 
Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUGESIC8 

< 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate. 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 


Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  ri(,nt  of  individuals  to  speak  for  them- 
selves. Ed. 


Ghosts  in  Oregon 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

I would  like  to  express  my  wholehearted  con- 
currence with  Dr.  Bergman’s  conclusions  regarding 
the  usefulness  of  basic  science  examinations  in  this 
day  and  age  (Guardian  Against  Ghosts,  The  Wash- 
ington State  Basic  Science  Board,  March  1969). 
His  conclusions  regarding  the  Washington  State 
Basic  Science  Examination  are,  I am  sure,  also  very 
pertinent  to  Oregon’s  similar  examination.  I only 
hope  it  will  have  some  beneficial  effect. 

Sincerely  yours, 
PHILIP  F.  PARSHLEY,  JR.,  MD 

Memorial  to  Governor  Sprague 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

Governor  Charles  A.  Sprague  is  already  recognized 
as  one  of  Oregon’s  great  leaders.  Each  generation 
produces  a certain  number  of  men  and  women  who 
achieve  national  and  international  stature.  Charles  A. 
Sprague  was  of  this  illustrious  group.  We  shall  very 
much  miss  him  as  our  President  and  as  a wise 
counselor  and  friend  of  this  learned  Society. 

The  Governor  believed  this  Society  to  be  the 
great  regional  repository  of  the  Pacific  Northwest. 
To  this  achievement  he  gave  his  efforts  and  energy. 
As  a permanent  memorial  to  the  Governor,  the 
Board  of  Directors  of  the  Society  has  unanimously 
voted  to  raise  $35,000.  This  sum  will  be  added  to 
a generous  matching  grant  just  awarded  to  the 
Society  by  the  Louis  W.  and  Maud  Hill  Family 
Foundation  of  St.  Paul,  Minn. 

The  Foundation  is  a great  friend  of  the  Society, 
of  this  state  and  region.  The  Foundation  hopes  we 
can  raise  the  money  necessary  to  begin  this  search 
for  original  manuscript  materials  now  scattered  in 
the  far-flung  archives  of  Great  Britain. 

For  every  $1,000  we  raise,  the  Foundation  will 
match  us  up  to  $35,000.  In  a short  time  we  have 


received  just  over  $6,000  toward  this  memorial.  We 
are  off  to  a very  good  start. 

In  mid-June  Professor  Kenneth  Holmes,  dis- 
tinguished scholar  and  author  in  Pacific  Northwest 
history,  will  leave  for  Great  Britain  where  he  will 
spend  one  year  under  the  Society’s  direction  search- 
ing out  the  elusive  materials  we  need  to  further 
enrich  our  research  library. 

Any  memorial  contribution  made  by  you,  your 
family,  or  friends  will  be  sincerely  appreciated  and 
Governor  Sprague’s  wife  and  family  will  also  be 
informed  of  your  generosity.  Any  amount  you  send 
will  be  warmly  received. 

Contributions  and  gifts  are  completely  tax  deduc- 
tible. 

With  sincere  good  wishes  from  President  Edmund 
Hayes,  the  officers  and  board  members  of  the  Soci- 
ety, I am 

Most  sincerely  yours, 

THOMAS  VAUGHAN 

Director,  Oregon  Historical  Society 

At  the  Right  Place  at  the  Right  Time 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I would  like  to  report  an  incident  that  occurred 
in  our  exercise  class  for  cardio-pulmonary  patients  at 
the  downtown  YMCA  in  Seattle.  The  procedure  in 
this  class  was  reported  in  the  February  1969,  issue 
of  northwest  medicine.  One  of  our  participants 
developed  ventricular  fibrillation  while  participating 
in  the  exercise  class.  The  usual  measures  of  cardiac 
massage,  mouth-to-mouth  breathing,  and  oxygen 
were  not  adequate  to  resuscitate  this  man;  when  the 
pulse  was  lost  completely,  the  defibrillator  was  used. 
The  first  effort  at  defibrillation  was  successful  and 
the  pulse  immediately  returned.  An  electrocardio- 
graph tracing  was  taken  shortly  after  the  defibrila- 
tion  and  showed  normal  sinus  rhythm.  The  patient 
was  taken  to  the  hospital  where  he  subsequently 
recovered  and  was  discharged  one  week  from  the 
time  of  the  incident.  He  had  no  damage  by  electro- 
cardiograph or  enzyme  evaluation. 

The  point  of  this  communication  is  that  proper 
emergency  equipment  should  be  available  for  im- 
mediate use  in  exercise  programs  for  patients  with 
cardio  or  pulmonary  disease.  The  defibrillator  is  an 
essential  item  and  must  be  close  at  hand.  Incidental- 
ly, this  man  had  a history  of  two  myocardial  infarc- 
tions and  interestingly  enough  did  not  show  any 
damage  following  his  episode  of  fibrillation  and 
subsequent  defibrillation. 

Yours  very  truly, 
h.  r.  pyfer,  m.d. 

continued  on  page  430 


427 

Northwest  Medicine,  May,  I96'9 


Because  today’s 
skin  problems 
are  harderto  hide... 
and  plain  topical  steroids, 
like  bikinis,  often  don’t 
provide  adequate  coverage... 
improve  therapeutic 
prospects  with 

Vioform'-Hydrocortisone 


(iodochlorhydroxyquin  and  hydrocortisone) 

antifungal. ..antibacterial... 

anti-inflammatory.. .antipruritic 


your  need  for  effective  dermatologic  preparations.  Of  these, 
plain  topical  steroids  enjoy  wide  use.  But  certain  common  skin  disorders— 
those  of  fungal  or  bacterial  origin,  and  skin  lesions  with  secondary 
infections— require  more  comprehensive  therapy.  In  fact,  plain  topical 
steroids  are  contraindicated  as  sole  therapy  in  these  cases.  That’s 


Today's  “mini”  styles  and  maximum  skin  exposure  lend  urgency  to 


why  so  many  doctors  prescribe  Vioform-Hydrocortisone.  This 
combination  provides  the  anti-inflammatory  and  antipruritic  benefits 
of  hydrocortisone . . . plus  antibacterial  and  antifungal  actions. 

For  prescribing  information,  please  see  following  page. 


C I B A 


CIBA  Pharmaceutical  Company,  Summit,  N.J. 


Vioform- 

Hydrocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone) 
antifungal... 
antibacterial... 

anti-inflammatory... 

antipruritic 

Indications:  Most  acute  and  chronic  skin 
disorders  (consult  product  literature). 
Contraindications:  Should  not  be  used 
in  the  eye,  or  topically  in  the  presence  of 
tuberculosis,  vaccinia,  varicella,  or  other 
viral  skin  conditions. 

Precautions:  May  prove  irritating  to  sen- 
sitized skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain.  If  used 
under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pitui- 
tary-adrenal axis  suppression.  May  inter- 
fere with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of 
therapy  before  performing  these  tests. 
The  ferric  chloride  test  for  phenylketo- 
nuria (PKU)  can  yield  a false  positive  result 
if  Vioform  is  present  in  the  diaper  or  urine. 
Adverse  Reactions:  Rare:  local  burning, 
irritation,  itching.  May  cause  striae  at 
site  of  application  when  used  for  long 
periods  in  intertriginous  areas. 

Dosage:  Apply  a small  amount  to  af- 
fected areas  3 or  4 times  daily. 

Supplied:  Cream,  3%  iodochlorhydroxy- 
quin and  1%  hydrocortisone  in  a water- 
washable  base  containing  stearyl 
alcohol,  spermaceti,  petrolatum,  sodium 
lauryl  sulfate,  and  gylcerin  in  water; 
tubes  of  5 and  20  Gm.  Ointment,  3% 
iodochlorhydroxyquin  and  1%  hydro- 
cortisone in  a petrolatum  base;  tubes  of 
5 and  20  Gm.  Lotion,  3%  iodochlorhy- 
droxyquin and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearic 
acid,  cetyl  alcohol,  lanolin,  propylene 
glycol,  sorbitan  trioleate,  polysorbate  60, 
triethanolamine,  methylparaben,  propyl- 
paraben, and  perfume  Flora  in  water; 
plastic  squeeze  bottles  of  15  ml. 
Economical  Forms  for  Less  Severe 
Dermatoses:  Mild  Cream,  3%  iodochlor- 
hydroxyquin and  0.5%  hydrocortisone  in 
a water-washable  base  containing 
stearyl  alcohol,  spermaceti,  petrolatum, 
sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  Vi  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a petrolatum 
base;  tubes  of  V2  and  1 ounce.  2/39<imB 

C I B A 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 
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Right  Hand  — Left  Hand 

Cheney,  Washington 

Editor,  NORTHWEST  MEDICINE : 

Surely  the  cigarette  manufacturers  must  smugly 
laugh  to  themselves  as  they  view  the  posture  of  the 
medical  profession  which  must  stoop  to  accepting 
cigarette  advertising  in  their  journals. 

How  can  we  look  squarely  into  blacked  eye  of 
the  Tareyton  smoker  while  our  right  hand  doles  out 
funds  to  advertise  the  perils  of  tobacco  and  our  left 
hand  accepts  cigarette  advertising  money? 

May  I speculate  with  this  bit  of  fantasy? 

Suppose  tobacco  had  not  been  discovered  or 
used  until  now.  In  the  year  1969  I devise  a plan 
to  promote  this  new  product  as  a harmless  pastime. 

With  any  reasonable  knowledge  of  its  chemical 
and  biological  properties  would  you  accept  advertis- 
ing for  its  promotion?  Need  we  even  talk  of  submit- 
ting it  to  the  FDA  for  approval? 

Sincerely, 

E.  R.  HASSE.  M.D. 


Grass  Roots  Uneasiness 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

I wonder  if  others  share  my  feeling  of  uneasiness 
on  reading  the  remarks  attributed  to  Blair  Hennings- 
gaard  in  the  March  1969  issue  of  Northwest  Medi- 
cine. It  is  most  disquieting  to  hear  an  eminent  leader 
of  Oregon  medicine  boast  that  he  has  helped 
organize  a pac  of  physicians  who  consider  “that  the 
first  and  most  important  thing  for  us  to  do  is  to  stay 
out  of  jail.”  He  continues  boasting  that  they  have  so 
far  succeeded  in  their  goal  since  they  have  not  been 
haled  into  court  once.  He  attributes  this  success  to 
things  “stolen”  from  the  union.  For  me,  such  talk 
compounds  a melancholy  affair. 

How  reassuring  it  could  have  been  to  hear  of  a 
group  of  organized,  politically  alert  physicians  who 
sat  down  with  the  president  and  board  of  the 
Oregon  Bar,  not  to  steal  knowledge  about  serving 
the  people  of  Oregon  in  politics  and  legislation, 
but  to  learn.  I suggest  the  Oregon  Bar  as  a potential 
resource  because  it  is  the  learned  profession  with 
the  most  experience  in  developing  a professional 
attitude  in  legislation  and  politics.  It  is  much  more 
experienced  than  the  medical  profession.  The  Bar, 
with  the  full  respectability  and  authority  of  the  law, 
knows  and  has  experienced  infinitely  more  about  a 
professional  man’s  responsibility  in  legislation  and 
politics,  than  have  all  our  unions  put  together. 

My  slim  hope  remains  that  Dr.  Henningsgaard 
was  misquoted. 

Respectfully  yours, 

RALPH  CHAWSHAW,  M.D. 
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(G  IS  GREATEST  IN  THE  MONTHS: 
JANUARY- FEBRUARY  and  MAY- JUNE. 


OVERWEIGHT  PEOPLE 
^ ARE  LEAST 


INTERESTED 
IN  DIET  IN 

DECEMBER 


« MEN 


J\Cn  LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES / 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


T**Cost  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  IMPORTANT  FACTOR , 
IN  LONG-TERM  THERAPY! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


‘ 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®—  methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR '2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  yl.U.nn R I N Q 

RICHMOND,  V A.  23220  /l  M /UDIIHJ 


EDITORIAL 


The  Sears  Roebuck  Approach  to  Medical  Economics 


The  trouble  with  economists  who  are  trying 
to  push  medicine  into  paths  of  their  own 
making  is  that  they  bring  to  their  task  the  con- 
cept of  merchandising  that  works  well  for  the 
world’s  largest  merchandising  organization. 
Theirs  is  the  Sears  Roebuck  approach  to  the 
economics  of  providing  medical  care.  Their 
advice  could  be  much  more  helpful  if  they 
would  apply  a little  less  knowledge  about  pack- 
ages and  a little  more  about  people. 

It  is  no  great  intellectual  accomplishment  to 
obtain  census  figures  on  population,  apply  a 
mathematical  constant,  and  come  up  with  the 
number  of  physicians  required  to  serve  the 
people  living  in  the  country  at  any  given  time. 
Predictions  on  growth  are  quite  reliable.  It 
should,  therefore,  be  a simple  matter  to  predict 
the  number  of  physicians  that  should  be  pro- 
duced for  service  in  1980,  1990,  2000,  and 
beyond. 

The  K in  the  equation  is,  of  course,  subject  to 
modification  when  it  is  to  be  applied  for  later 
years  because  physician  effciency  will  be  increas- 
ed and  there  will  be  increasing  use  by  physicians 
of  a whole  new  breed  of  assistants.  But  recalcula- 
tion of  the  constant  should  not  be  much  of  a 
problem  for  even  the  simplest  of  computers. 

The  assumption  in  all  this  kind  of  economic 
analysis  is  that  something  called  health  can  be 
measured  out  in  packages,  distributed  uniformly 
to  all  people,  and  paid  for  at  calculated  cost 
per  head.  So  many  people,  so  many  packages  of 
health,  so  many  dollars— all  quite  simple  if  you're 
an  economist.  The  economist  isn’t  bothered  at 
all  by  the  variables  of  individual  differences  of 
patients,  physician  personality,  or  by  knowledge 
of  what  really  goes  on  when  the  ill,  the  injured, 
or  the  distraught  seek  help  from  a physician. 
Indeed,  they  seem  to  believe  that  no  one  should 
be  ill,  suffer  injury,  or  become  distraught,  if  only 
sufficient  comprehensive  medical  care  is  applied 
in  prevention.  They  have  great  faith  in  prevent- 
ive care,  again  a transfer  of  thinking  from  the 


world  of  merchandise  where  preventive  main- 
tenance keeps  machines  in  good  working  order. 

But  a person  is  not  a machine  and  neither 
his  wants  nor  his  needs  can  be  met  by  package 
delivery  of  health.  His  wants,  his  needs,  and  his 
response  to  care  are  completely  outside  the 
experience  or  the  understanding  of  the  econo- 
mist and  his  computer.  No  one  who  has  not  been 
personally  responsible  for  the  life  or  well  being 
of  a sick  man  can  possibly  understand. 

The  physician  understands  these  things  so 
implicitly  that  he  cannot  explain  them  to  non- 
physicians. This  inability  of  physicians  to  get 
others  to  understand  the  difference  between 
delivery  of  packages  and  delivery  of  medical  care 
has  resulted  in  widespread  misconceptions.  They 
appear  all  the  way  from  lectures  to  freshman 
medical  students  to  enactment  of  legislation  in 
the  Congress,  with  bureaucratic  stupidities  be- 
tween. And  even  those  who  seek  medical  care 
seldom  understand  what  they  need,  what  they 
get,  or  what  they  pay  for. 

A good  bit  of  what  goes  on  inside  the  human 
body  can  be  duplicated  in  a test  tube.  But  a 
human  being  is  not  a test  tube.  You  have  to 
reckon  with  a mind,  and  every  successful  physi- 
cian who  ever  lived  has  reckoned  with  minds, 
either  with  awareness  or  subconsciously  as  an 
instinctive  healer.  And  there  are  successful  heal- 
ers who  are  not  physicians,  whose  healing  power 
depends  entirely  on  their  ability  to  influence 
human  minds. 

The  sick  man  goes  to  a cultist  or  faith  healer, 
is  convinced  he  will  get  well,  and  he  does  get 
well.  The  cultist  cures  him.  The  scientist  says 
“nonsense.”  But  it  is  not  nonsense.  The  cultist 
did  cure  him— it  was  just  fortunate  that  he  did 
not  have  a life-threatening  disease.  The  cultist 
cures  his  mind— and  that  is  where  the  patient’s 
realization  of  illness  exists.  It  exists  there  whether 
the  illness  is  trivial,  self-limiting,  life-threatenng, 
or  fatal. 

The  use  of  science  in  medicine  has  very  little  to 
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do  with  healing  ability  of  the  physician  but 
economists  do  not  realize  this.  Science  must  be 
used  as  a basis  for  diagnosis  and  treatment 
merely  to  avoid  overlooking  important  condi- 
tions and  to  guide  therapy  in  treating  disease. 
But  treating  disease  is  not  treating  the  patient 
and  the  healing  process  goes  on  after  disease 
is  controlled.  And  in  final  analysis  it  is  skill 
in  treating  the  patient  that  marks  the  most  use- 
ful physician.  The  economist  may  attempt  to 
measure  usefulness  of  a physician  by  counting 
the  patients  as  they  enter  and  leave  through  his 


The  Meaning 

Evolution  has  taken  hospital  “emergency 
rooms”  far  beyond  the  type  of  service  that 
gave  the  words  meaning.  And  continuing  to 
call  them  “emergency  rooms”  is  interfering  with 
much  needed  development  of  a service  in  which 
the  word  emergency  is  significant.  Confusion 
persists  because  “emergency  rooms”  are  not  ren- 
dering, and  are  not  actually  prepared  to  render, 
important  emergency  care.  They  should  be 
called  medical  service  rooms,  for  they  render 
a general  medical  service  that  is  finding  its  spe- 
cial place  in  the  current  scene.  They  are  not, 
however,  generally  equipped  or  staffed  to  care 
for  patients  in  life-threatening  situations,  par- 
ticularly those  who  have  suffered  severe  trauma. 

Progress  in  the  field  of  trauma  is  being  de- 
layed by  confusing  the  service  available  in 
“emergency  rooms”  with  the  service  that  ought 
to  be  available  to  those  severely  injured.  Facili- 
ties for  office  type  medical  care  (the  care  avail- 
able in  most  “emergency  rooms”)  have  little  re- 
semblance to  those  necessary  for  handling 
trauma.  They  should  not  even  share  space.  As 
long  as  there  is  confusion  in  terms,  there  will 


office  door,  or  even  by  holding  a stop  watch  on 
his  inner  office  activities.  But  what  the  physician 
does  for  his  patients  is  much  too  subtle  for 
understanding  of  an  economist  who  has  never 
practiced  medicine. 

What  the  physician  does  has  never  been 
wrapped  up  in  a neat  package,  labeled  medical 
care,  and  distributed  at  so  many  dollars  for  so 
many  packages  for  so  many  people.  That’s  the 
Sears  Roebuck  approach.  It  works  better  with 
washing  machines* 

H.  L.  H. 


oj  Emergency 

be  confusion  in  thinking,  and  as  long  as  there  is 
confusion  in  thinking,  there  will  be  confusion 
in  design,  equipment  and  staffing. 

It  is  true  that  a new  profession  is  emerging. 
There  are  specialists  in  rendering  the  kind  of 
care  being  given  in  “emergency  rooms”  and  it 
is  a necessary  specialty.  It  is  most  unfortunate, 
however,  that  a new  organization  of  such  spe- 
cialists has  been  called  a College  of  Emergency 
Physicians.  The  name  will  serve  only  to  confuse 
thinking.  It  would  be  better  if  those  involved 
were  to  call  their  organization  a College  of 
Hospital  Service  Physicians.  They  are  definitely 
tied  to  rendering  care  in  hospitals  in  rooms  that 
ought  to  be  called  medical  service  rooms. 

As  Stuart  Chase  observed  some  years  ago, 
words  have  great  power  to  influence  thinking. 
The  word  emergency  has  power  to  influence 
thought  of  a situation  in  which  life  is  at  stake, 
seconds  count,  and  equipment  and  skill  of  high 
degree  are  needed  urgently.  The  word  should 
be  preserved  for  its  original  meaning  . Its  power 
is  needed  if  adequate  facilities  are  to  be  avail- 
able for  those  who  need  emergency  care. 

H.L.H. 
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Darvon 

Compound-  65 


Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


900252 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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Lessons  from  the  Literature: 
The  Prevention  of 
Pulmonary  Emboli 

ARTHUR  J.  SEAMAN,  M.D.,  Portland,  Oregon 


Bill’s  death  occurred  on  a summer  night  that  could  have 
been  taken  straight  from  the  pages  of  his  Light  in  August, 
except  that  it  was  July,  in  the  early  part  of  the  month.  It  was 
soon  after  midnight  in  the  beginning  hours  of  July  6th. 

He  had  been  in  the  hospital  for  several  days.  Earlier 
he  had  had  a bad  fall  from  a horse  and  he  was  in  there  for 
a general  checkup  as  was  usual,  periodically,  the  last  few 
years  of  his  life.  He  had  been  given  his  final  tests,  they  had 
found  nothing  radically  wrong  and  he  was  ready  to  come 
home.  Then  death  struck. 

It  was  unexpected,  the  kind  of  thrombosis  that  is  un- 
detectable until  it  strikes.  If  the  first  attack  is  light  enough, 
the  victim  survives  and  treament  can  be  instituted  that  will 
correct  the  condition  in  the  future.  In  such  cases  the  patient 
can  look  forward  to  a future  of  almost  normal  years.  About 
half  the  time  in  such  attacks  the  patient  does  survive.  In  the 
other  half  he  dies.  Such  was  Bill’s  case.  He  died  that  morn- 
ing in  spite  of  all  the  doctors  could  do. 

From  My  Brother  Bill,  by  John  Faulkner 


The  immobilization  which  ac- 
companies hospitalization  for 
injury,  surgery,  and  medical  dis- 
ease is  attended  by  a risk  of 
venous  thrombosis  and  pulmo- 
nary embolism  which  increases 
with  the  age  of  the  patient. 

Anticoagulant  prophylaxis  has 
been  shown  by  numerous  con- 
trolled studies  to  reduce  ap- 
preciably the  incidence  of  ve- 
nous thrombosis  and  the  risk  of 
pulmonary  embolism  when  early 
ambulation  is  not  possible. 

Such  treatment  is  infrequently 
employed  at  present  but  should 
be  utilized  routinely,  in  the  ab- 
sence of  contraindications,  for 
patients  40  years  of  age  or  older 
who  for  various  reasons  must 
remain  at  complete  bedrest  for 
a period  of  days.  The  therapy 
must  be  monitored  by  repeated 
laboratory  assessment,  be  of  ap- 
propriate intensity  and  due  re- 
gard must  be  given  to  the 
ability  of  some  concurrently 
administered  drugs  either  to 
augment  or  inhibit  the  anti- 
coagulant effect  of  coumarin 
and  inandione  derivatives. 


The  patient  past  age  40  kept 
at  bedrest  is  the  spawning 
ground  of  pulmonary  emboli.  It 
is  ironic  that  major  advocacy 
and  utilization  of  prophylactic 
anticoagulant  therapy  have  been 
against  arterial  thromboembo- 
lism. Its  effectiveness  in  this 
regard  remains  controversial 
after  two  decades  of  widespread 
and  often  long  term  use. 

anticoagulant  prophylaxis  of 
venous  thromboembolism 

On  the  other  hand,  relatively 
short  term  use  of  anticoagulant 
prophylaxis  clearly  has  reduced 
hazards  of  venous  thromboem- 
bolic complications  in  older  pa- 


tients sustaining  fractures,  un- 
dergoing surgery,  or  requiring 
prolonged  bedrest.  Rather  con- 
sistent evidence  demonstrating 
it  efficacy  has  appeared  inter- 
nationally in  well  controlled 
experiments.1-6  These  are  sum- 
marized in  Tables  1 and  2. 

One  of  the  most  impressive  of 
these  studies  is  that  of  Borg- 
strom  et  al.4  These  investigators 
utilized  a random  assignment 
for  each  of  two  groups  of  pa- 
tients sustaining  a subcapital  or 
pertrochanteric  fracture  of  the 
femur.  One  random  assignment 
list  was  for  patients  younger 
than  75  years  and  a second  was 
for  patients  75  years  or  older 


to  assure  that  both  groups  would 
have  equal  chances  of  drawing 
anticoagulant  or  control  status. 
The  reduction  in  complication 
rate  was  so  marked  with  anti- 
coagulant prophylaxis  that  it 
was  demonstrated  clearly  su- 
perior on  sequential  analysis 
after  only  48  patients  had  been 
studied.  Two  (9  percent)  of 
the  23  patients  receiving  anti- 
coagulant prophylaxis  sustained 
thromboembolic  complications. 
Anticoagulant  prophylaxis  was 
not  directly  or  indirectly  respon- 
sible for  any  deaths  in  this 
series.  Fourteen  (56  percent) 
of  25  patients  randomly  chosen 
as  controls  developed  thrombo- 
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TABLE  1 

Control  Studies  of  Prophylactic  Anticoagulant  Therapy 


Author  Number  of  Patients 

Reference  Anticoagulant 

Site  of  Study  Prophylaxis  Control 

Population 

Treated 

% Total 
T.E. 

% Fatal 
T.E. 

% Bleeding 
Frequency 

% Total 
Deaths 

Fractures  of 

Pelvis,  Hip  or  Lower  Extremity 

Sevitt  & Gallagher, 

Elderly 
patients 
with  hip 
fractures 

4.6 

1.3 

16.6 

Birmingham  Hospt., 
England1 

150 

39.3 

10.0 

28 

83 

Patients 
>75  yrs.  of 

8.2 

1.2 

35 

(major-7.2) 

24 

Boston,  Mass.2 

83 

age  with 
hip  frac- 
tures 

26.5 

4.8 

24 

(major  4.8) 

27 

50 

Fracture 
of  pelvis 
or  lower 
extremities 

0 

0 

18 

(transfusion 

need-6) 

Springfield,  Mo.3 

50 

20 

2 

8 

( transfusion 
need-2) 

23 

Fractured 
neck  of 
femur 
Pt.  mean 
age=73  yrs. 
Venography 
performed 

9 

0 

9 

Univ.  of  Umea, 
Sweden4 

25 

56 

8 

12 

TABLE  2 

Controlled  Studies  of  Prophylactic  Anticoagulant  Therapy 

Author 
Reference 
Site  of  Study 

Number  of  Patients 
Anticoagulant 
Prophylaxis  Control 

Population 

Treated 

% 

Total 

T-E 

% 

Fatal 

T-E 

% 

Bleed- 

ing 

% 

Total  Deaths 
Female  Male 

Post-Operative 

3190 

All  postop. 
without 

0.35 

0.06 

0.97 

1.7 

1.4 

Dick  et  al, 

Tubigen,  Germany3 

3336 

contra- 

indications 

2.82 

0.51 

0.27 

2.2 

2.4 

Harris  et  al, 
Boston,  Mass.® 

70 

elective  mold 
.Arthroplasty 

7 

0 

67 

39 

0 
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embolic  complications.  Of  the 
three  deaths  occurring  in  the 
control  population,  two  were 
attributable  to  pulmonary  embo- 
lism. 

Phlebography  was  performed 
whenever  possible  but  only  on 
the  side  injured  so  that  the  ob- 
served rate  of  venous  thrombosis 
probably  still  understates  the 
true  incidence.  All  phlebograms 
were  read  by  a radiologist  blind- 
folded as  to  the  nature  of  the 
patient’s  therapy.  Many  in- 
stances of  venous  thrombosis 
recognized  by  phlebographic 
demonstration  were  clinically 
silent. 

treating  clinically  diagnosed 
venous  thrombosis  is  not  enough 

This  conforms  with  the  earlier 
observations  of  Marks  et  al7  that 
treatment  of  all  clinically  diag- 
nosed cases  of  venous  thrombo- 
sis failed  to  reduce  the  incidence 
of  fatal  pulmonary  emboli.  Em- 
bolism occurred  without  pre- 
monitory signs  or  symptoms  in 
80  percent  of  such  fatal  cases. 
But,  postoperative  anticoagulant 
prophylaxis  instituted  in  subse- 
quent years  in  the  same  hospital 
for  patients  over  40  years  of  age 
undergoing  gynecologic  surgery 
prevented  90  percent  of  all  post- 
operative thromboembolism  and 
reduced  the  rate  of  fatal  pul- 
monary emboli  to  one-fifth  that 
encountered  when  only  clinic- 
ally recognizable  cases  of  venous 
thrombosis  received  anticoagu- 
lant therpy.8  These  benefits  were 
observed  only  on  the  gyneco- 
logic service  where  this  program 
of  anticoagulant  prophylaxis  was 
utilized.  On  general  medical  and 
general  surgical  wards  during 
the  same  interval,  in  the  same 
hospital,  prophylactic  anticoag- 
ulant therapy  was  not  employed. 
Rates  of  fatal  pulmonary  emboli 
did  not  show  a similar  reduction 


but  remained  unchanged,  (0.29 
per  100  admissions). 

routine  postoperative 
anticoagulant  prophylaxis 

Dick  et  al  undertook  a more 
extensive  evaluation  of  postop- 
erative anticoagulant  prophy- 
laxis.5 All  surgical  patients  ad- 
mitted to  the  University  of  Tu- 
bigen  were  assigned  to  anti- 
coagulant prophylaxis  or  to  con- 
trol status  depending  on  wheth- 
er their  year  of  birth  was  odd  or 
even.  All  patients  in  either  cate- 
gory who  exhibited  contraindi- 
cations to  anticoagulant  therapy 
were  segregated  in  a third  group 
(C)  that  did  not  receive  anti- 
coagulants and  that  was  analyz- 
ed separately. 

Reduction  of  thromboembo- 
lism occurred  in  all  age  groups 
treated  with  anticoagulant  pro- 
phylaxis but  was  most  striking 
in  patients  over  40  years  of  age. 
Results  summarized  in  Table  2 
indicate  that  total  thromboem- 
bolisms  and  fatal  embolisms 
were  each  reduced  to  about  one- 
ninth  of  that  experienced  by 
control  patients.  Deaths  were 
decreased  for  both  male  and 
female  patients. 

There  was  incidence  of  bleed- 
ing of  about  one  percent  in  pa- 
tients receiving  anticoagulant 
prophylaxis  which  is  approxi- 
mately four  times  that  of  the 
control  patients.  This  raised  the 
possibility  that  some  patients 
who  suffered  hemorrhagic  com- 
plications might  not  have  suf- 
fered thromboembolisms  if  un- 
treated. However,  summation  of 
combined  thromboembolic  plus 
hemorrhagic  complication  show- 
ed anticoagulant  trated  patients 
fared  better  than  control  pa- 
tients. It  is  noteworthy  that  the 
untreated  patients  of  group  C 
(the  segregated  patients  of 
groups  A and  B for  whom  anti- 


coagulant prophylaxis  was  con- 
traindicated had  a consider- 
ably higher  incidence  of  both 
thromboembolism  and  hemor- 
rhagic complications.  This  illu- 
strates the  undesirability  of  as- 
signing such  patients  to  a con- 
trol status  as  has  been  done  by 
some  other  investigators. 

The  randomized  study  of  post- 
operative anticoagulant  prophyl- 
axis by  Harris  et  al  for  elderly 
patients  undergoing  elective 
mold  arthroplasty  showed  less 
than  a fifth  the  incidence  of 
thromboembolism  with  antico- 
agulant prophlaxis  that  was  en- 
countered without  such  prophyl- 
axis.6 

preoperative  and  postoperative 
prophylaxis 

Storm  reasoned  that  preop- 
erative confinement  to  bed  and 
especially  the  inactivity  during 
anaesthesia,  surgery  and  the  im- 
mediate recovery  period  must  be 
of  importance  equal  to  or  great- 
er than  that  experienced  only  in 
the  postoperative  period.9  Ac- 
cordingly he  admitted  patients 
for  initiation  of  anticoagulant 
prophylaxis  eight  days  prior  to 
surgery.  On  the  day  of  operation 
he  aimed  for  a P and  P value 
of  20  percent  “but  rising.”  Fre- 
quently small  doses  of  vitamin 
Ki  were  given  on  the  first  post- 
operative day,  then  anticoagu- 
lant drug  administered  there- 
after until  the  patient  was  up 
walking.  From  Table  3 it  will  be 
noted  that  blood  loss  during  or 
after  surgery  was  not  substan- 
tially different  for  patients 
receiving  or  not  receiving  anti- 
coagulant prophylaxis  for  lob- 
ectomy, pneumonectomy  or 
mitral  commissurotomy.  Patients 
in  these  series  were  studied 
contemporarily.  Overall  death 
rates  were  reduced  in  those 
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TABLE  3 


Controlled  Studies  of  Prophylactic  Anticoagulant  Therapy 

Author 

Number  of  Patients 

% 

% 

% 

Reference 

Anticoagulant  Population 

Total 

Fatal 

Bleed- 

% 

Site  of  Study 

Prophylaxis  Control  Treated 

T-E 

T-E 

ing 

Total  Deaths 

Preoperative,  Operative  Period 
and  Post-Operative 


99  suspected  j q 

Storm  etal,  carcinoma - - 

Copenhagen,  Denmark”  103  of  lung  13.6 


No  difference 

1.0  in  operative  13.5 

VnV  or  Post-  " V 

4.8D  0perative 

blood  loss 


Storm  et  al, 

Copenhagen,  Denmark” 


62 


mitral 

commis- 

surotomy 


1.75 

2.74 


0.19  No 
' ““  “significant 
uo  difference 


+ EACA115 


Storm  and  Brocks  

Copenhagen,  Denmark10  100 

(prior  yrs) 


prostatec- 
tomy for 

1.8 

0.9 

hyper- 

trophy 

13.0 

2.0 

Less  blood 
loss  than 
without  AC 
+ EACA 


Smith  et  al,  5A>AdeSuate”_ . _ _ _7:2_ _L8  . 

Hammersmith  41  “adequate”  closed  0 0 

Hosp.  mitral  

London,  England11  (Prior  yrs.)  valvulotomy  9.5  0.38 

261 


TABLE  4 

Controlled  Studies  of  Prophylactic  Anticoagulant  Therapy 


Author 
Reference 
Site  of  Study 

Number  of  Patients 

Anticoagulant  Population 

Prophylaxis  Control  Treated 

% Total 
T-E 

% Bleeding 
Frequency 

% Total 
Deaths 

Atrial  Fibrillation 

100 

AC  + Quinidine 

Sequential  time 
periods  consecutive 
hospitalized 
patients  with 
atrial  fibrillation 
and  CHF 

0 

1 

Freeman  & Wexler, 
Fort  Howard,  Md.12 

100 

4 

18 

100 

AC  alone 

1 

10 

Acute  Myocardial 
Infarction 

Wasserman,,  et  al, 
Richmond,  Va.13 

46 

Adequate 
AC  RX 

AMI 

within  past  week. 
Even  hospital 
chart  numbers: 
AC 

0.0 

15 

17 

31 

Inadequate 

3.2 

19 

13 

AC  RX 

odd  numbers: 
control 

70 

2.9 

9 

21 

Congestive  Heart  Failure 
Domenet  et  al  76 

Alternate 
patients  with 
congestive  heart 
failure 

8 

2.6 

17 

uomener,  et  ai,  - 

Birmingham,  England14 

80 

10 

22.5 
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operated  patients  with  suspected 
carcinoma  of  the  lung  who  re- 
ceived anticoagulant  prophy- 
laxis.0'11 

The  patients  reported  by 
Storm  and  Brocks  in  whom 
transcystic  prostatectomy  was 
performed  received  in  addition 
to  anticoagulant  prophylaxis, 
epsilonaminocaproic  acid  to  in- 
hibit fibrinolysis  caused  by  uro- 
kinase present  in  the  urine.10 
This  series,  however,  was  com- 
pared with  a temporally  previ- 
ous experience  in  the  same  hos- 
pital but  without  anticoagulant 
prophylaxis  and  epsilonamino- 
caproic acid  administration.  The 
anticoagulant  treated  series  had 
significantly  less  blood  loss  than 
the  control  patients  and  reduced 
thromboembolism. 

anticoagulant  prophytaxis  for  the 
beef-ridden  medi'al  patient 

Table  4 cites  controlled  studies 
of  anticoagulant  prophylaxis  for 
medical  diseases.1214  Best  results 
in  the  prevention  of  thromboem- 
bolism complicating  atrial  fibril- 
lation and  congestive  heart  fail- 


ure were  reported  by  Freeman 
and  Wexler  to  occur  when  both 
the  arrhythmia  was  controlled 
by  quinidine  and  anticoagulant 
prophylaxis  was  administered 
simultaneously.12  Anticoagulant 
prophylaxis,  however,  reduced 
thromboembolism  and  death 
rate  to  a less  marked  degree. 

Wasserman  et  al  found  no  sig- 
nificant reduction  in  death  rate 
in  acute  myocardial  infarction 
treated  with  anticoagulant 
drugs.13  They  felt  that  present 
day  encouragement  of  earlier  leg 
motion  and  mobilization  of  such 
patients  have  sufficiently  reduced 
venous  thromboembolic  compli- 
cations that  these  no  longer  con- 
stitute a significant  factor  in  the 
mortality  rate  of  patients  with 
acute  myocardial  infarction. 

Domenet  et  al,  after  their 
study  of  anticoagulant  prophyl- 
axis for  patients  with  conges- 
tive heart  failure,  conclude  that 
“anticoagulant  drug  prophylaxis 
is  not  mandatory  in  younger 
non-coronary-heart-disease  pa- 
tients with  mild  congestive  phe- 
nomena,” but  they  urge  its  use 
toi  older  (50  years  plus)  pa- 


tients with  severe  congestive 
heart  failure.14  The  benefits  of 
physiotherapeutic  measures 
while  in  bed  as  well  as  earlier 
ambulation  possibly  account  for 
the  lesser  frequency  of  venous 
thromboembolic  complications 
of  control  patients  in  this  study 
reported  in  1966  as  contrasted 
with  the  incidence  in  the  study 
of  Harvey  and  Finch  reported  in 
1950. 15 

In  all  of  these  studies  it  is 
apparent  that  prophylactic  anti- 
coagulant therapy  must  be  in- 
tensive enough.  The  value  ex- 
pressed most  frequently  by  the 
various  authors  in  these  studies 
was  two  to  two-and-a-half  times 
normal  control  plasma  value  in 
seconds  using  the  Quick  pro- 
thrombin time  method. 

At  the  time  of  surgery,  Storm 
used  the  P and  P test  of  Owren 
and  Aas,10  with  20  percent  as 
his  ideal  target  level.  Saltzman 
et  al  specified  a prothrombin 
activity  of  greater  than  25  per- 
cent on  the  day  of  major  sur- 
gery." 

3181  S.W.  Sam  Jackson  Park  Rd. 

(97201) 
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An  A ppraisal  of  Seven  Years’  Clinical  Experience 
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K.  ALVIN  MERENDINO,  M.D.,  Seattle,  Washington 


The  concept  of  electrical 
stimulation  of  the  heart  is 
not  new.  Since  the  days  of  Gal- 
vani,  the  founder  of  electro- 
physiology, workers  have  been 
interested  in  the  effects  of  elec- 
tricity on  the  heart.  Aldini, 
nephew  of  Galvani,  tried  gal- 
vanism on  the  hearts  of  decapi- 
tated criminals.1  He  also  re- 
ferred to  what  is  probably  the 
first  successful  resuscitation  of 
arrested  heart  with  electric 
shocks  through  the  chest  wall. 
The  patient  was  a child  who 
had  fallen  from  a window. 
Walshe  suggested  faradic  stimu- 
lation of  the  cardiac  sympathetic 
nerves  for  revival  after  asystole. - 
Hayman,3  and  Callaghan  and 
Bigelow1  revived  arrested  hearts 
in  experimental  animals  by 
stimulating  the  sino-atrial  area 
with  electrodes.  In  1929  Gould 
(quoted  by  Hayman)  resusci- 


From  the  Department  of  Surgery  and 
the  First  Surgical  Service  of  the  Uni- 
versity Hospital,  University  of  Wash- 
ington School  of  Medicine. 


tated  the  heart  of  a baby  by 
inserting  needle  electrodes  into 
the  myocardium,  while  Sweet 
saved  two  patients  during  op- 
eration by  applying  electric  cur- 
rent to  the  sino-auricular  node.5 
However,  it  was  not  until  1952, 
when  Zoll  reported  resuscitation 
of  two  patients  with  an  external 
pacemaker,  that  electrical  pac- 
ing was  introduced  in  treatment 
of  heart  block.0  Electrical  pacing 
became  firmly  established  due 
to  early  efforts  of  Senning,7 
Chardack,6  Zoll,9  and  Kantro- 
witz.10 

It  is  now  generally  accepted 
that  long-term  pacing  is  a prac- 
tical and  effective  method  of 
treating  symptomatic  heart 
block,  although  opinions  may 
vary  about  the  details.11-14  The 
purpose  of  this  communication 
is  to  report  our  experience  with 
various  implantable  pacemakers. 

clinical  material 

From  January  1, 1961,  to  Octo- 
ber 31,  1968,  67  patients  have 


received  permanently  implant- 
able pacemakers  at  the  Uni- 
versity of  Washington  Hospital. 
Forty-seven  were  males  and 
twenty  were  females.  Ages 
ranged  from  18  to  80  years. 
Majority  of  the  patients  were  in 
the  50-78  age  group.  Fifty-four 
patients  gave  a history  of  recur- 
rent Stokes-Adams  attacks,  while 
the  remaining  13  patients  were 
paced  for  incapacitating,  low- 
cardiac-output  symptoms.  Table 
1.  Low-cardiac-output  symp- 
toms were  also  observed  in  pa- 
tients with  Stokes-Adams  syn- 
drome. In  31  patients  no  definite 
disease  was  seen  to  account  for 
the  block  and  it  was  thought  to 
be  idiopathic,  Table  2.  Post- 
operative block,  and  block  asso- 
ciated with  ankylosing  spondy- 
litis, muscular  dystrophy,  and 
azotemia,  were  examples  of  un- 
common cases.  Most  of  the  pa- 
tients had  received  one  or  more 
drugs  such  as  isoproterenol, 
ephedrine,  atropine,  digitalis, 
and  diuretics,  as  temporizing 
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The  authors  implanted  permanent 
pacemakers  for  67  patients  in  a period 
of  7 years.  They  used  a median 
sternotomy  incision  and  advise  tem- 
porary, transvenous  pacing  as  pro- 
tection during  surgery  as  well  as  in 
preparation  for  operation.  These  tech- 
niques, plus  careful,  continuing,  post- 
operative care,  have  reduced  mortality 
to  12  percent  at  the  end  of  the  first 
year  after  implantation.  Total  mor- 
tality reported  is  19  percent,  a signifi- 
cant improvement  over  that  attained 
by  medical  treatment  alone. 


TABLE  1 

Clinical  Features 

Main  Presenting  Symptoms 

Stokes-Adams  Attacks  (alone  or  associated 
with  other  low  cardiac  output  symptoms) 
Low  Cardiac  Output  Symptoms 
Low  Cardiac  Output  Symptoms 
Congestive  Heart  Failure 
Extertional  Dyspnea 
Chest  Pain 

Fatigue  and  Tiredness 
Decreased  Visual  Acuity 
Loss  of  Memory 
E.C.G.  Changes 

Complete  Heart  Block 
2°A-V  Block 
1°A-V  Block 

Varying  Degree  of  Block 
Sinus  Bradycardia 


Number  of 
Patients 


54 

13 

18 

28 

11 

19 

6 

2 

52 

6 

1 

4 

4 


TABLE  2 

Etiology  of  Heart  Block 

Number  of 


Disease  Patients 

Coronary  Insufficiency  10 

Myocardial  Infarction  7 

Rheumatic  Valvular  Disease  5 

Diabetes  Mellitus  (with  or  without 
other  diseases)  6 

Ankylosing  Spondylitis  1 

Azotemia  2 

Postoperative  2 

Muscular  Dystrophy  1 

Hypertension  1 

Congenital  1 

Unknown  31 

Total  67 


therapy.  Temporary  transvenous 
pacing  was  done  in  all  but  two 
patients  before  implantation  of 
the  permanent  pacemaker. 

technique 

We  exposed  the  heart  through 
a left  anterior  thoracotomy  dur- 
ing the  early  part  of  our  experi- 
ence. Since  1964  we  have  used 
a lower  median  sternotomy  in- 
troduced for  this  purpose  by 
one  of  us  (LCW).  We  im- 
planted electrodes  on  either  the 
right  or  left  ventricle,  choosing  a 
site  devoid  of  fat  and  vessels, 
where  flexion  of  wires  was  mini- 
mal and  the  curve  gentle.  We 
buried  the  pulse  generator  in  a 
subcutaneous  pocket  created  in 
the  anterior  abdominal  wall.  For 
permanent  transvenous  pacing, 
we  introduced  the  catheter  elec- 
trode through  the  cephalic  or 
the  external  jugular  vein.  We 
buried  the  pulse  generator  sub- 
cutaneously in  front  of  the  pec- 
toralis  major  muscle.  We  gave 
all  patients  antibiotics  for  five 
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postoperative  days.  We  used 
digitalis  and  diuretics  post- 
operatively  in  patients  with  con- 
gestive heart  failure. 

results 

Fifty-four  patients  are  alive 
and  in  satisfactory  condition. 
There  were  13  deaths:  five  died 
in  the  hospital,  eight  died  after 
discharge.  Table  3.  Figure  1 
shows  mortality  figures  over  the 
years  since  1960.  Maximum  mor- 
tality was  encountered  in  the 
immediate  postoperative  period 
ano  within  one  year  of  implanta- 
tion of  pacemaker.  The  causes 
of  death  are  shown  in  Table  4. 

Two  patients  are  alive  more 
than  six  years  after  the  pro- 
cedure, and  one  has  survived 
more  than  seven  years,  Table  5. 
Table  6 shows  the  various  units 
and  electrodes  used.  Thirteen 
patients  underwent  definitive 
surgery  for  other,  associated  dis- 
eases after  implantation  of  the 
pacemaker.  All  withstood  anes- 
thesia and  the  operative  pro- 
cedure well,  and  made  unevent- 
ful postoperative  recovery  ex- 
cept one.  Limited  exploration 
with  biopsy  of  a cervical  mass 
(recurrent  thyroid  carcinoma) 
was  done  on  this  patient,  and 
he  died  in  the  immediate  post- 
operative period. 

The  various  complications  en- 
countered are  listed  in  Table  7. 
Infection,  in  the  battery  pocket, 
or  along  the  leads,  or  both,  was 
seen  on  21  occasions  in  7 pa- 
tients. Perforation  of  the  right 
ventricle,  caused  by  the  tempo- 
rary pacemaker  catheter,  was 
observed  in  five  patients.  Only 
one  perforation  was  due  to  a 
permanent  transvenus  pacer. 
None  of  these  patients  devel- 
oped cardiac  tamponade,  but 
they  did  manifest  failure  of 
pacing.  Diagnosis  of  perforation 
was  made  at  the  time  of  im- 


Number  of  Early  and  Late  Deaths  By  Years 


Fig.  1.  The  number  of  implantations  and  number  of  deaths  every  year  since  1960. 


TABLE  3 
Overall  Results 

Survivals  and  Deaths  Number  Percent 

Alive  and  Pacing  54  81 

Early  Deaths  5 7 

Late  Deaths  8 12 

Total  Deaths  13  19 


TABLE  4 
Causes  of  Death 


Cause  Number 

Cardiac  Asystole  1 

Ventricular  Fibrillation  1 

Myocardial  Infarction  4 

Pulmonary  Complications  1 

Carcinoma  of  Thyroid  1 

Unknown  5 

Total  13 


TABLE  5 

Duration  of  Survival 

Number  of 


Years  After  Operation  Patients 

Less  than  one  8 

One  to  two  11 

Two  to  three  3 

Three  to  four  6 

Four  to  five  13 

Five  to  six  10 

Six  to  seven  2 

Seven  to  eight  1 
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Revisions 


TABLE  6 

Models  of  Pacemakers  and  Types  of  Electrodes  Used 
in  Initial  Implantation 

Model  of  Pacemaker  Number 

Medtronic  Epicardial  42 

Cordis  ‘Atrieor’  Epicardial  11 

Medtronic  Transvenous  17° 

Medtronic  Demand  Transvenous  3 

General  Electric  Epicardial  1 

Number  Number  With 
Type  of  Electrode  of  Patients  Broken  Leads 

Elgiloy  26  2 

Platinum-Iridium  31  5 

Stainless  steel  21°°  1 

* 7 of  these  were  for  malfunctioning  epicardial  pacers. 

**  All  except  one  are  transvenous  pacemakers;  broken  lead  was  seen  in  the 
epicardial  pacer. 

TABLE  7 


Complications 


Type  of  Complications 
Infection 

Ventricular  Perforation 
Broken  Wires 
Electrode  Displacement 
Arrhythmias 
Miscellaneous 

Pleural  Effusion 
Diaphragmatic  Twitchings 
Pericarditis 
Septicemia 

Pulmonary  Complication 

TABLE  8 


Number  of 
I nstances 
21 
6 
8 
2 
8 


4 

1 

1 

1 

3 


Pacemaker  Revisions 

Number 

Number 

Indication  for  Revision 

Epicardial 

Endocardial 

Battery  Failure 

63 

3 

Infection 

20° 

1 

Broken  Leads 

8 

0 

Ventricular  Perforation 

0 

1 

Electrode  Displacement 

1 

1 

Total 

92 

6 

* Seven  operations  were  for  removal  of 

infected  wires.  Another  seven  opera- 

tions  were  done  for  exteriorization 

of  infected  pack 

and  connection  to 

external  battery. 


implantation. 


plantation  of  the  epicardial 
pacemaker. 

Table  8 shows  the  number  of 
pacemaker  revisions  clone  and 
their  indications.  Most  of  the 
reoperations  were  undertaken 
for  failure  of  the  battery.  Of  21 
reoperations  for  infection,  11 
were  performed  in  two  patients. 
There  were  eight  cases  of  broken 
leads.  Five  of  these  leads  were 
of  platinum-iridium,  two  of  Elgi- 
loy and  one  of  stainless  steel, 
Table  6.  The  frequency  of  re- 
operations has  been  declining 
with  the  availability  of  improved 
components,  more  durable  elec- 
trodes, and  rigid  quality  control, 
Figure  2. 

discussion 

Patients  with  complete  heart 
block  develop  Stokes-Adams  at- 
tacks sooner  or  later.  A majority 
of  these  syncopal  attacks  are  due 
to  ventricular  asystole  though 
some  may  be  due  to  ventricular 
fibrillation.  Permanent  pacing  is 
indicated  in  all  such  patients. 
Introduction  of  long-term  elec- 
trical pacing  has,  indeed,  pro- 
longed life  expectancy.  Swoton 
reviewed  540  patients  from  vari- 
ous centers  who  had  been  paced 
for  over  a year  and  found  an 
overall  mortality  (including  the 
immediate  postoperative  period ) 
of  17  percent.15  This  can  be 
compared  to  50  percent  at  the 
end  of  one  year  in  patients  with 
heart  block  who  were  treated 
by  medical  means.16 17  In  the 
present  study  the  mortality  fig- 
ure at  the  end  of  one  year  of 
pacing  was  12  percent. 

Permanent  pacemakers  should 
also  be  used  to  increase  the 
heart  rate  and  thereby  the  car- 
diac output  in  patients  with 
chronic  bradyarrhythmias  ( i.e. 
sinus  bradycardia,  sinus  arrest 
or  slow  nodal  rhythm ) who  have 
symptoms  of  inadequate  output 
such  as  congestive  heart  failure. 
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Fig.  3.  T-shaped  lower  median  sternotomy  used  for  exposure  of  the  heart. 
The  wires  are  brought  out  from  the  lower  end  of  incision  and  passed  through 
a sub-fascial  tunnel  to  the  battery  pocket  in  the  anterior  abdominal  wall. 


Fig.  4.  Anterior  surface  of  the  heart  with  implanted  'Atricor'  electrodes, 
seen  through  the  median  sternotomy  incision. 


decreased  exercise  tolerance, 
cerebral  confusion  or  decreased 
renal  function. 

Breakage  of  leads  has  been  a 
frequent  source  of  failure.  Kinks 
and  bends  increase  the  chances 
of  breakage.  One  of  the  most 
common  sites  for  breakage  of 
epicardial  leads  is  at  the  costal 
margin  where  the  wires  arch 
over  the  rib  border.  At  this 
point  they  are  subjected  to  con- 
stant bending  and  kinking  with 
motion  of  the  trunk.  In  order 
to  avoid  arching  over  ribs,  we 
have  been  employing  low  me- 
dian sternotomy  for  exposure  of 
the  heart.  The  leads  are  brought 
out  at  the  lower  end  of  the  ster- 
num and  carried  through  a sub- 
fascial tunnel  to  the  pulse  gen- 
erator pocket  in  the  anterior 
abdominal  wall.  Figures  3,  4. 
By  this  method  the  chances  of 
kinks  and  bends  are  reduced  to 
minimum.  Besides  this,  median 
sternotomy  avoids  opening  the 
pleural  cavities  and,  thereby,  is 
accompanied  by  low  incidence 
of  pleural  and  pulmonary  com- 
plications and  pain.  Thus  the 
morbidity  of  the  procedure  in 
this  elderly  group  of  patients  is 
decreased. 

Another  site  where  the  leads 
break  quite  frequently  is  on  the 
epicardial  surface,  at  the  junc- 
tion of  electrode  with  the  helical, 
Figure  5.  This  is  also  the  point 
where  leads  are  subjected  to 
maximum  motion.  In  an  attempt 
to  find  something  that  with- 
stands the  maximum  motion  and 
fatigue  without  breaking,  leads 
of  various  materials  have  been 
produced  by  different  manufac- 
turers. Wide  variety  of  these 
electrode  leads  is  in  itself  evi- 
dence of  the  fact  that  none  of 
them  is  flawless. 

General  Electric  Company 
uses  spirally  wound  coils  of  343 
filaments  of  stainless  steel  bond- 
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Fig.  5.  Wire  breakage  at  the  junction  of  the  epicardial  electrode  with  helical 
in  a Medtronic  pacemaker. 


ed  with  silver,  and  floating  in 
silicone-rubber  tubing.  Electro- 
dyne employs  77-stranded  stain- 
less steel  electrode  wires  doubly 
plated  with  gold  and  platinum 
and  insulated  with  Teflon.  Med- 
tronic leads  consist  of  platinum- 
iridium  alloy  enclosed  in  sili- 
cone-rubber tubing.  Cordis  uses 
Elgiloy  in  their  units.  It  is  a 
cobalt-nickel  alloy,  manufac- 
tured by  Elgin  National  Watch 
Company,  that  is  highly  fatigue 
resistant,  has  greater  elastic  limit 
than  any  other  metal  and  is  one 
of  the  most  corrosion  resistant 


materials  known,  both  in  vitro 
and  in  vivo.1819  Since  1964  epi- 
cardial pacemakers  supplied  to 
us  by  Medtronic  have  Elgiloy 
leads  incorporated  at  our  re- 
quest. There  were  two  instances 
of  lead  breakage  in  26  Elgiloy 
electrodes  during  the  four  years 
since  we  started  implanting 
them. 

We  prefer  insertion  of  a tem- 
porary, transvenous,  endocardial 
pacemaker  before  a permanent 
pacemaker  is  implanted.  It  pro- 
vides better  cardiac  output  prior 
to  surgery  and  thus  improves  the 
general  condition  of  the  patient. 


It  also  serves  to  cover  the  risks 
of  anesthesia  and  cardiac  asys- 
tole during  actual  implantation, 
particularly  in  the  transthoracic 
epicardial  pacemakers.  In  1961, 
the  very  early  part  of  our  ex- 
perience, one  patient  died  of 
cardiac  arrest  when  we  tried 
implantation  of  a myocardial 
pacemaker  without  using  a tem- 
porary transvenous  pacemaker. 
Since  then  we  have  recognized 
it  an  essential  preliminary  step 
and  we  feel  it  has  been  one  of 
the  major  factors  in  reducing 
operative  mortality  in  our  pa- 
tients. 

Since  introduction  of  perma- 
nent, transvenous,  endocardial 
pacing  in  1962  more  and  more 
reports  on  its  use  have  been 
published.  It  is  currently  the 
most  popular  method  for 
pacing.20-20  It  is  a simple  and 
safe  procedure,  that  can  be  done 
under  local  anesthesia  without 
a thoracotomy,  and  is  ideally 
suited  for  debilitated,  elderly 
patients.  However,  it  is  not  free 
from  problems.  Complications, 
including  catheter  tip  dislodg- 
ment  perforation  of  the  right 
ventricle,  thromboplebitis,  septi- 
cemia and  pulmonary  air  embo- 
lism, have  been  reported.27-80 
Besides,  follow-up  with  this  type 
of  pacing  is  as  yet  relatively 
short;  it  will  be  interesting  to 
know  the  incidence  of  thrombo- 
embolism after  10-15  years  of 
pacing. 

We  employ  this  method  in 
all  elderly  debilitated  patients, 
those  who  refuse  thoracotomy, 
in  poor  risk  patients  suffering 
from  other  concomitant  systemic 
diseases,  as  a revision  procedure 
in  patients  with  intractable  in- 
fection along  the  course  of  wires 
or  at  the  site  of  epicardial  elec- 
trodes or  for  those  with  previous 
operation  on  the  heart.  Our 
policy  regarding  adjustable  rate, 
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atrial-triggered,  and  demand 
pacemakers  is  as  follows:  1)  all 
elderly  patients  with  fixed  heart 
block  are  paced  with  adjustable 
rate  pacemaker,  2)  in  relatively 
young  patients  leading  active 
lives,  we  have  been  implanting 
atrial-triggered  pacemakers,  3) 
demand  pacemakers  have  been 
used  if  patients  show  any  evi- 
dence of  sinus  rhythm  or  there 
is  suggestion  that  there  has  been 
competition  with  a previous, 
fixed-rate  pacemaker. 

Close  after-care  of  the  patients 
with  an  implanted  pacemaker  is 
extremely  important.  Every  pa- 
tient should  be  taught  to  check 
his  radial  pulse  twice  a day  and 
should  also  be  made  familiar 
with  its  rhythm.  Any  change  in 
rhythm,  or  change  in  rate  of 
more  than  five  beats  per  minute 
on  either  side  of  the  rate  at  the 
time  of  leaving  the  hospital, 
should  be  reported.  Episodes  of 
syncope,  dizziness  and  intermit- 
tent or  irregular  pacing  must  be 
presumed  to  be  due  to  failure  of 
the  pacemaker  and  must  be  in- 


vestigated thoroughly.  X-ray  of 
the  chest  and  the  abdomen 
should  be  taken  to  rule  out  ex- 
haustion of  the  batteries  ( al- 
though this  has  proven  less  help- 
ful than  hoped),  wire  breakage 
or  dislodgment  of  the  electrodes. 
ECG  taken  during  the  possible 
pacemaker  failure  should  be 
compared  with  earlier  ECG, 
when  the  unit  was  functioning 
normally,  and  changes  noted 
with  regard  to  rate,  rhythm,  and 
amplitude  of  artefact  in  the  limb 
leads.  Chardack  recommends  a 
program  of  elective  replacement 
of  the  unit  after  30  months  in 
the  current  model  of  Medtronic 
pacemaker.31  We  have  done 
elective  replacement  in  a few 
patients  and  think  it  particularly 
useful  in  patients  residing  in 
areas  where  facilities  are  not  im- 
mediately available  in  the  event 
of  pacemaker  failure. 

summary 

The  most  frequent  indication 
for  pacing  was  Stokes-Adams  at- 
tacks. Fifty-four  patients  are 


alive;  there  were  13  deaths;  five 
died  in  the  hospital  and  eight 
died  at  varying  intervals.  Mor- 
tality of  12  percent  at  the  end 
of  one  year  after  pacing  indi- 
cates superiority  of  surgical 
treatment  when  compared  with 
the  reported  mortality  of  50  per- 
cent with  medical  treatment. 
Medtronic  unit  with  epicardial 
electrodes  was  used  more  often 
than  any  other  pacemaker.  The 
use  of  a lower  median  ster- 
notomy has  many  advantages 
over  a left  thoractomy  incision 
in  the  elderly  group  and  is 
strongly  recommended.  A low 
incidence  of  wire  breakage  with 
the  use  of  Elgiloy  has  made  this 
our  preferred  material  for  epi- 
cardial leads.  Insertion  of  a 
temporary,  transvenous  pace- 
maker before  implanting  the 
permanent  one  is  useful.  We 
consider  it  an  essential  part  of 
preparation  of  the  patient  for 
surgery.  ■ 

Department  of  Surgery, 
University  of  Washington 
School  of  Medicine  (9 8105) 
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PERILS  OF  A MODERN  NATION 

Our  relations  with  the  other  Powers  of  the  world  are  important;  but  still  more 
important  are  our  relations  among  ourselves.  Such  growth  in  wealth,  in  population, 
and  in  power  as  this  nation  has  seen  during  the  century  and  a quarter  of  its  national 
life  is  inevitably  accompanied  by  a like  growth  in  the  problems  which  are  ever 
before  every  nation  that  rises  to  greatness.  Power  invariably  means  both  responsibility 
and  danger.  Our  forefathers  faced  certain  perils  which  we  have  outgrown.  We 
now  face  other  perils,  the  very  existence  of  which  it  was  impossible  that  they  should 
foresee.  Modern  life  is  both  complex  and  intense,  and  the  tremendous  changes 
wrought  by  the  extraordinary  industrial  development  of  the  last  half  century  are  felt 
in  every  fiber  of  our  social  and  political  being.  Never  before  have  men  tried  so 
vast  and  formidable  an  experiment  as  that  of  administering  the  affairs  of  a continent 
under  the  form  of  a democratic  republic.  The  conditions,  which  have  told  for  our 
marvelous  material  well-being,  which  have  developed  to  a very  high  degree  our  energy, 
self-reliance,  and  individual  initiative,  have  also  brought  the  care  and  anxiety 
inseparable  from  the  accumulation  of  great  wealth  in  industrial  centers.  Upon  the 
success  of  our  experiment  much  depends;  not  only  as  regards  our  own  welfare,  but 
as  regards  the  welfare  of  mankind.  If  we  fail,  the  cause  of  free  self-government 
throughout  the  world  will  rock  to  its  foundations;  and  therefore  our  responsibility 
is  heavy,  to  ourselves,  to  the  world  as  it  is  today,  and  to  the  generations  yet  unborn. 
There  is  no  good  reason  why  we  should  fear  the  future  but  there  is  every  good 
reason  why  we  should  face  it  seriously,  neither  hiding  from  ourselves  the  gravity  of 
the  problems  before  us  nor  fearing  to  approach  these  problems  with  the  unbending, 
unflinching  purpose  to  solve  them  aright. 

Theodore  Roosevelt 
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Malignancies  in  the  Elderly 

Analysis  of  Necropsy  Records  from 
Harborvieic  Hospital,  Seattle 

K.  K.  SHERWOOD,  M.D.,  Seattle,  Washington 


Tabular  analysis  of  malignancies  in 
patients  aged  65  or  over  provides  infor- 
mation on  frequency  of  occurrence, 
accuracy  of  clinical  diagnosis,  frequency 
of  bone  metastasis,  and  survival  for  ten 
years  or  more.  Data  are  from  twenty- 
year  records  at  Harborview  Hospital, 
Seattle. 


TABLE  1 


1946- 

Period  1950 

1951- 

1955 

1956- 

1960 

1961- 

1965 

1946- 

1965 

Total  deaths  5,190 

4,980 

4,914 

3,867 

18,951 

Deaths  65  plus 

with  malignancy  303 

647 

664 

645 

2,259 

Percent  of 

total  deaths  5.5 

13 

13.5 

16.8 

12 

Malignancy 

65  plus,  percent 

of  all  autopsies  12 

17 

20 

23 

18.5 

Malignancy  65  plus, 
percent  of  autopsies 
of  65  plus  27 

30 

32 

36 

32 

At  Harborview  Hospital,  Se- 
attle, 7,020  patients  aged  65 
or  over  were  autopsied  during  a 
twenty-year  period,  January  1, 
1946  to  December  31,  1966.  Of 
these  patients,  2,097  had  malig- 
nancy or  history  of  malignancy. 
The  record  shows  2,259  malig- 
nancies, all  told,  including  multi- 
ples in  162  patients. 

My  interest  in  Harborview 
records  stems  partly  from  my 
long  association  with  that  insti- 
tution but  more,  perhaps  from 
the  fact  that  for  more  than  four 
decades  I have  been  interested 
in  chronic  disease,  particularly 
chronic  disease  in  geriatric  pa- 
tients. I believe  more  informa- 
tion on  the  course  and  compli- 
cations of  malignancy  in  the 
elderly  will  be  useful  in  man- 
agement of  similar  conditions 
in  patients  in  their  thirties  and 
forties. 

time  and  age 

Hajdu  and  Hajdu,  in  a series 
of  postmortem  diagnoses  from 
Cleveland,  found  3,321  malig- 
nancies in  16,444  autopsies.' 
They  did  not  segregate  by  age, 
but  stated  that  the  average  age 
for  males  was  68  and  for  fe- 
males, 61.  When  multiple  can- 


cers occurred  ( 177  times ) the 
average  age  increased  to  72  for 
males  and  to  66  for  females.  In 
Shimkin’s  article,  apparently 
based  on  death  certificate  data, 
there  is  general  agreement  with 
both  Hajdu’s  series  and  mine.2 
The  concept  of  multiple  primary 
cancers  being  a function  of  time 
and  age  is  reinforced  by  the  sta- 
tistical article  of  Spratt  and 
Hoag.3 

Since  in  medicine  the  unex- 
pected is  seldom  surprising,  I 
had  long  known  that  the  post- 
mortem examinations  at  Harbor- 
view were  disclosing  a number 
of  unsuspected  malignancies.  To 
determine  how  many,  I asked 
for  all  of  the  7,020  autopsy  rec- 


ords of  those  who  had  died 
when  age  65  or  older  during  the 
twenty-year  period. 

Preliminary  analysis  showed 
that  there  had  been  little  sig- 
nificant change,  after  the  first 
five  years,  in  the  percentage  of 
postmortem  examinations  in  pa- 
tients over  65.  For  the  years 
1946  through  1950  the  per- 
centage was  47.  In  succeeding 
five  year  periods  it  was:  1951- 
1955,  72  percent;  1956-1960,  67 
percent;  and  1961-1965,  71  per- 
cent. Average  for  the  20-year 
period  was  58  percent.  This 
enviable,  and  fairly  consistent, 
record  was  maintained  because 
the  constantly  rotating  interns 
and  residents  always  vied  with 
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TABLE  3 

2,259  Recorded  Malignancies 


TABLE  2 

Malignancies  Found  Incidentally 


Number  391 

Invasive  malignancies  57 

Non-invasive  with 

second  primary  84 

Non-invasive, 

potentially  curable  250 


each  other  in  getting  signed 
permits. 

record  gives  minimals  only 

All  patients  who,  on  post  mor- 
tem examination,  were  found  to 
have  malignancy,  or  on  whose 
records  there  was  history  of 
malignancy,  were  separated 
from  the  full  list  of  7,020.  Their 
number  was  2,097  and  the 
malignancies  numbered  2,259. 
This  must  be  considered  a mini- 
mal number  since  numerous 
growths,  including  many  small 
skin  cancers,  could  have  been 
removed  but  not  noted  in  the 
history. 

It  is  also  probable  that  some 
were  overlooked,  even  after 
postmortem  examination.  This 
is  indicated  in  the  steady  in- 
crease in  relative  number  of 
malignancies  found,  Table  1.  It 
would  appear  that  percentage 
of  malignancies  increased  but 
the  figures  need  interpretation. 

As  Medical  Director,  I had 
been  aware  of  the  pressures  on 
the  limited  personnel  and  fa- 
cilities of  the  Department  of 
Pathology.  Therefore,  I inter- 
pret the  increase  as  a measure 
of  the  increasing  availability  of 
more  hands  and  more  routine 
microscopic  sections. 

incidental  findings 

Malignancies,  unsuspected 
prior  to  examination,  numbered 
391,  Table  2.  Of  these  inci- 
dental tumors,  only  57  were  in- 


Accuracy  of  Clinical 

Diagnosis 

Type 

Total 

Prostate 

325 

Lungs 

221 

Colon 

217 

Stomach 

204 

Breasts 

143 

Bladder 

116 

Pancreas 

109 

Rectum 

100 

Gallbladder  and  ducts 

68 

Mouth  and  throat 

65 

Malignant  lymphoma 

63 

Kidney 

56 

Esophagus 

54 

Cervix 

48 

Skin 

48 

Meningioma 

44 

Myelogenous  leukemia 

44 

Hepatoma 

40 

Uterus 

38 

Lymphatic  leukemia 

34 

Myeloma 

28 

Ovary 

25 

Larynx 

21 

Small  intestine 

21 

Thyroid 

19 

Glioblastoma  multiforme  17 

Fibrosarcoma 

13 

Malanoma 

13 

Monocytic  leukemia 

12 

Vulva  and  vagina 

8 

Salivary  glands 

6 

Astrocytoma 

5 

Adrenals 

4 

Hemangioendothelioma  3 

Hemangioma 

2 

Branchial  cleft  carcinoma  1 

Glioma 

1 

Pituitary 

1 

Spongioblastoma 

1 

Syringomyelia 

1 

Teratoma 

1 

Thymus  area 

1 

Undetermined 

18 

Type 
Meningioma 
Thyroid 
Small  intestine 
Prostate 
Kidney 
Adrenals 
Skin 
Colon 
Uterus 

Salivary  glands 


Percent 

Clinical  Incidental  Incidental 


186  139  43 

201  20  9 

169  48  22 

180  24  12 

130  13  9 

103  13  11 

105  4 4 

88  12  12 

62  6 9 

64  1 1.5 

62  1 1.6 

36  20  36 

51  3 5 

43  5 10 

37  11  23 

1 1 33  75 

44  0 0 

34  6 15 

31  7 18 

34  0 0 

25  3 11 

24  1 4 

21  0 0 

12  9 43 

10  9 47 

17  0 0 

12  1 8 

13  0 0 

12  0 0 

8 0 0 

5 1 17 

5 ' 0 0 

3 1 25 

3 0 0 

2 0 0 

1 0 0 

1 0 0 

1 0 0 

1 0 0 

1 0 0 

1 0 0 

1 0 0 


TABLE  4 


Ten  Highest  in  Percentage  Found  Incidentally 

Percent 

Number  Incidental 


44 

75 

19 

47 

21 

43 

325 

43 

56 

35 

4 

25 

48 

23 

217 

22 

38 

18 

6 

17 
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vasive  although  84  in  this  group 
had  another  primary  that  was 
invasive.  It  should  be  empha- 
sized that  250  of  the  unsus- 
pected, non -in  vasive  tumors 
found  were  classified  as  prob- 
ably curable  at  the  time  of 
death. 

Table  3 lists  sites  of  origin 
with  some  tumors  listed  accord- 
ing to  tissue  type.  The  figures 
in  the  third  column  provide  an 
eloquent  argument  for  autopsy 
in  every  case  of  death.  Figures 
for  frequency  of  malignancy  as 
determined  by  diagnoses  would 
have  missed  by  17  percent.  Bet- 
ter figures  for  clinical  diagnosis 
in  tumors  of  lung,  breast  and 
stomach,  may  reflect  the  effects 
of  campaigns  for  early  diagnosis. 
Frequent  chest  x-rays  have,  no 
doubt,  helped  in  carcinoma  of 
the  lung  but  equally  useful  tech- 
niques for  early  diagnosis  of 
malignancies  of  prostate,  colon, 
kidney,  and  uterus  have  not 
been  developed.  Table  4. 

survival 

Closely  linked  with  the  prob- 
lem of  incidental  cancers  and 
with  the  natural  course  of  can- 
cer is  the  length  of  survival.  It 
was  found  on  analysis  of  the 
protocols  that  many  cases  with 
cancer  had  other  serious  or 
lethal  diseases.  Hence,  no  at- 
tempt has  been  made  to  assign 
causes  of  death  in  this  series  of 
cancers.  While  we  may  assume 
that  if  the  fractured  hip,  or  the 
septicemia  from  pyelonephritis 
had  not  occurred  the  cancer 
would  eventually  have  caused 
death,  who  can  say  that  the  de- 
bility caused  by  a growing  ma- 
lignant tumor  did  not  predispose 
to  the  fall  causing  the  fractured 
hip,  or  that  the  obstructing 
lesion  did  not  give  rise  to  the 
pyelonephritis  and  its  septi- 
cemia? 


In  Tables  5,  6,  7 and  8 are 
shown  the  patients  who  survived 
ten  or  more  years  from  the  time 
of  cancer  diagnosis  in  spite  of 
the  rigors  of  age  and  other  dis- 
eases. Twenty-five  such  individ- 
uals survived  ten  or  more  years 
without  metastases.  Six  others 
had  no  metastases,  but  with  the 


TABLE  5 

Survivals  of  10  or  More  Years 


Without  metastases  25 

Without  metastases 

but  a second  primary  6 

With  metastases  17 

With  metastases 

and  second  primary  2 

Total  50 


Ten  Year 

TABLE  6 

Survivals  Without  Either  Metastasis  or  a 

Second  Primary 

Sex 

Length  of 

Age 

Diagnosis 

Survival 

M 

85 

Ca  prostate 

10 

years 

M 

83 

Ca  prostate 

11 

years 

M 

78 

Ca  prostate 

11 

years 

M 

87 

Ca  prostate 

10 

years 

M 

74 

Ca  penis 

34 

years 

F 

75 

Ca  bladder 

12 

years 

M 

78 

Ca  ureter 

13 

years 

M 

84 

Ca  stomach 

11 

years 

F 

78 

Ca  stomach 

12 

years 

M 

75 

Ca  colon 

10 

years 

F 

78 

Ca  colon 

13 

years 

F 

79 

Ca  colon 

32 

years 

M 

73 

Ca  rectum 

13 

years 

M 

90 

Ca  rectum 

20 

years 

M 

66 

Ca  rectum 

27 

years 

M 

72 

Ca  rectum 

10 

years 

F 

78 

Ca  breast 

15 

years 

F 

78 

Ca  breast 

12 

years 

F 

91 

Ca  breast 

13 

years 

F 

81 

Ca  breast 

11 

years 

F 

82 

Ca  uterus 

13 

years 

F 

75 

Ca  cervix 

30 

years 

F 

68 

Ca  thyroid 

12 

years 

M 

73 

Ca  larynx 

15 

years 

F 

74 

Meningioma 

20 

years 

TABLE  7 


Ten 

Year  Survivals,  No 

Metastases  but  a 

Second  Primary 

Sex 

Length  of 

Second 

Age 

Diagnosis 

Survival 

Primary 

F 84 

Ca  cervix 

10  years 

Ca  stomach 

F 65 

Ca  uterus 

11  years 

Ca  thyroid  and 
Ca  rectum 

F 96 

Ca  breast 

16  years 

Ca  other  breast 

F 77 

Ca  urethra 

13  years 

Ca  breast 

F 80 

Ca  breast 

14  years 

Ca  lung 

F 66 

Ca  breast 

14  years 

Ca  lung 
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passage  of  time  had  developed 
a second  primary.  Nineteen  in- 
dividuals had  survived  ten  or 
more  years  but  at  the  time  of 
death  had  metastases  from  the 
original  tumor  and  two  of  this 
group  had  even  developed  a 
second  primary. 

bone  lesions 

Bone  lesions  frequently  mas- 
querade under  the  guise  of  rheu- 
matism. Suspicion  should  be 
aroused  when  there  is  loss  of 
weight,  loss  of  strength,  fever, 
and  anemia.'  It  is  surprising 
that  bone  lesions  were  found  in 
10  percent  of  the  2,259  malig- 
nancies recorded.  Equally  startl- 
ing is  the  fact  that  bone  lesions 
were  found  in  only  6 of  the 
malignancies  recorded  as  inci- 
dental (prostate  3,  myeloma  3). 
In  Table  9 the  malignancies  are 
arranged  in  the  order  of  fre- 
quency of  bone  lesions  in  those 
cases  diagnosed  clinically.  In 
weighing  these  figures  it  is 
necessary  to  consider  the  age 
group  (65  and  over)  and  the 
fact  that  high  percentages  are 
not  necessarily  significant  when 
groups  are  small. 

multiple  tumors 

Another  interesting  finding  is 
the  frequency  of  multiple  pri- 
mary cancers.  This  occurred  162 
times  (7.5  percent ).  There  were 
10  patients  who  had  3 primary 
cancers  and  2 who  had  4 pri- 
maries. Table  10  lists  the  cases 
who  had  identical  locations  for 
their  multiple  primaries.  It  would 
appear  that  the  slow  course  of 
the  first  primary  allows  the 
needed  time  interval  for  the  sec- 
ond cancer  to  develop. 

conclusions 

These  various  tables  reflect 
the  facts  of  cancer  in  the  geriat- 
ric patient.  The  disease  in  this 
age  group  is  frequently  not  di- 


TABLE  8 

Ten  Year  Survivals  with  Metastases  (included  two  with  second  primary) 


Age 

Sex 

Diagnosis 

Survival 

F 

79 

Ca  breast 

15  years 

F 

76 

Ca  breast 

12  years 

F 

76 

Ca  breast 

12  years 

F 

73 

Ca  breast 

10  years 

F 

69 

Ca  breast 

10  years 

F 

69 

Ca  breast 

16  years 

F 

65 

Ca  breast 

25  years 

F 

84 

Ca  breast 

15  years 

(for  all  these  years 
treatment  consis- 
tently refused) 

F 

76 

Ca  breast 

20  years 

M 

97 

Ca  prostate 

11  years 

M 

75 

Ca  prostate 

28  years 

M 

82 

Ca  prostate 

15  years 

M 

78 

Hypernephroma 

17  years 

F 

86 

Ca  cervix 

30  years 

F 

76 

Ca  uterus 

20  years 

Local  recurrence 

M 

66 

Ca  colon 

1 1 years 

Ca  gallbladder 

F 

84 

Ca  sigmoid 

40  years 

Ca  ileum 

M 

83 

Ca  face 

12  years 

Local  recurrence 

F 

77 

Meningioma 

34  years 

Repeated  local 
recurrences 

TABLE  9 


Bone  Lesions  in  Cases  Diagnosed  Clinically 


Number 

Number 

diagnosed 

with  bone 

Type 

clinically 

lesions 

Percent 

Myeloma0 

25 

25 

100 

Prostate” 

186 

69 

37 

Kidney 

36 

9 

25 

Fibrosarcoma 

12 

3 

25 

Melanoma 

13 

3 

24 

Thyroid 

10 

2 

20 

Breast 

130 

26 

20 

Lung 

201 

39 

19 

Malignant  lymphoma 

62 

11 

18 

Unknown 

18 

3 

17 

Lymphatic  leukemia 

34 

5 

15 

Ovary 

24 

3 

12 

Uterus 

31 

3 

10 

Myelogenous  leukemia 

44 

3 

7 

Bladder 

103 

6 

6 

Mouth-throat 

64 

4 

6 

Esophagus 

51 

3 

6 

Hepatoma 

34 

2 

6 

Skin 

37 

2 

5 

Colon 

169 

6 

3.5 

Pancreas 

105 

3 

3 

Stomach 

180 

6 

3 

Cervix 

43 

1 

2 

Gallbladder  and  ducts 

62 

1 

2 

Rectum 

88 

1 

1 

*Three  additional  cases  of 

myeloma  and 

three  additional 

cases  of 

carcinoma  of  the  prostate 

with  bone  metastases  were  not 

diagnosed 

clinically  but  were  discovered  at  autopsy. 

All  cases  listed  in 

the  table 

were  diagnosed  clinically. 
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agnosed  until  autopsy.  Death 
certificate  statistics,  therefore, 
reflect  only  the  minimum  num- 
ber of  cancers  in  patients  over 
65.  In  this  age  group,  cancer 
may  easily  last  more  than  ten 
years.  The  longer  the  patient 
survives  his  first  cancer,  the 
greater  the  likelihood  of  de- 
veloping a second  primary. 

I expect  that  each  reader  will 
apply  to  these  figures  his  own 
experiences  and  interests,  and 
thus  make  his  own  interpreta- 
tion. If  the  facts  presented 
arouse  greater  curiosity  about 
cancer  in  the  senior  citizen  I 
shall  be  satisfied.  ■ 

500  Wall  Street 
(98121) 


TABLE  10 

Identical  Sources  for  Multiple  Carcinomata  Occurring  Twice  or  O ftener 


Prostate  and  urinary  bladder  3 


Prostate  and  colon  8 

Prostate  and  esophagus  2 

Prostate  and  hepatoma  2 

Prostate  and  lung  7 

Prostate  and  lymphatic 

leukemia  4 

Prostate  and  lymphosarcoma  4 

Prostate  and  pancreas  3 

Prostate  and  stomach  6 

Prostate  and  rectum  2 

Prostate  and  of  skin  2 


Breast,  with  primary  also 


in  other  breast  4 

Breast  and  of  colon  4 

Breast  and  hepatoma  3 

Breast  and  of  lung  3 


Breast  and  rectum  2 

Colon,  second  primary  in  colon  3 
Colon  and  small  intestine  2 

Colon  and  kidney  2 

Colon  and  lymphosarcoma  2 


Colon  and  myelogenous 
leukemia 

Colon  and  pancreas 
Colon  and  rectum 
Colon  and  stomach 
Stomach  and  cervix 
Stomach  and  lung 
Lung  and  esophagus 
Lung  and  ovary 
Lung  and  skin  3 

Rectum  and  kidney  3 

Total  93 
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LO  LO  tO  4--  LO  Cj  tO  LO 


Altering  Behavior  of  Geriatric  Patients  with  Beer 


ARTHUR  L.  BLACK,  M.D.,  Seattle,  Washington 


Beer,  provided  in  a social  environment,  was  of  benefit  to  geriatric  patients. 
They  became  more  friendly , more  communicative,  and  more  aware  of  events. 
A control  group  given  soft  drinks  under  identical  conditions  did  not  improve 
until  later  switched  to  beer.  At  conclusion  of  the  test  period  the  control  patients 
had  progressed  sufficiently  to  score  equally  with  the  first  group.  Deterioration 
became  apparent  soon  after  the  beer  was  discontinued. 


Trial  of  beer  in  a typical 
nursing  home  situation  has 
convinced  me  that  it  can  be 
helpful  in  bringing  some  com- 
fort to  those  who  seem  to  have 
outlived  the  joy  of  living.  There 
is  little  to  be  happy  about  for 
those  shunted  aside  from  the 
stream  of  modern  life.  Beer 
seems  to  be  capable  of  making 
the  situation  more  tolerable. 

Walk  through  the  door  of 
almost  any  nursing  home  and 
you  face  the  depressing  picture 
of  senility.  It  is  not  a happy 
sight.  There  are  the  physical 
disabilities  of  old  age,  the  with- 
drawal from  society,  the  mental 
sluggishness,  and  the  hostility 
that  seem  to  characterize  these 
backwaters  of  contemporary 
civilization. 

Since  the  problem  has  been 
far  from  solved  by  modern 
pharmaceuticals  it  is  surprising 
that  there  have  been  so  few 
trials  of  the  gift  of  Osiris.  Leg- 


end has  it  that  he,  or  his  wife 
Isis,  gave  the  secret  of  brewing 
to  the  Egyptians  about  2000 
B.C.  although  beer  had  been 
produced  in  Mesopotamia  from 
malted  grain  some  four  thous- 
and years  earlier.  Beer  was  used 
by  Egyptian  physicians  for  a va- 
riety of  purposes,  and  may  even 
have  been  used  to  ameliorate 
the  discomforts  of  old  age. 

the  plan 

This  is  a report  of  a controlled 
study,  conducted  at  the  West- 
haven  Nursing  Home,  Seattle. 
It  is  a modern,  physically  at- 
tractive, 90-bed  institution,  with 
adequate  professional  super- 
vision and  liberal,  forward  look- 
ing management.  The  typical 
geriatric  population  is  small 
enough  to  permit  careful  obser- 
vation and  scoring. 

I screened  the  patients  and, 
after  obtaining  family  and  phy- 
sician permission,  selected  34, 


male  and  female,  ages  38  to  94, 
to  comprise  the  study  group. 
The  sample  was  selected  as 
typical  of  the  universe  in  most 
any  nursing  home  population. 

The  nursing  staff  then  scored 
each  of  the  subjects,  using  a re- 
port form  carrying  a list  of  75 
descriptions  of  behavior  to  be 
scored  numerically.  Thus,  “Re- 
fuses food  at  mealtime”  can  be 
scored:  never,  0;  sometimes,  1; 
often,  2;  usually,  3;  and,  always, 
4;  Table  1. 

For  composite  scoring  the 
items  were  categorized  under 
headings  of:  social  competence; 
social  interest;  cooperation;  per- 
sonal neatness;  physical  condi- 
tion and  activity  tolerance;  and 
irritability.  Items  in  the  sixth 
category,  irritability,  were  scored 
as  negatives.  Sum  of  the  item 
scores  was  recorded  as  a com- 
posite score,  representing  a nu- 
merical expression  of  the  pa- 
tient’s status. 

Pretrial  scores  for  the  group 
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TABLE  1 

Patient  Observation  and  Evaluation  Study 


( Each  item  graded  1 to  4 for  each  patient) 

1.  Is  sloppy  in  appearance  and  habits. 

2.  Is  impatient. 

3.  Participates  in  occupational  therapy. 

4.  Ignores  the  activities  around  him. 

5.  Requires  sedation  for  sound  sleep. 

6.  Refuses  food  at  mealtime. 

7.  Has  temper  tantrums. 

8.  Is  cheerful  and  optimistic. 

9.  Shouts  and  yells. 

10.  Is  excited,  noisy  and  hilarious. 

11.  Gets  along  with  other  patients. 

12.  Talks  freely  with  volunteer  workers  or  other 
visitors. 

13.  Shows  curiosity  and  interest  in  activities  around 
him. 

14.  Keeps  busy  during  the  day. 

15.  Conforms  to  home  routine. 

16.  Resists  suggestions  and  requests. 

17.  Shows  interest  in  events  outside  home. 

18.  Hits  or  strikes  at  others. 

19.  Shaves  himself  (male).  Uses  makeup  (female). 

20.  Speaks  in  short  phrases  only.  (3  or  4 words  at 
a time). 

21.  Looks  sad  or  pensive. 

22.  Needs  help  in  dressing. 

23.  Needs  help  in  using  the  toilet. 

24.  Helps  out  when  asked. 

25.  Plays  cards  with  others. 

26.  Sits,  unless  directed  into  activity. 

27.  Knows  where  he  is. 

28.  Cooperates  with  other  people. 

29.  Talks  about  himself. 

30.  Stays  by  himself. 

31.  Is  hesitant  or  uncertain  in  making  up  his  mind. 

32.  Jokes  with  others. 

33.  Gets  angry  or  annoyed  easily. 

34.  Wets  or  soils  his  clothes  or  bedding. 

35.  Asks  for  a pass  to  leave  the  home. 

36.  Talks  about  happenings  on  the  ward. 

37.  Answers  when  spoken  to. 

38.  Physically  active,  walks  halls  and  grounds  or 
neighborhood. 

39.  Seems  content  and  satisfied. 


40.  Keeps  his  clothes  neat  and  clean. 

41.  Takes  part  in  back  and  forth  conversation. 

42.  Complains  about  the  food  and  care. 

43.  Tries  to  be  friendly  with  others. 

44.  Becomes  easily  upset  if  something  doesn’t  suit 
him. 

45.  Is  willfully  destructive  of  property  (own  or 
others). 

46.  Refuses  to  do  the  ordinary  things  expected  of 
him. 

47.  Is  irritable  and  grouchy. 

48.  Has  trouble  remembering  what  happened  yes- 
terday. 

49.  Makes  his  own  bed. 

50.  Refuses  to  speak. 

51.  Can  be  drawn  into  conversation. 

52.  Laughs  or  smiles  at  funny  comments  or  events. 

53.  Volunteers  to  help  out  around  the  ward. 

54.  Has  trouble  remembering  what  happened  a 
month  ago. 

55.  Is  messy  in  his  eating  habits. 

56.  Starts  a conversation  with  others. 

57.  Is  aware  of  the  time  of  day. 

58.  Combs  his  hair. 

59.  Talks  about  subjects  other  than  himself. 

60.  Takes  part  in  recreation  activities. 

61.  Is  friendly  with  someone  in  the  ward. 

62.  Shows  inappropriate  feeling  or  lack  of  feeling 
in  group  situations. 

63.  Reads  newspapers  or  magazines. 

64.  Has  to  be  reminded  what  to  do. 

65.  Sleeps,  unless  directed  into  activity. 

66.  Has  to  be  told  to  follow  home  routine. 

67.  Seems  to  enjoy  life. 

68.  Pays  attention  when  spoken  to. 

69.  Bathes  himself  without  supervision. 

70.  Has  difficulty  completing  even  simple  tasks  on 
his  own. 

71.  Is  alert  and  attentive. 

72.  Is  slow  moving  and  sluggish. 

73.  Quick  to  fly  off  the  handle. 

74.  Keeps  himself  neat  and  clean. 

75.  Communicates  well— expresses  himself  clearly 
and  concisely. 


ran  from  12  to  226,  with  maxi- 
mum possible  of  244.  Irritability 
ranged  from  a high  of  44  to 
zero.  The  nurses  repeated  the 
entire  evaluation  for  each  pa- 
tient at  2,  4,  6 and  8 weeks  as 
the  program  progressed. 

control 

The  patients  were  divided 
into  two  groups.  Group  A re- 
ceived fruit  juice  and  Group  B 
had  beer.  Except  for  a one  hour 
time  difference,  they  received 
their  ration  of  fruit  juice  or  beer 


under  identical  conditions.  They 
assembled  in  the  occupational 
therapy  room,  which  had  been 
decorated  as  for  a party,  and 
some  members  of  the  staff  were 
present  with  each  group.  The 
same  records  were  used  on  the 
phonograph.  Pretzels,  crackers, 
or  popcorn  were  served  with  the 
beverage.  Cards,  checkers,  and 
puzzles  were  available  for  use 
as  desired. 

Both  groups  made  progress, 
but  to  different  levels.  It  was 
soon  obvious  that  Group  B was 


more  progressive,  happier,  and 
looked  forward  to  their  daily 
socializing  with  more  anticipa- 
tion. Members  of  Group  B also 
began  to  exhibit  a more  friendly 
attitude  toward  other  patients 
outside  of  the  party  hour.  By 
the  end  of  the  fourth  week, 
when  the  nurses  re-evaluated 
each  patient,  Group  B had  a 
significant  numerical  advantage 
in  composite  scoring.  They  were 
generally  more  relaxed  and  con- 
genial, were  participating  in 
group  activities  more  freely  and 
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TABLE  2 

Reduction  of  Medications 


Medication 

Number  of 
Patients  on 
Medication 

Reduction 
of  Dosage 

% 

Number  of 
Patients  Not 
Reducing 
Dosage 

Tranquilizers 

22 

57.8 

1 

Sedatives 

11 

36.4 

6 

Diuretics 

12 

75.0 

3 

Category 

TABLE  3 
Average  Performance 

Improvement 

Percent 

Social  Competence 
Social  Interest 
Cooperation 

Neatness  and  Grooming 
Physical  Condition 
Composite  Score 
Irritability 


34.8 

56.2 
39.5 

49.3 
62.1 
49.1 

(83.3) 

decrease 


were  taking  more  pride  in  per- 
sonal appearance.  They  were 
substituting  crutches  for  walkers 
and  canes  for  crutches.  As  the 
end  of  this  trial  period  ap- 
proached they  had  begun  group 
singing  and  were  dancing  at 
their  parties.  More  patients 
played  cards  or  checkers  and 
more  were  working  puzzles  than 
in  the  other  group. 

Most  significant  observation 
of  all,  however,  was  the  fact 
that  need  for  drugs  was  reduced 
in  Group  B.  While  medication 
was  being  reduced  for  patients 
in  Group  B,  no  one  in  Group  A 
had  improved  to  the  point  that 
reduction  was  indicated. 

Group  A was  switched  to  beer 
at  the  end  of  four  weeks.  By 
the  end  of  the  sixth  week  their 
improvement  rate  began  to 
speed  up.  It  appeared  that  they 
might  progress  to  the  Group  B 
scoring  level.  Again,  drug  use 
proved  to  be  an  excellent  indi- 
cator. In  catching  up,  the  Group 
A rate  of  drug  reduction  ex- 
ceeded that  of  Group  B.  Reduc- 
tions in  the  entire  study  group 
are  shown  in  Table  2. 

By  the  end  of  the  eighth 
week,  and  the  end  of  the  trial 
period,  both  groups  had  made 
substantial  improvement  in 
scores,  but  there  was  no  signifi- 
cant difference  between  groups. 
Level  of  improvement  in  the 
various  categories  of  behavior  is 
shown  in  Table  3. 

reversal 

Beer  for  the  eight  week  trial 
period  was  provided  by  Wash- 
ington Brewers’  Institute.  When 
this  supply  was  no  longer  avail- 
able, the  schedule  of  parties  was 
cut  back  to  three  times  a week. 
Deterioration  soon  became  ap- 
parent. The  nurses  reported  that 
regression  had  occurred  in  all 
categories.  Several  patients  re- 


quired increase  in  medication; 
neatness  and  grooming  were  ob- 
viously less,  and  irritability  in- 
creased. 

The  demonstration  was  enough 
to  convince  Westhaven’s  owner- 
director.  He  installed  a draft 
beer  dispensing  unit.  His  de- 
cision to  do  so  was  based  on  his 
realization  that  the  patients 
were  happier  on  a daily  ration 
of  beer,  and  they  required  less 
staff  time.  He  considered  these 
factors  adequate  to  justify  the 
expenditure. 

discussion 

Two  similar  trials  have  been 
reported  recently.  At  Cushing 
Hospital,  a geriatric  institution 
at  Framingham,  Massachusetts, 
34  patients  were  used.1  They 
were  selected  on  the  basis  of  ad- 
vanced senility,  hostility,  dis- 
orientation, withdrawal,  and  in- 
continence. They  were  placed 
in  a party  situation  every  day 


and  were  given  an  11  ounce 
serving  of  beer. 

Members  of  the  hospital  staff 
were  impressed  with  the  prog- 
ress made.  The  patients  began 
to  communicate  with  each  other 
and  with  members  of  the  staff. 
They  became  more  aware  of 
time  of  day  and  day  of  the 
week,  and  paid  more  attention 
to  events  outside  the  hospital. 
Incontinence  decreased,  it  was 
possible  to  reduce  dosage  of 
psychotropic  drugs,  and  fewer 
restraints  were  required.  The 
study  was  not  controlled  but  it 
is  worth  noting  that  men  in  the 
study  group  were  impaired  to 
greater  extent  than  the  average 
patient  at  Cushing  Hospital. 

A somewhat  similar  trial  was 
made  at  Hastings  State  Hospital, 
Hastings,  Minnesota,  and  results 
were  comparable.2  Conclusions 
from  both  of  these  studies  were 
that  beer,  consumed  in  a social 
environment  for  a period  of 
time,  is  greatly  beneficial  to  the 
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geriatric  patient— his  social  ad- 
justment to  his  situation  and  his 
outlook  on  life  improve;  his 
physical  capabilities  increase. 

Neither  of  these  studies,  how- 
ever, could  distinguish  between 
effects  of  the  social  activity  and 
the  effects  of  the  beer.  There 
can  be  no  question  about  the 
benefit  of  social  stimulation.  But 
in  the  Westhaven  group,  there 
was  no  question  that  addition  of 
a daily  ration  of  beer  acceler- 
ated the  improvement  and  main- 
tained it  at  a beneficial  level, 
ft  was  particularly  interesting  to 
observe  the  rapid  progress  made 
by  Group  A after  the  switch 


from  fruit  juice  to  beer.  It  is 
probably  not  a coincidence  that 
in  this  study  and  in  the  Cushing 
study,  the  patients  making  the 
most  rapid  progress  were  those 
who  were  most  impaired  when 
the  trials  started. 

conclusions 

Recognition  of  the  geriatric- 
patient  as  a participant  in  so- 
ciety, and  accepting  him  as  a 
person  capable  of  entering  a 
social  situation,  brings  about 
improved  morale  and  greater 
self-esteem.  These  changes  are 
reflected  in  increased  awareness 
of  his  surroundings  and  a more 


cooperatible  attitude.  Irritability 
and  feelings  of  frustration  are 
reduced. 

These  changes  can  be  accel- 
erated and  carried  to  a higher 
level  if  the  daily  regimen  is  im- 
proved by  addition  of  a daily 
ration  of  beer.  ■ 

2617  California  Avenue  S.W. 

(98116) 
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OUR  TOTALITARIAN  RADICALS 

The  perfect  university  has  never  existed;  but  on  both  sides  of  the  Atlantic, 
movement  is  away  from,  not  toward,  its  ideals.  Students  whose  qualifications  in 
scholarship  must  be  extremely  dubious  in  many  cases  because  of  the  amount  of  time 
they  devote  to  such  extracurricular  activities  as  harassing  college  administrators  with 
peremptory  demands,  often  backed  up  by  the  crudest  forms  of  physical  coercion, 
are  turning  campuses  into  prize-fight  arenas.  The  quarrelsome  brawling  that  goes 
on  under  the  most  trivial  pretexts,  the  endless  demonstrations  on  university  property, 
often  on  subjects  which  are  quite  outside  the  range  of  the  university  student,  the 
general  atmosphere  of  bedlam  would  be  calculated  to  drive  Socrates,  St.  Thomas 
Aquinas,  Erasmus,  or  any  other  great  teacher  to  take  off  for  the  nearest  available 
retreat  in  some  desert,  leaving  behind  an  invitation  to  his  most  promising  students 
to  follow  him. 

William  Henry  Chamberlin, 
The  Freeman,  April  1969 
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Oregon  Medical  Association -2164  s.w.  park  place,  Portland,  Oregon  97205 


president  ].  Richard  Raines,  M.D.,  Portland 

secy-treas.  Lawrence  M.  Lowell,  M.D.  Portland 
executive  secy.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting.  Sept.  23-27,  1969,  Portland 


OREGON 


The  House  in  session  at  Sweetbriar  Inn. 


Midyear  Meeting  of  the  House  of  Delegates 


Association  dues,  current  state  legislation,  medi- 
cal manpower  and  the  physician  distribution  prob- 
lem throughout  the  country,  and  qualified  member- 
ship for  osteopathic  physcians  were  major  issues  in 
the  Midyear  Meeting  of  the  House  of  Delegates  of 
the  Oregon  Medical  Association,  April  11-13  at  the 
Sweetbrier  Inn,  Tualatin. 

The  interim  policy-making  conclave  was  ac- 
cented by  an  address  concerning  future  medical 
services  in  America  by  Malcolm  C.  Todd,  immediate 


past  president  of  the  California  Medical  Association. 

The  approximately  150  delegates  considered  and 
agreed  to  a $25.00  additional  membership  dues  in 
1969  and  another  $5.00  in  1970.  The  current  in- 
crease is  to  meet  the  needs  of  an  approved  1969 
budget.  1970  dues  will  be  $115.00  for  active  mem- 
bers, $75.00  for  junior  status,  and  $75.00  for  asso- 
ciate membership. 

The  delegation  also  created  a committee  to  study 
closely  the  programs  and  activities  of  the  Association 
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Reference  Committee  A 


Reference  Committee  B 


Reference  Committee  C. 


continued  on  page  460 
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Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Concentrated  Liquid  or  Powdered 


Soyalac 


a product  of 

LOMA  LINDA  FOOD* 

MEDICAL  PRODUCTS  DIVISIC 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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continued  from  page  458 


Beatrice  Rose  discussed  SB  240  before  Reference  Committee  B. 


and  report  to  the  Annual  Meeting  of  the  House  of 
Delegates  in  September.  The  seven-man  committee 
will  be  headed  by  Augustus  Tanaka,  Ontario. 

The  House  of  Delegates  charged  the  OMA  Coun- 
cil on  Medical  Education  with  the  responsibility 
of  investigating  means  to  assist  the  equitable  distri- 
bution of  medical  manpower  in  Oregon  and  through- 
out the  country.  The  Council  was  also  instructed 
to  report  to  a future  House  of  Delegates  session, 
with  answers  which  the  Oregon  Delegation  can 
carry  to  the  AMA  in  the  form  of  a resolution. 

osteopaths  admitted 

In  other  action,  the  legislative  body  of  the  Asso- 
ciation affirmed  the  right  of  constituent  societies  to 
admit  eligible  osteopaths  to  membership. 

The  House  of  Delegates  also  officially  recognized 
a new  insurance  carrier,  Hawaiian  Insurance  and 
Guaranty  Co.,  Ltd.,  who  will  initiate  an  Association 
group  professional  liability  insurance  to  go  into 
effect  May  1,  1969. 

The  House  also  voted  to  reaffirm  the  existing 
position  relative  to  laboratory  licensing,  and  called 
for  quality  controls.  However,  it  was  cited  that  the 
existing  bill  now  before  the  Oregon  State  Legis- 
lature had  certain  unwanted  features,  such  as  allow- 
ing chiropractors  and  naturopaths  to  order  labora- 
tory work,  and  allowing  results  of  laboratory  tests 
to  go  directly  to  the  patient. 

A resolution  calling  for  increases  in  interns’  and 
residents’  stipends  at  the  University  of  Oregon 
Medical  School  Hospital  was  strongly  supported. 


keynoter 

Malcolm  C.  Todd,  retiring  president  of  one  of 
America’s  largest  medical  associations,  was  the  key- 
noter of  the  Oregon  Medical  Association’s  Midyear 
Meeting,  April  11. 

Dr.  Todd  concerned  himself  with  the  problem 
of  the  nation’s  critical  medical  manpower  shortage. 
He  blamed  the  problem,  not  on  the  physician,  but 
on  a public  which  is  highly  demanding  for  ever- 
increasing  health  care.  His  remarks  also  pointed  to 
the  need  for  more  doctors  and  paramedical  person- 


MALCOLM  C.  TODD,  M.D. 


nel  and,  more  importantly,  for  better  distribution 
of  health  care  manpower. 

The  former  president  of  the  California  Medical 
Association  also  cited  the  needs  for  shorter  hospital 
stays  and  increased  utilization  of  extended  care 
facilities. 
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Dr.  Todd  urged  more  and  better  uses  of  the 
“Health  Care  Team”  concept,  which  he  suggested 
would  help  decrease  pressures  where  emergency 
situations  may  arise. 

donation 

The  final  session  of  the  Oregon  Medical  Associa- 
tion’s Midyear  Meeting  of  the  House  of  Delegates 
was  highlighted  by  presentation  of  a $11,448.83 
check  to  the  University  of  Oregon  Medical  School 
by  Max  H.  Parrott,  AMA  Trustee  and  Portland 
physician. 

Dr.  Parrott  handed  the  check  to  UOMS  Dean 
Charles  N.  Holman,  on  behalf  of  the  American 
Medical  Association’s  Education  Research  Founda- 
tion. The  donation  represented  Oregon  physician 
AMA-ERF  contributions  earmarked  for  the  Medical 
School,  and  more  than  $2,000.00  raised  by  efforts 
of  Woman’s  Auxiliary  to  the  OMA. 

As  an  American  Medical  Association  Trustee,  Dr. 
Parrott  serves  also  as  a Trustee  to  the  Education 
Research  Foundation.  ■ 


Max  Parrott,  AMA  Trustee,  presented  the  AMA-ERF  check 
of  $11,448.83  to  Charles  Holman.  It  represented  funds 
designated  for  the  University  of  Oregon  Medical  School, 
by  individual  contributions. 


First  Meeting  of  Devers  Eye  Clinic 


First  annual  postgraduate  convention  of  Devers 
Eye  Clinic,  Good  Samaritan  Hospital,  Portland,  Ore- 
gon, will  be  held  }une  12-13,  during  Rose  Festival 
Week.  The  meeting  will  commemorate  the  tenth 
anniversary  of  the  clinic  founding. 

Topics  will  be  selected  subjects  in  motility,  glau- 
coma and  ophthalmic  plastic  surgery. 
guest  speakers 

ROBERT  E.  CHRISTENSEN,  M.D. 

MARSHALL  M.  PARKS,  M.D. 


local  speakers 

LEONARD  CHRISTENSEN,  M.D. 

LESTER  JONES,  M.D. 

MERRILL  J.  REEH,  M.D. 

MILTON  SINGER,  M.D. 

KENNETH  SWAN,  M.D. 

PAUL  THORNFELDT,  M.D. 

For  further  information  write  to  Jerome  Goldman, 
M.D.,  Devers  Eye  Clinic,  Good  Samaritan  Hospital, 
1015  NW  22nd  Avenue,  Portland,  Oregon  97210.  ■ 


Oregon  Board  Examination 


Board  of  Medical  Examiners  for  the  State  of 
Oregon  announces  the  Oregon  State  Board  written 
examination  will  be  given  June  18,  19  and  20,  1969, 
beginning  at  8 am  in  the  library.  University  of 
Oregon  Medical  School,  Portland. 

Wednesday,  June  18,  1969 

Basic  Sciences— Book  A 
Lunch 

Basic  Sciences— Book  B 
Basic  Sciences— Book  C 


Thursday,  June  19,  1969 

Clinical  Sciences— Book  A 

8:00-11:00 

Lunch 

11:00-12:00 

Clinical  Sciences— Book  B 

12:00-2:40 

Clinical  Sciences— Book  C 

2:50-5:30 

Friday,  June  20,  1969 

Clinical  Competence— A 

8:00-10:00 

Clinical  Competence— B 

10:30-12:10 

Lunch 

12:10-1:15 

Clinical  Competence— C 

1:15-5:00 

Effects  of  Radiation  Exposure 

5:10-5:30 

8:00-11:00 
11:00-12:00 
12:00-2:40 
2:50  - 5:30 
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They  don’t  feel  they  “suffer” 
from  hypertension... 

that’s  the"Buti”part 
of  Butiserpazide. 


The  “Buti”  part  of  Butiserpazide— the  mildly 
sedative  action  of  Butisol  acting  in  concert  with  the 
classic  thiazide/reserpine  formula— proved 
helpful  in  one  study  in  reducing  hypertensive 
symptoms  in  over  half  the  patients.1 

Among  the  symptoms  showing  “striking”  overall 
improvement  were  headache,  nervousness, 
palpitation  and  dizziness.  Nor  is  that  all  there  is  to 
the  “beauty”  of  Butiserpazide.  Clinical 
comparisons  have  also  shown  that  many  patients 
respond  with  smooth,  uniform  lowering  of  blood 
pressure2. . . at  times  below  the  levels  achieved  with 
previous  therapy1,2. . . as  well  as  a lowered 
incidence  of  drug  side  effects.  (The  usual  dosage 
is  just  1 tablet  once  or  twice  a day. ) 

You  have  a choice  of  2 strengths: 

Butiserpazide-25 

Prestabs®*  Tablets 

Butisol®  (butabarbital)  30  mg.f;  hydrochlorothiazide 
25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets 

Butisol®  (butabarbital)  30  mg.f;  hydrochlorothiazide 
50  mg.;  reserpine  0.1  mg. 

Lowers  blood  pressure 
so  smoothly  that  patients  are 
often  untroubled  by  either 
the  disease ...  or  therapy 

Warning:  May  be  habit  forming. 

15  mg.  of  Butisol  (butabarbital),  plus  the  other 
ingredients,  in  outer  layer;  15  mg.  of  Butisol  in  a 
specially  coated  core  for  delayed  release,  to  approximately 
equalize  duration  of  action  for  all  components. 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  childbearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide—  May  induce  electrolyte  imbalance;  when  used  with  digi- 
talis or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insufficiency, 
cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may  occur.  Dis- 
continue and  institute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and  hypochlore- 
mic alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic  alkalosis, 
is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum  uric  acid 
levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering  insulin 
requirements  in  diabetics.  Reserpine—  Observe  for  signs  or  symptoms  of  peptic 
ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to 
2 weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg 
cramps,  nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  head- 
ache, dehydration,  skin  rash,  “hangover,”  systemic  disturbances,  diarrhea, 
itching,  vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xan- 
thopsia, purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic 
anemia,  anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycos- 
uria, vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by 
alcohol,  barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion, 
increased  intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias, 
bradycardia,  flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely 
atypical  Parkinsonian  syndrome,  central  nervous  system  sensitization  (mani- 
fested by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness 
of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido. 
Usual  Adult  Dosage:  BUTlSERPAZlDE®-25  or  BUTlSERPAZlDE®-50:  1 tablet  daily 
or  b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  insert.  References:  1.  Coodley,  E L Curr 
Ther  Res.  4 460  (Sept  ) 1962  2.  Johnson.  H J , Jr  Penn  Med.  J 67  35  (May)  1964, 
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J.  RICHARD  RAINES,  M.D. 


Malpractice  Insurance  is  Every  Physician’s  Business 


It  is  well  known  that  malpractice  suits  and  awards 
have  increased  at  an  alarming  rate  for  several 
years.  As  long  as  insurance  companies  would  pro- 
vide adequate  coverage,  and  doctors  could  pay  for 
it,  the  situation  seemed  bearable.  But  when  con- 
tinuing unfavorable  experience  forces  numerous 
companies  completely  out  of  the  malpractice  busi- 
ness, and  others  to  insure  only  low-risk  physicians, 
a crisis  of  serious  proportions  is  in  the  making. 

Exactly  this  has  happened  in  Utah  with  about 
25  percent  of  the  physicians  having  their  insurance 
cancelled.  In  California  only  two  companies  now 
write  such  insurance  instead  of  the  nine  of  two 
years  ago,  and  some  of  the  rates  are  astronomical. 
Alaska  experienced  a real  threat  of  losing  malprac- 
tice coverage  a few  years  ago,  resolved  only  with 
some  legislative  aid. 

Oregon  has  long  considered  itself  to  be  in  a 
favorable  malpractice  situation  with  a medical  soci- 
ety approved  plan  and  an  active  committee 
engaged  in  claims  review.  But  the  claims  continue 
to  climb  with  higher  defense  costs  and  some  high 
judgments.  All  concerned  agree  that  this  trend  must 
be  halted. 

Assistance  could  come  from  a variety  of  sources 
such  as  more  physician  education  on  malpractice 
prevention,  and  education  of  the  public  that  a 
physician  cannot  guarantee  good  results  in  providing 
medical  care.  But  the  only  real  aid  in  removing  this 
sword  of  Damocles  from  the  physicians’  heads,  or  at 
least  strengthening  the  string  that  holds  it,  lies  in 
the  legislature  and  the  courts. 

A.  The  law  must  state  unequivocally  that  poor 


medical  practice  be  proved  by  competent  medical 
testimony  and  not  implied  because  of  an  unfortunate 
result.  (Alaska  has  passed  a law  along  these  lines 
and  other  states,  including  Oregon,  are  considering 
similar  legislation.) 

B.  The  statute  of  limitations  must  be  spelled  out 
clearly  to  include  a reasonable  time  after  the  alleged 
commission  of  an  improper  act.  This  may  result 
in  an  occasional  injustice,  but  what  insurance  com- 
pany can  afford  to  guarantee  covering  claims  many 
years  in  the  future  when  memories  of  exact  events 
have  failed,  doctors  involved  may  have  died,  records 
destroyed,  and  the  cost  of  defense  and  sizes  of  awards 
climbed  ever  higher?  How  many  doctors  may  de- 
cline to  pass  on  such  an  uncertain  heritage  and  refuse 
to  continue  practicing  in  areas  where  suits  are  most 
prevalent? 

C.  The  size  of  awards  should  have  a ceiling 
based  on  equity,  similar  to  workmen’s  compensation 
benefits,  and  not  based  on  the  skill  of  an  attorney 
or  the  generosity  of  a jury  in  arriving  at  a dollar 
figure.  And  the  size  of  the  attorney’s  fee  should  also 
be  on  a declining  percentage  basis,  as  are  other 
fees  in  other  fields  of  law,  subject  to  review  by  the 
court. 

The  malpractice  situation  in  Canada  is  much 
better  than  here,  presumably  due  to  the  fact  that 
it  is  both  illegal  and  unethical  for  an  attorney  to 
work  on  a contingency  basis.  Why  should  this  prin- 
ciple not  apply  in  the  United  States? 

Until  legislative  relief  is  obtained  the  situation 
will  continue  to  deteriorate.  Our  best  immediate 
hope  is  to  continue  our  efforts  to  obtain  and  keep 
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insurance  coverage  for  all  ethical  physicians,  even 
though  some  happen  to  be  in  a higher  risk  area.  The 
public  and  the  entire  medical  profession  will  suffer 
if  some  high  risk  groups  have  a constant  struggle 
to  get  malpractice  at  ever  increasing  premiums.  The 
“spread  the  risk”  principle  of  insurance  is  negated 
when  physicians  seek  out  the  cheapest  coverage 
they  can  find  at  the  moment.  In  the  long  run  this 
may  be  self-defeating,  as  one  large  claim  could 
cause  cancellation  of  coverage  for  a small  but  sig- 
nificant segment  of  physicians. 

I suggest  then  that  it  is  every  physician’s  business 
to: 

1.  Help  improve  the  malpractice  climate  and 
reduce  suits. 

2.  Help  obtain  legislation  that  will  reduce  claims 
and  costs  as  cited  above. 

3.  Help  strengthen  the  Oregon  Medical  Asso- 
ciations sponsored  malpractice  insurance 
program  by  supporting  it .■ 


2*r.P 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Portland  Dermatologist  on  Board 

Raymond  R.  Suskind,  Portland,  Ore.,  was  one  of 
five  physicians  named  to  the  Roard  of  Directors  of 
the  Industrial  Medical  Association.  Dr.  Suskind  is 
Professor  and  Head,  Division  of  Environmental 
Medicine  and  Professor  of  Dermatology  at  the 
University  of  Oregon  Medical  School.® 


Paul  P.  Van  Arsdel,  Jr.  Re-elected 

Paul  P.  Van  Arsdel,  Jr.,  Professor  of  Medicine 
and  Head  of  the  Division  of  Allergy  and  Immunology 
at  the  University  of  Washington  School  of  Medicine 
was  re-elected  to  his  fifth  consecutive  term  as  secre- 
tary of  the  American  Academy  of  Allergy  at  its 
25th  Annual  Business  Meeting,  March  18,  in  Bal 
Harbour,  Florida. 

He  graduated  from  Columbia  University  College 
of  Physicians  and  Surgeons  in  1951  and  served 
internship  and  residency  at  Presbyterian  Hospital, 
New  York.  He  has  been  on  the  teaching  staff  at 
the  University  of  Washington  since  1956  and  is 
chairman  of  the  Internship  Advisory  Committee  and 
Program  Director  for  Research  Training  in  Allergy 
and  Immunology. 

Dr.  Van  Arsdel  is  Attending  Physician  at  Univer- 
sity Hospital,  King  County  Hospital  and  the  Veterans 
Administration  Hospital,  in  addition  to  being  a con- 
sultant for  the  U.S.  Public  Health  Service  Hospital, 
Madigan  General  Hospital  in  Fort  Lewis,  Children’s 
Medical  Center  and  Firland  Hospital.  ■ 


pregnancy 

r<an  ho 

fun.. 


when 

iron-deficiency 
anemia  is  gone 


FERGON 

brand  of  ferrous  gluconate 


Quickly  raises  hemoglobin  levels, 
restores  iron  reserves.  Well-tolerated 
and  easy  on  the  budget,  too. 

SUPPLIED:  320  mg  tablets  in  bottles  of 
100,  500  and  1,000. 


!:1:IU'I  BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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now 

she  can 

cope-* 


thanks  to 


SODIUM® 

(SODIUM  BUTABARBITAL) 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarhital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (H  gr.)  to  30  mg.  i}/2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (54  gr.), 

30  mg.  (H  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (X  gr.),  30  mg.  ( '}/2  gr.). 

( Me  NEIL ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa, 


GRASS  ROOTS  STIRRINGS 


Organized  Medicine  and  Politics 


Labor  lobbyist,  physician,  welfare  mother,  attorney— all  spoke  by  request 
on  Organized  Medicine  and  Politics.  They  presented  the  first  annual  “Great 
Decisions  in  Medicine”  program,  a feature  of  the  fall  1968  OMA  meeting. 
Morton  Goodman,  Portland  internist,  spoke  fifth. 


EDITOR’S  NOTE:  Oregon’s  Grass  Roots  Committee  has  provided  dramatic 
demonstration  of  democracy  at  work.  Last  September  the  Committee  pointed  firmly 
to  situations  that  should  not  exist.  Today,  eight  months  later,  the  statements  made, 
at  the  session  on  Organized  Medicine  and  Politics,  are  not  valid.  Today,  Dr.  Goodman 
would  discuss  medicine  and  politics  in  an  entirely  different  vein.  His  remarks  at 
the  September  meeting,  as  published  below,  were  transcribed  from  a tape  record- 
ing. His  letter  indicates  the  extent  of  change  that  has  occurred  since.  It  would  be 
difficult  to  illustrate  progress  more  clearly. 


Portland,  Oregon 
April  22,  1969 

Editor,  NORTHWEST  MEDICINE: 

I am  not  happy  with  this!  It  now  seems  somewhat 
outdated.  I didn’t  realize  how  critical  I sounded. 

The  scenery  seems  to  be  changing.  As  I mentioned 
on  the  phone,  I have  been  pleased  by  the  recent 
interest  of  organized  medicine  in  studying  methods 
for  improving  health  services,  especially  to  the  poor. 

A most  productive  meeting  this  last  weekend 
sponsored  by  the  Multnomah  County  Medical 
Society,  bought  together  ADC  mothers,  other  wel- 
fare recipients,  social  workers  and  doctors  to  discuss 
medical  needs  and  possible  solutions.  It  was  excel- 
lent! 

I would  be  chagrined  if  a polemic  such  as  I have 
here  recorded  would  render  less  effective  any  help 
I could  give  to  this  or  other  similar  programs. 

The  “moderates”  who  are  trying  to  get  something 
done,  deserve  all  the  support  we  can  give  them. 

Sincerely, 

MORTON  J.  GOODMAN,  M.D. 

Dr.  Goodman:  We  are  experiencing  a great  crisis 
in  this  country.  This  has  been  outlined  in  some  detail, 
as  you  know,  in  the  report  of  the  National  Advisory 
Commission  on  health  manpower,  which  came  out  a 
few  months  ago,  but  all  of  us  know  about  it— we  are 
living  with  it  all  the  time. 

I don’t  have  to  specify  what  some  of  these  prob- 


lems are:  The  reduction  in  hospital  services  because 
of  lack  of  nurses,  the  long  delays  in  seeing  doctors, 
the  obsolete  hospitals  in  some  of  our  major  cities,  the 
shocking  health  statistics  of  our  rural  poor,  the  ghetto 
and  the  slum  dwellers,  especially  among  the  minority 
groups,  figures  which  resemble  those  of  some  of  the 
developing  nations  of  Asia  and  Africa,  and  the 
abuses  of  many  phases  of  our  health  care,  including 
the  unnecessary  operations  and  treatments  and  sub- 
standard care,  the  spiraling  and  sky-rocketing  fee 
schedules  in  some  areas,  etc. 

Unfortunately,  a lot  of  these  critical  problems  I 
think  are  of  our  own  making,  and  we  physicians  are 
responsible  for  not  having  come  to  grips  with  them 
sooner. 

We  are  so  pre-occupied  with,  or  we  have  been  in 
recent  years,  of  preserving  the  status  quo  and  with 
resisting  most  of  the  even  fairly  modest  plans  to 
improve  the  distribution  of  health  care  that  I think 
the  crisis  has  now  descended  upon  us  with  full  force. 

I think  we  have  to  face  it,  the  whole  structure 
of  medical  care  in  this  country  is  going  to  be  re- 
shaped in  the  next  decade,  and  if  we  are  going  to 
play  an  effective  role  in  this,  we  have  to  forget  a lot 
of  the  shibboleths  and  a lot  of  slogans  which  have 
hobbled  our  thinking  in  recent  years. 

We  have  to  realize  that  we  are  not  the  only  ones 
that  are  knowledgeable  in  the  field  of  health  care; 
good  medical  care  is  everybody’s  business;  the  con- 

continued  on  page  472 
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A little  Hygroto 

chlorthalidone 


HY-6674 

i 


I the  way  from  one  daily  tablet  to  the  next 
nelp  control  edema  and  hypertension 

S)rolonged  action  usually  provides  smooth,  sustained  diuretic 
f ;ctiveness;  real  one-a-day  dosage,  right  from  the  start;  convenience 
rl  economy. 

igroton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
il cated  in  hypersensitivity  to  the  drug  and  severe  renal  and 
loatic  diseases. 


lick  the  prescribing  information.  It's  summarized  on  the  next  page. 


Geigy 


L 


A little  Hygrotorf  can  work  a long  diuretic  day 


chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Antihypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  anti  hypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hypertensive  agents  by  at  least 
one-half.  Because  of  the  possibil  ity  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  thi s class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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&.IS  NOW 
^ACCEPTING  MEDICAL 


REFERRALS 


Columbia  View  is  a 23-bed  hospital 
and  clinic  which  maintains  a positive 
reality-oriented  atmosphere 
tailored  to  psychiatric  care. 
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24-hour  hospital  with 
facilities  and  staff  for 
complete  inpatient  and 
outpatient  care. 


Diagnostic  evaluations. 


Treatment  modalities  for 
both  short  and  long-term 


care. 


Indoor  and  outdoor 
recreation. 


• Park-like  site  has  a 
majestic  vista  of  the 
Columbia  River  and 
Portland,  Oregon. 


Staff  open  to  all 
qualified  physicians. 


Private  and  semi-private 
bedrooms. 


Established  1969 


Special  programs 
for  day,  night  or  weekend 
hospitalization. 

5001  Columbia  View  Drive,  Vancouver,  Washington 


Send  for  descriptive  illustrated 
brochure  and  pre-registration 
forms. 

98661  ■ Telephone:  (206)  694-8408 
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sumer  who  ultimately  pays  the  bills  now  feels, 
whether  we  like  it  or  not,  that  good  health  is  the 
right  of  all  and  not  just  that  of  the  privileged  few. 
He  is  prepared  to  pay  for  it  through  his  tax-sup- 
ported  health  care  systems. 

We  have  to  sit  down  with  consumer  groups, 
unions,  with  hospital  administrators,  with  insurance 
carriers,  sociologists,  with  law-makers,  and  plan  care- 
fully and  effectively  to  bring  a greater  measure  of 
health  care  to  all  of  our  people. 

The  great  deficiencies,  I think,  which  we  now  see 
in  Medicare  and  Medicaid  are  due  to  the  fact  that 
we  were  not  in  on  the  planning.  The  plans  I think 
would  have  been  much  better  if  we  had  helped  with 
them  instead  of  opposing  them  right  down  to  the 
wire. 

We  have  to  recognize,  I think,  that  the  sacred 
fee-for-service  system  under  which  most  of  us  op- 
erate is  not  the  only  system  or  possibly  even  the 
best  system  of  distributing  medical  care,  and  that 
consumer-sponsored  prepayment  plans  offer  compre- 
hensive health  care.  Such  plans  are  really  here  to 
stay,  and  they  are  going  to  grow  rapidly  in  the  next 
few  years. 

We  are  going  to  have  to  do  something  about  the 
26  million  Americans  who  are  living  at  or  below 
the  poverty  line.  We  are  spending  a good  deal  of 
time  now  making  sure  that  the  medical  care  pro- 
grams, especially  in  Medicaid,  adopts  the  usual 
customary  fee  schedule  to  protect  our  own  fees. 

I think  we  could  be  of  very  considerable  influence 
as  a society  in  helping  the  unfortunate  people  on 
welfare.  They  are  mostly  children,  dependent  moth- 
ers, unemployed  elderly  people,  unemployable  most 
of  them. 

While  we  are  down  at  the  legislature  lobbying 
for  our  fee  structure,  I think  we  could  make  some 
very  vigorous  presentations  to  get  adequate  clothing 
and  shelter  and  food  for  these  poor  people  who  live 
at  a sub-standard  level  set  by  the  Welfare  Com- 
mission well  over  ten  years  ago,  and  it’s  really 
shocking.  It  would  not  only  be  a real  humanitarian 
gesture,  but  I think  it  might  begin  to  restore  the 
respect  and  confidence  which  our  profession  once 
enjoyed  in  the  eyes  of  the  public  and  which  has 
been  so  sadly  lacking  in  recent  years. 

There  are  glaring  inequities,  as  we  all  well  know, 
in  our  health-care  system.  What  has  troubled  some 
of  us  the  most,  and  which  lay  most  heavily  on  our 
consciences  are  the  neglected  children;  many  of 
them  get  to  school  age  without  ever  having  seen  a 
doctor;  half  reach  the  age  of  15  without  ever  having 
visited  a dentist,  with  an  average  of  11  decayed 
teeth  to  prove  it.  Far  from  leading  the  world  in 
looking  after  the  health  of  our  children,  we  trail  17 
other  countries  in  this  critical  area. 

I submit  that  our  society  on  a national  level  should 


make  the  correction  of  this  tragic  situation  one  of 
our  projects  of  highest  priority. 

I am  particularly  saddened,  as  I know  you  all 
must  be,  by  the  unrelenting  attacks  on  the  medical 
profession  in  recent  years  in  books  and  magazines, 
and  in  the  halls  of  Congress,  but  in  a way,  actually 
we  have  asked  for  it  by  our  frequent  opposition  to 
most  new  plans  to  improve  the  distribution  of  health 
care,  our  opposition  to  Medicare,  now  to  Medicare 
to  the  disabled,  our  opposition  to  plans  for  helping 
deserving  medical  students  who  come  from  poor 
families  get  scholarships  and  low  cost  loans;  our 
long  history  of  opposition  to  maternal  health  pro- 
grams. 

These  attacks  seem  evidence  that  the  American 
people  have  been  somewhat  disenchanted  with 
organized  medicine.  Our  image  is  tarnished,  and 
our  influence  and  confidence  at  an  all-time  low, 
and  this  wasn’t  helped  a year  ago  when  the  President 
of  the  AMA  in  his  inaugural  address  in  Houston 
decried  the  advent  of  Medicare  and  Medicaid  and 
called  on  all  doctors  to  continue  to  oppose  this 
“encroachment  on  the  American  way  of  life  and  the 
destruction  of  private  enterprise.” 

Fortunately  Dr.  Rouse,  I’m  sure,  wasn’t  speaking 
for  the  majority  of  doctors,  and  I’m  sure  he  wasn’t 
speaking  for  those  in  this  room,  and  for  most  of  us 
and  certainly  he  wasn’t  speaking  for  the  younger 
doctors,  those  just  entering  the  profession. 

This  brings  me  to  a concrete  suggestion  I would 
like  to  make.  The  younger  people  actually  haven’t 
been  very  strongly  attracted  to  OMPAC  and 
AMPAC.  The  chief  thrust  of  these  organizations,  as 
I see  it,  in  recent  years  has  been  to  give  political 
support  to  those  who  oppose  Medicare,  and  this 
unfortunately  has  identified  these  organizations  in 
our  society  which  has  sponsored  them,  with  some 
of  the  most  reactionary  right-wing  forces  in  Ameri- 
can political  life. 

The  younger  generation  of  physicians  is  interested 
in  something  else;  they  are  interested  in  the  candi- 
date’s position  on  the  Vietnam  war,  in  his  ideas  on 
how  to  eliminate  the  poverty  and  hunger  in  our 
urban  ghettos,  on  expanding  control  of  the  spread 
of  nuclear  weapons,  on  his  position  on  gun  control, 
and  other  national  issues.  This  is  a new  breed  of  doc- 
tor that  is  beginning  to  appear  on  the  American  scene. 

These  young  men  and  women  just  entering  the 
medical  profession  are  acutely  aware  of  the  archaic 
system  we  are  passing  along  to  them.  They  are 
socially  conscious  and  we  have  one  of  them  here. 
They  are  vitally  sensitive  to  the  needs  of  the  world 
around  them.  They  want  a world  that  is  free  of 
hunger  and  war  and  nuclear  threats  in  which  to  raise 
their  families. 

I think  that  the  best  thing  that  some  of  the  older 
members  of  our  society  could  do,  and  this  includes 
the  members  of  the  establishment  and  dissidents 
like  myself,  would  be  to  step  aside  and  let  these 
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young  people  take  over.  The  older  members  could 
stand  by  in  an  advisory  capacity,  and  this  isn’t  an 
idle  suggestion. 

I understand  that  the  New  York  Medical  Society 
is  considering  a plan  to  give  full  membership  to  all 


interns  and  residents  at  very  minimum  dues  in  order 
to  bring  their  new  ideas  and  their  energies  into  the 
main  stream  of  our  medical  organizatons.  I think 
we  could  do  that  with  the  junior  and  senior  medical 
students  here  also. 


The  audience  wrote  the  following  notes  in  response: 

1.  I’d  suggest  you  check  the  recommendations  of  the  Charitable  Medical 
Care  Committee.  2 Do  you  recommend  that  doctors  spend  less  time  practicing 
medicine  and  more  time  reforming  society?  3.  Have  you  considered  moving  to 
England?  Why  not?  Now  please  think  about  this  a little.  I’m  not  fust  being 
facetious. 

You  spoke  with  strong  feeling.  You  got  your  points  across  forcefully  and 
well.  Thanks  very  much. 

The  public  will  have  to  realize  that  medical  care  is  more  expensive  (more 
technical , more  can  be  done,  more  is  expected ) and  will  take  a larger  percent  of 
their  income.  I wonder  if  in  the  past  the  AMA  was  more  concerned  about  main- 
taining its  financial  and  social  status  rather  than  providing  quality  care  to  all. 
We  give  pious  reasons  to  cover  our  real  motives. 

Why  discard  wisdom  and  experience  for  enthusiasm?  Why  not  follow 
Mr.  Lucas  (president  of  the  Student  American  Medical  Association)  in  effort 
to  work  together? 

You  serve  a useful  role  in  keeping  us  honest!  I admire  your  courage. 
Signed.  A young  Physician. 

1.  We  aren’t  the  only  ones  who  know  about  health  care— good!  We  also 
aren’t  experts  in  all  fields  due  to  our  medical  training. 

2.  Young  doctors  are  concerned  with  free  enterprise! ! 


Labor  lobbyist  Tommy  Scanlon  writes  here  next  month. 

Dissent  may  grow  from  openly  expressed  opinions  in  this  series.  We  hope 
it  will.  The  “Great  Decisions”  we  make  in  1969  on  Organized  Medicine  and 
Politics  should  follow  our  looking  throughout  this  year  at  all  views  and  conflicting 
evidence. 

A word  about  the  second  annual  “Great  Decisions  in  Medicine”  topic. 
What  is  important  enough  in  Oregon  to  engage  the  attention  and  effort  of  2,000 
trained,  capable,  prosperous,  influential  physicians?  You  might  ponder  that 
question  for  the  poll  soon  to  come. 

Don’t  let  your  silence  make  our  choice  a bad  one. 

The  Grass  Roots  Committee 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  9sns 


president  William  E.  Watts,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  14-17,  1969,  Seattle 


Fellowship  Utilized 


MR.  MICHAEL  R.  HARRISON 


Mr.  Michael  R.  Harrison,  a senior  at  Harvard 
Medical  School,  is  one  of  31  American  medical  stu- 
dents selected  to  receive  Smith  Kline  and  French 
Foreign  Fellowships  from  the  Association  of  Ameri- 
can Medical  Colleges.  The  fellowships  are  sup- 
ported by  a grant  from  the  Philadelphia  manufac- 
turer of  prescription  medicines  and  other  health- 
related  products. 

The  son  of  Dr.  and  Mrs.  John  H.  Harrison, 
Vancouver,  Washington,  Mr.  Harrison  is  using  the 
$2,501  fellowship  this  spring  which  permits  him 
and  his  wife  to  assist  in  a rural  African  hospital. 

The  couple  is  working  for  St.  Luke’s  Hospital, 
Likwenu,  near  Blantyre,  Malawi.  St.  Luke’s  is  an 


Anglican  hospital  with  68  beds  and  an  adjoining 
leprosarium.  It  serves  the  densely  populated  Chilwa 
plain.  Mr.  Harrison  will  take  part  in  all  of  the  hos- 
pital work;  assisting  with  maternity  cases,  out-patient 
clinics,  and  field  units  of  the  hospital. 

Mr.  Harrison  graduated  from  Yale  College,  cum 
laude,  in  1965. 

The  Smith  Kline  and  French  Foreign  Fellow- 
ships program  is  now  in  its  tenth  year,  permitting 
American  medical  students  to  widen  their  horizons 
in  cultures  different  from  their  own.* 


Practitioners  Invited 

Members  of  the  medical  community  at  large  are 
invited  to  attend  “Honors  Night”— an  evening  of 
entertainment  presented  by  the  University  of  Wash- 
ington School  of  Medicine  graduating  class  of  1969, 
Saturday,  June  7,  at  the  Seattle  Center.  The  in- 
formal evening  will  include  a cocktail  hour,  banquet, 
film  program,  skits  and  presentations  of  awards  to 
deserving  faculty,  culminating  with  a dance. 

“Honors  Night”  is  designed  to  replace  the  annual 
Senior  Skits  usually  put  on  by  the  graduating 
medical  students.  It  is  planned  as  an  evening  when 
students,  faculty  and  practitioners  can  get  together 
on  an  informal  basis. 

Reservations,  $15.00  per  couple,  may  be  made  by 
calling  the  Medical  School  Dean’s  Office,  543- 1060.* 


* 
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an  antacid  formulated  especially 
for  the  constipation-prone  patient 

• Gelusil-M  has  been  formulated  to  help 
avoid  constipation  in  these  patients: 
hospitalized/  bedridden/ debilitated/ seden- 
tary/pregnant/elderly/ on  a bland  diet/ 
on  anticholinergic-antispasmodic  drugs/ 
when  straining  at  stool  should  be  avoided. 

• Magnesium  content  helps  maintain  intes- 
tinal fluid  volume  and  motility. 

• Some  patients  may  develop  loose  stools 
while  taking  Gelusil-M.  This  condition  is 
usually  dose-related,  and  usually  responds 
to  dose  reduction. 


introducing  new 

GELUSIDM* 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-ChilcoM) 

200  mg.  magnesium  hydroxide 

'U.S.  Poioni  No  3,326.755 

a consistent  buffering 
anticostive+  antacid 

fAvoids  constipation. 


See  next  page  for  prescribing  information  ^ 
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GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusil*- M Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 


the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more— between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 

GM-IN-92-4C 


Regular  Gelusil  Liquid  f 

when  constipation  is  not  a problem 


Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more— between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 
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UQUID  ANTACID 


Mantua 
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ELUSIUS 
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BACTER0' 


st«ePT0C( 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


With  the 
broad  Polycillin 

(ampicillin  trinydrate) 

spectrum... 


.WODUaNGSW^OCOCO 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions.Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 

Polydllirf 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
-150-200  mg. /Kg. /day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  i.M./l.v.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg. /ml.  in  20  ml.  bottles. 
n-i/2/69  A.  H.  F.  S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


Pack  Forest  - 1969 


Pack  Forest  camp  hasn’t  changed.  It’s  still  a plain  forest  camp  on  one  of  the 
lower  slopes  of  Mount  Rainier,  and  it  still  is  a place  where  it’s  impossible  to  be  formal, 
either  in  attire  or  in  in  attitude.  But  what  makes  attendance  at  a Pack  Forest  Conference 
a delightful  experience  is  the  fact  that  the  program  does  change— not  in  format  but  in 
content.  The  program  is  always  stimulating,  usually  provocative  and  invariably  re- 
warding. The  1969  Pack  Forest  Conference  conducted  by  the  University  of  Washington 
School  of  Medicine  was  held  March  29-30.  It  was  stimidating,  provocative  and 
rewarding. 


Economics  of  Medicine 

Provocateur,  whose  warm  manner  and  cold 
thought  set  minds  racing,  was  Rashi  Fein,  Ph.D., 
professor  of  economics  of  medicine,  at  Harvard,  and 
former  advisor  to  the  government.  With  great  good 
will  and  personal  charm,  he  demonstrated  the  art 
of  being  provocative  without  being  offensive.  Notes 
on  his  discussion  follow: 

Considered  on  the  basis  of  demand  and  supply,  it 
is  relatively  easy  to  predict  greatly  increased  demand 
for  physicians’  services  during  the  next  decade. 
Supply  cannot  be  estimated  as  easily.  We  do  not 
know  very  much  about  physicians’  services  in  rela- 
tion to  the  number  of  physicians.  Factors  such  as 
use  of  ancillary  personnel  and  special  equipment 
may  introduce  change  in  estimates.  Futhermore,  the 
medical  profession  has  not  done  a good  job  of 
defining  needs  and  there  have  been  very  few 
studies  on  what  physicians  do.  Demand  is  not  likely 
to  increase  so  rapidly  that  a crisis  will  be  precipi- 
tated. But  supply  is  not  likely  to  increase  in  areas 
not  having  economic  attractiveness. 

In  fields  other  than  medicine,  manpower  avail- 
ability increases  to  meet  market  demands  but  market 
influence  cannot  be  relied  upon  to  solve  problems 
of  medical  manpower.  Externalities  interfere.  Thus, 
one  man’s  health  may  be  protected  by  the  care 
another  man  gets. 

efficiency 

The  problem  of  efficiency  in  delivery  of  medical 
care  is  influenced  by  small  prouction  units,  obstacles 
to  mobility,  migration  and  entry.  Controls  protect 
the  patient  but  inhibit  change.  The  definition  of  a 
physician  is  not  based  on  what  he  does  but  merely 
by  the  fact  that  he  has  a degree,  whereas  most 
scientific  pursuits  are  defined  by  what  the  scientist 
does.  This  oddity  is  apparent  in  legal  restriction  and 
licensing  requirements. 

Economists  find  that  there  are  significant  dis- 


continuities in  the  medical  care  picture.  There  is  a 
discontinuity  between  care  at  home  and  care  in  the 
hospital.  Therefore,  the  patient  is  in  the  hospital 
much  more  than  is  actually  necessary. 

Development  of  new  types  of  personnel  is  the 
most  important  project  facing  the  medical  profes- 
sion. The  trainee,  after  completing  his  training  with 
a physician,  may  leave  the  physician’s  employment. 
Therefore,  training  must  be  institutionalized. 

A single  physician,  operating  as  an  individual, 
may  not  be  able  to  use  all  of  the  time  of  a physi- 
cian’s assistant.  Such  ancillary  service,  therefore,  is 
best  used  in  operations  larger  than  those  conducted 
by  a single  physician.  Group  practice,  in  many  loca- 
tions, would  be  efficient  and  would  be  desired  by 
physicians. 

In  the  future  there  will  be  new  types  of  person- 
nel, new  organizations,  and  new  roles  for  the  phy- 
sician. He  will  become  more  of  a manager.  It 
follows  that  training  must  change. 

equity 

The  major  problem  in  equity  is  that  no  organiza- 
tion has  been  assigned  the  task  of  worrying  about 
the  medical  care  needs  of  a particular  group.  Some- 
one should  be  responsible  for  seeing  that  medical 
care  is  delivered.  This  is  essential  to  solution  of  the 
problem  of  equity.  The  present  system  cannot  begin 
to  deliver  all  the  care  necessary  if  the  attempt  is 
made  to  serve  groups  needing  care. 

question  and  answer  period 

Q.  What  about  government  interference  in  medi- 
cine? 

A.  Government  may  take  several  directons.  We 
can  fund  education  and  give  special  funds  to  some. 
(It’s  about  time  for  education  to  get  support  directly 
rather  than  be  required  to  subvert  funds  designated 
for  research.)  We  can  contract  care,  but  probably 
will  not.  There  will  probably  be  some  restructuring 
in  such  things  as  neighborhood  health  centers  and 
new  financial  mechanisms  to  replace  Medicaid. 


* 


478 

Northwest  Medicine,  May,  1969 


Government  involvment  is  likely  to  increase  but  it 
is  not  likely  that  government  will  move  into  a system 
involving  employment  of  physicians  by  government. 

Q.  Will  patients  accept  physicians’  assistants? 

A.  This  will  be  a rough  problem  in  the  ghettos. 
Physicians  are  trusted.  Therefore  phyicians  in  ghettos 
will  be  involved  in  a variety  of  activities.  Physicians 
are  interested  in  promoting  health.  Therefore,  they 
will  find  it  necessary  to  be  interested  in  getting  rid 
of  rats,  just  as  much  as  in  treating  rat  bites. 

Q.  What  is  the  part  to  be  played  by  the  consumer? 

A.  We  need  to  do  a much  better  job  of  educating 
the  consumer.  Many  times,  people  use  more  medical 
care  than  is  necessary. 

Q.  Should  delivery  of  medical  care  be  undertaken 
as  a business  operation? 

A.  It  probably  would  work,  but  there  are  certain 
safeguards  in  the  present  system.  A large,  efficient 
corporation  might  start  such  a business  and  could 
deliver  quality  care— but  there  might  be  deterioration 
later.  We  do  not  now  have  any  very  good  way  to 
define  quality. 


Trauma 

Second  major  part  of  the  program  was  the  Sunday 
morning  discussion  by  Robert  J.  Baker,  director  of 
the  trauma  unit  of  Cook  County  Hospital,  Chicago. 
He  recounted  development  of  the  unit  and  discussed 
present  organization. 

Some  9,000  injured  patients  were  being  treated 
at  Cook  County  Hospital  each  year.  Some  were 
treated  well  and  some  were  not.  It  became  obvious 
that  trauma  calls  for  special  facilities  and  special 
care.  Trauma  care  is  different,  therefore,  geographic. 

The  first  unit  had  22  beds.  About  15  percent  of 
the  injured  patients  are  held  in  the  center  after 
triage  by  a fourth-year  resident.  They  are  checked 
carefully  by  appropriate  specialists.  Severely  traum- 
atized patients  cannot  be  taken  care  of  by  one  person. 

The  team  must  include  ancillary  personnel.  This 
was  recognized  at  Cook  County  Hospital  and  a 
training  program  was  established.  It  had  to  be  a 
continuing  program,  since  trained  individuals  do  not 
always  stay.  This  movement  has  been  of  benefit  to 
the  community  as  most  of  the  nurses  trained  in 
trauma  go  to  the  emergency  rooms,  when  they  move 
to  community  hospitals,  where  their  knowledge  can 
save  lives. 

Twenty-four  hour,  seven-day  laboratory  service 
is  essential  and  the  technicians  must  be  conscientious 
as  well  as  competent.  In  some  cases  it  is  necessary 
to  have  blood  gas  analysis  every  10  or  15  minutes 
and  electrolytes  every  two  or  three  hours.  There 
are  30  to  60  admissions  per  night  and  during  most 




Department  has  three  helicopters  available  for  swift 
transportation  of  severely  injured  patients. 

A helicopter  for  emergency  trauma  service  should 
carry  two  stretchers  inside  the  cabin.  It  is  not  as 
useful  as  ground  transportation  at  distances  under 
4.5  miles,  unless  traffic  jams  make  ground  transport 
impossible.  They  can  operate  on  radius  of  100  miles. 
Thus,  trauma  centers  should  be  established  at  about 
200  mile  intervals. 

Another  essential  part  of  any  program  of  trauma 
care  is  a training  program  for  ambulance  personnel. 
The  Chicago  Fire  Department  assigns  300  men  to 
ambulance  service.  Each  attends  a two-week,  inten- 
sive course  and  is  present  as  an  observer  in  the 
trauma  unit  four  nights  each  year. 

One  of  the  most  interesting  experiences  in  the 
Cook  County  Unit  has  been  that  of  seeing  the  great 
interest  of  everyone  working  in  it.  The  nurses  and 
others  on  the  team  all  enjoy  their  work  and  feel 
that  they  are  making  a significant  contribution. 

Contribution  of  the  trauma  unit  has  been  signifi- 
cant as  measured  in  lives  saved.  In  1963  the  mor- 
tality of  injured  patients  was  4.6  percent.  Today  it 
is  1.9  percent.  The  unit  was  an  intramural  develop- 
ment and  did  not  require  great  capital  investment. 
Major  investment  is  in  staff,  not  bricks  and  mortar. 
A trauma  unit  is  successful  only  if  it  is  operated  by  a 
dedicated  group  of  people  who  are  enthusiastic 
about  their  work  and  who  feel  that  they  are  making 
a distinct  contribution  to  the  community. 


British  Columbia's  Plan 

The  remarkable  acceptance  of  a government  sup- 
ported scheme  by  physicians  in  British  Columbia 
was  explained  by  Robert  Wilson,  executive  secretary 
of  the  British  Columbia  Medical  Association.  Dr. 
Wilson  reported  that  establishment  of  the  plan, 
which  was  inaugurated  July  1,  1968,  created  no 
difficulty  and  required  almost  no  change  in  physi- 
cians’ routines.  Acceptance  was  the  result  of  gradual 
changes  leading  to  almost  universal  coverage  by 
pre-pay  plans.  By  1960-61  almost  three-fourths  of 
the  people  were  protected  by  some  plan.  By  1965, 
about  one-fourth  could  not  get  coverage.  The 
BCMA  then  contributed  money  enough  to  guarantee 
coverage  by  their  own  pre-pay  plan.  They  lost 
money  consistently.  Therefore,  they  went  to  the 
government,  asking  for  subsidy  to  the  plan. 

The  plan  is  one  of  providing  an  insurance  policy 
for  medical  care  and  extent  of  support  is  based  on 
ability  to  pay.  Those  paying  no  income  tax  get 
support  for  90  percent  of  their  premiums.  Those 
paying  income  tax  of  less  than  $1,000  get  50  percent 
support.  About  30  percent  of  citizens  of  the  Province 
get  assistance  in  paying  their  premiums.  Dr.  Wilson 
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Priscoline 

(tolazoline) 

could  help 

In  the  big  city.  Eager  for 
fun.  Too  bad  he  can  never  leave 
peripheral  vascular  disease 
behind.  Along  with  his  cold  feet 
and  clumsy  boots. 

Now  he’s  about  to  get  a 
cold  shoulder  too. 

His  next  step  should  be 
Priscoline.  It  dilates  peripheral 
blood  vessels,  increases  blood 
flow  to  extremities.  Helps 
relieve  numbness  and  chill 
associated  with  PVD. 

And  Priscoline  helps 
patients  prone  to  claudication 
move  around— makes  walking 
less  painful. 

Priscoline  could  help  this 
country  gentleman  warm  his 
feet.  If  not  her  heart. 

Please  turn  page  for 
prescribing  information  on 
Priscoline,  oral  peripheral 
vasodilator. 


C I B A 


Priscoline  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral  \ksodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach  ; use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 

ADVERSE  REACTIONS 

Occasional:  nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 

DOSAGE 

Careful  individualization  of 
dosage  is  required. 

T ablets:  Usually  25  mg  4 to  6 
times  daily  is  sufficient.  If  necessary 
dosage  may  be  increased  gradually 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Lontab 
every  12  hours  will  achieve  the  same 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Thus, 
continuous  action  throughout  the 
night  is  achieved  w ithout  the  need  for 
arising  to  take  additional  medication. 
SUPPLIED 

Tablets,  25  mg  (white,  scored) ; 
bottles  of  100  and  1000. 

Lontabs,  80  mg  (bright  yellow) ; 
bottles  of  100. 

LONTABS®  (long-acting  tablets  CIBA) 
Please  consult  complete  literature 
before  prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey 


estimates  that  at  least  90  percent  of  the  people  are 
now  covered.  About  40  percent  of  the  cost  of  carry- 
ing the  program  will  be  borne  by  the  federal  govern- 
ment. This  is  under  a provision  that  specifies  certain 
conditions.  If  the  specifications  are  met,  the  govern- 
ment will  subsidize  the  scheme.  Nonprofit  plans  may 
participate.  Of  the  12  or  13  such  plans  operating 
before  the  scheme  went  into  effect,  five  are  able 
and  willing  to  cooperate. 


Investigation 

Robert  Day,  director  of  the  Division  of  Medical 
Care  at  the  University  of  Washington,  described 
some  of  the  activities  of  his  division.  He  is  making 
an  effort  to  define  tasks  and  functions  of  the  phy- 
sician, is  investigating  the  field  of  biomedical  engi- 
neering and  will  examine  the  roles  of  disciplines 
other  than  medicine.  Studies  are  being  conducted 
in  the  effect  of  changes  on  roles  of  nurses,  physicians’ 
assistants  and  on  the  physician  himself. 

Mr.  Richard  F.  Gorman,  executive  secretary  of 
the  Washington  State  Medical  Association  and  Chair- 
man of  the  Health  Manpower  Council,  reported 
activities  of  the  council. 

Missions  of  the  council  are  to: 

1.  Establish  and  demonstrate  the  utility  of  an 
organization  to  serve  as  a central  state  activity  for 
collection  and  analysis  of  information  on  health 
manpower. 

2.  Obtain  advice,  counsel  and  direction  of  all 
health  professions  and  occupations. 

3.  Obtain  presently  existing  statistical  data  on 
current  needs  of  all  health  professions  and  occupa- 
tions. 

4.  Make  projections  of  future  needs,  at  intervals 
of  5,  10,  15  and  20  years,  for  health  personnel  and 
training  programs,  based  on  population  growth  and 
possible  system  changes* 


CIBA 
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PRESIDENTS  page 


Lose  By  Default? 


WILLIAM  E.  WATTS,  M.D. 


The  Olympian  spectacle  and  its  actors,  our  legis- 
lators, have  suffered  much  criticism  not  only  in 
the  news  media,  but  in  private  groups.  The  charges 
are  not  new:  conflict  of  interest,  archaic  organiza- 
tion, refusal  to  be  counted  (as  via  the  Senate  Rules 
Committee),  inadequate  rules  of  ethics,  the  repre- 
hensible trading  of  votes  regardless  of  public  inter- 
est, politics  uber  alles,  etc.  Enough  of  this;  muck- 
raking is  not  my  intent. 

Instead  I would  testify  that  most  of  the  legislators 
I have  met  and  observed  are  fine  and  able  people. 
They  seem  dedicated  to  doing  their  jobs  well.  They 
work  hard  and  long,  despite  personal  and  occupa- 
tional sacrifice.  They  are  outstanding  citizens. 

If  they  are  outstanding,  then  why  the  skulduggery 
in  Olympia?  Well,  let’s  face  it.  Some  are  less  than 
outstanding.  Some  perform  from  personal  or  ne- 
farious motivation.  The  compromises  of  practical 
politics  sometimes  produce  bizarre  results. 

What  can  be  done  to  improve  the  show  so  that 
legislation  so  clearly  for  the  public  good  as  our 
medical  examiner  act  or  the  implied  consent  law 
is  not  blocked  by  arbitrary  men  using  anachronistic 
devices?  The  answer  is  clear. 

Start  at  the  beginning.  Each  legislator  files  in  the 
primary,  usually  after  consultation  with  party  lead- 
ers. He  needs  help,  both  money  and  manpower.  In 
the  final  election  campaign,  the  needs  are  greater. 
Should  he  be  elected,  to  whom  will  he  listen  and 
whose  problems  get  first  attention?  Obviously,  those 
who  listened  to  him,  those  who  supported  him  most 
effectively. 

Another  thought  is  that  he  has  little  spare  time 
for  his  constituents  during  his  three  months  of  fire 
and  glory  when  the  legislature  is  in  session.  One 
should  keep  in  touch  with  him  between  sessions. 


Perhaps  some  time  during  the  year  he  would  like 
to  visit  the  hospital,  or  talk  to,  and  listen  to,  the 
staff,  or  the  medical  society. 

Further,  as  an  expert  on  health  care,  and  as  an 
educated  citizen,  each  physician  owes  his  legislator 
one  or  more  courteous  and  thoughtful  letters  on 
proposed  legislation.  This  type  of  letter  is  respected, 
and  does  exert  influence. 

A most  practical  way  for  physicians  to  participate 
effectively  is  through  AMPAC.  I have  sat  in  on 
AMPAC  deliberations  and  dispensations.  Both  par- 
ties are  represented.  Extremists  are  avoided.  The 
aim  is  to  support  responsible  state  legislators  of 
either  party— legislators  capable  of  mature  and  inde- 
pendent judgment,  unfettered  by  special  interests, 
and  strong  enough  to  be  effective.  Such  candidates 
should  be  capable  of  discerning  the  difference  be- 
tween a chirurgeon  and  a chiropractor,  a medical 
examiner  and  a coroner,  the  rights  of  plaintiffs,  and 
the  evils  of  unrestricted  malpractice  actions.  AMPAC 
has  a fine  record  of  supporting  such  candidates. 
Much  more  money  is  needed  here. 

When  a physician  would  donate  to  a specific 
candidate,  he  would  do  so  more  effectively  by  send- 
ing his  check  through  AMPAC  and  so  earmarking 
his  contribution.  This  approach  strengthens  the 
hand  of  our  able  legislative  advisor,  Mr.  Harlan 
Knudson. 

Conclusion:  The  decisions  of  the  legislators  affect 
every  individual  and  group.  Politics  is  a two-sided 
game.  Participate,  or  lose  by  default.  Now,  when 
this  year’s  spectacle  is  over,  is  the  time  to  start.  ■ 
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Will 

Novahistine  Elixir 
ever  come  in  a 
freezee-frostee? 


We're  always  looking  for  ways  to  make 
Novahistine®  Elixir  even  more  appealing  to 
your  young  patients.  After  all,  we  were  kids 
ourselves  once. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 

If  you've  ever  sampled  Novahistine  Elixir, 
you  know  that  it  doesn't  have  to  come  in  a 
freezee-frostee  to  get  children  to  take  it.  And 
if  you've  had  any  feedback  from  mothers,  you 
know  they  like  the  effective  way  it  relieves  the 
congestion  associated  with  colds,  allergies  and 
other  upper  respiratory  infections. 


Each  5-ml.  teaspoonful  of  Novahistine 
Elixir  decongestant  contains  phenylephrine 
hydrochloride,  5 mg.;  chlorpheniramine 
maleate,  1 mg.;  chloroform,  13.5  mg.; 
l-menthol,  1 mg.;  sodium  bisulfite 
(preserv.)  0.1%;  and  alchohol,  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution  ambu- 
latory patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 
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IDAHO 


Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 


president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


Idaho  News  Notes 


3 Physicians  Recovering  From  Heart  Attacks 

Three  Idaho  physicians  who  recently  suffered 
heart  attacks  are  reported  on  the  mend.  O.  D.  Hoff- 
man, Rexburg,  president  of  the  Idaho  Medical  As- 
sociation, is  being  permitted  to  take  walks  out-of- 
doors  and  will  probably  be  allowed  to  resume  a 
modified  practice  soon.  Alden  M.  Packer,  Hailey, 
is  home  after  having  been  hospitalized  in  Twin 
Falls.  V.  Ellis  Knight,  Kimberly,  is  also  home  and 
making  a satisfactory  recovery. 

Appointed 

Gov.  Don  Samuelson  has  appointed  Frederick  H. 
Helpenstell,  Nampa,  and  Benjamin  E.  Katz,  Twin 
Falls,  as  members  of  the  Idaho  State  Board  of  Medi- 
cine for  six-year  terms. 

Dr.  Helpenstell  graduated  from  the  University 
of  Illinois  College  of  Medicine,  1956,  and  has  prac- 
ticed in  Nampa  since  receiving  Idaho  licensure  in 
1964.  He  is  an  orthopedic  surgeon. 

Dr.  Katz  graduated  from  the  State  University 
of  Iowa  College  of  Medicine,  1946,  and  received 
his  Idaho  license  to  practice  medicine  and  surgery 
in  1953.  He  is  a pediatrician. 

New  Officers 

New  officers  for  the  Shoshone  County  Medical 
Society  for  1969  are:  President  Ronald  K.  Panke, 
Kellogg;  Vice  President  Keith  R.  Dahlberg,  Kel- 
logg; Secretary-Treasurer  Glen  M.  Whitesel,  Kel- 
logg; Delegate  Ronald  K.  Panke;  and  Alternate 
Delegate  Keith  R.  Dahlberg. 

Nurses  Advisory  Committee 

The  Nurses  Advisory  Committee  met  March  15, 
in  Boise.  Members  of  the  committee  attending  were 


Chairman  Joseph  W.  Marshall,  Twin  Falls,  John  R. 
Neilsen,  Caldwell  and  Duane  A.  Daugharty,  Coeur 
d’Alene.  Unable  to  attend  were  Terrell  O.  Carver, 
Boise,  and  Ronald  K.  Lechelt,  Idaho  Falls.  The  com- 
mittee met  with  representatives  of  the  Idaho  State 
Nurses  Association  in  the  afternoon  to  discuss  joint 
statements  on  dependent  areas  of  nursing  practice 
and  intensive  care. 

Symposium  Presented 

“A  Symposium  on  Keeping  Up  To  Date”  was 
presented  by  the  Idaho  Academy  of  General  Prac- 
tice, April  11-12,  at  the  Stardust  Motel  in  Idaho 
Falls.  The  program  began  with  registration  at 
9:00  am.  Medical  educators  discussed  genetic  dis- 
ease, psychiatry,  thoracic  trauma,  peripheral  vascu- 
lar disorders  and  crib  deaths.  Aldon  Tall,  Rigby,  is 
president  of  the  IACP  and  the  program  was  approved 
for  six  prescribed  hours  by  the  American  Academy 
of  General  Practice. 

Scientific  Seminar  Held 

A one  day  scientific  seminar  of  the  Idaho  Thoracic 
Society  was  held  Thursday,  April  24.  Program 
opened  at  8 am,  with  registration  in  the  Owyhee 
Plaza’s  Oreana  Room  and  concluded  with  a gen- 
eral discussion  at  3:30  pm.  Speakers  included  David 
T.  Carr,  Rochester,  Minnesota,  Consultant  in  Medi- 
cine, Mayo  Clinic,  and  Professor  of  Clinical  Medi- 
cine, Mayo  Graduate  School  of  Medicine;  Charles 
E.  Reed,  Caldwell,  Director,  School  of  Inhalation 
Therapy,  Caldwell  Memorial  Hospital,  formerly 
instructor,  Department  of  Anesthesiology,  Fitz- 
simons  Army  Hospital,  Denver;  Richard  K.  Hughes, 
Salt  Lake  City,  Chairman,  Division  of  Thoracic  and 
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Cardiovascular  Surgery,  Department  of  Surgery, 
University  of  Utah  College  of  Medicine;  and 
R.  Drew  Miller,  Rochester,  Minnesota,  Associate 
Director,  Mayo  Graduate  School  of  Medicine,  Uni- 
versity of  Minnesota. 

Skyline  Medical  Association  Elects 

Members  of  the  Skyline  Medical  Association  have 
elected  Dauchy  Migel,  Idaho  Falls,  as  president- 
elect. James  S.  Sullivan,  Pocatello,  is  the  president 
and  Ronald  K.  Lechelt,  Idaho  Falls,  is  secretary  - 
treasurer.  Appointed  to  secure  information  regard- 
ing a European  charter  medical-ski  tour  were 
Vaughn  M.  Pond,  Twin  Falls,  and  Robert  R.  Klamt, 
St.  Anthony.  Next  meeting  is  scheduled  at  Tyrolean 
Lodge,  Ketchum,  January  28-31,  1970. 

Personals 

quentin  w.  mack,  Boise,  Idaho  Medical  Associ- 
ation President,  1959-60,  was  installed  as  a Fellow 
in  the  Industrial  Medical  Association  at  its  annual 
meeting  at  the  Shamrock  Hotel,  Houston,  April 
21-24.  He  has  also  been  invited  to  present  a paper 
on  “Impairment”  at  the  annual  meeting  of  the 
American  Medical  Association’s  Congress  on  Occu- 
pational Health  in  St.  Louis,  September  14-16. 

l.  Stanley  sell,  Idaho  Falls,  has  left  for  his 
sixth  overseas  assignment  with  CARE-MEDICO.  Dr. 
Sell  was  one  of  the  earliest  14  physicians  with  the 
late  Thomas  Dooley’s  medical  missionary  effort,  and 
his  current  assignment  is  teaching  orthopedics  and 
conducting  clinics  on  the  island  of  Java,  Indo- 
nesian Republic. 

Former  Idaho  Governor  Robert  e.  smylie,  will 
serve  as  Idaho  ’s  honorary  chairman  for  the  1969 
Cancer  Crusade. 

david  m.  barton,  Boise,  was  installed  as  a Fel- 
low of  the  American  College  of  Obstetricians  and 
Gynecologists  at  its  annual  meeting,  April  28-May  1, 
in  Bal  Harbour,  Florida. 

Elected  to  Membership 

The  following  physicians  have  been  elected  to 
membership  in  their  local  medical  component  soci- 
eties: 

Ada  County  Medical  Society— Rodney  H.  Herr, 
C.  Ronald  Koons,  Jane  B.  McEwen  and  Lloyd  L. 
Stones,  all  of  Boise. 

Southeastern  Idaho  District  Medical  Society — 
Harry  R.  Gilcrest,  Thomas  J.  McDevitt,  Richard 
H.  McLaren,  and  James  J.  Martin,  all  of  Pocatello. 
James  D.  Ball,  Sun  Valley  and  Thurman  A.  Hunt, 
American  Falls  have  received  transfers  of  member- 
ship from  the  South  Central  Idaho  District  Medical 
Society. 

Bonner-Boundary  District  Medical  Society— Theo- 
dore E.  Aim,  Sandpoint. 


Sedation  without  peaks  and  valleys 

REMOVES  THE  MENTAL  BLUR 
THAT  CLOUDS  VISION 

CONSTRUCTIVE  THERAPY— Solfoton  in  any  form 
taken  at  6 hour  intervals  maintains  sedation  at  the 
threshold  of  calmness,  sustaining  a mental  climate 
for  purposeful  living. 

Each  tablet  or  capsule  contains: 

PHENOBARBITAL  (Warning:  may  be  habit  forming)  ...16  mg. 
BENSULFOID®  (See  P.D.R.)  65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

Literature  and  clinical  supply 
available  to  physicians. 

FEDERAL  LAW  PROHIBITS  DISPENSING  WITHOUT  PRESCRIPTION 

AVAILABLE 

SOLFOTON  (yellow,  uncoated  tablets  “P") 

100s,  500s,  5000s 

SOLFOTON  CAPSULES  (yellow  and  brown) 

100s,  500S,  1000s 

SOLFOTON  S/C  (sugar-coated,  beige  tablets) 

100s,  500s,  4000s 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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The  asthmatic  has 
his  own  built-in 
“air  pollution”  problem... 


COMPOSITION:  Each  Asbron  Inlay-Tab  and 
each  tablespoonful  (15  ml.)  of  Asbron  Elixir 
contains  theophylline  sodium  glycinate  300  mg. 
(equivalent  to  150  mg.  theophylline);  glyceryl 
guaiacolate  100  mg.  and  phenylpropanolamine 
hydrochloride  25  mg.  The  elixir  supplies  the 
active  ingredients  in  a solution  containing 
1 5%  alcohol. 

ACTION  AND  USES:  Symptomatic  relief 
of  bronchial  asthma  and  asthmatic  bronchitis 
through  the  combined  actions  of  two  effective 
bronchodilators  and  a superior  expectorant. 

ADMINISTRATION  AND  DOSAGE: 

Adults — 

1 or  2 tablets  or  tablespoonfuls, 

2 or  3 times  daily 

Administration  after  meals  may  reduce 
the  infrequent  possibility  of  gastric  distress 
or  CNS  stimulation. 


Children — 

6 to  12 — 2 or  3 teaspoonfuls, 

2 or  3 times  daily 

3 to  6 — 1 to  VA  teaspoonfuls, 

2 or  3 times  daily 

1 to  3 — 'A  to  1 teaspoonful, 

2 or  3 times  daily 

PRECAUTIONS:  Do  not  administer  more 
frequently  than  every  4 hours  or  within  12  hours 
after  administration  of,  or  concurrently  with, 
other  xanthine  derivatives. 

CAUTION:  Ordinary  large  doses  may  cause 
hypertension,  headache,  tachycardia,  nausea, 
vomiting,  etc. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiovascular 
disease  and  hyperthyroidism. 

HOW  SUPPLIED:  Asbron  Inlay-Tabs,  in 
bottles  of  100.  Asbron  Elixir,  in  pint  bottles. 
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ASBRON  helps  keep 
airways  open  for 
“replacement”  air 


Asbron  opens  the  airways  and 
relieves  bronchospasm,  an 
important  factor  in  the  asthmatic's 
"air  pollution"  problem.  Thus,  the 
patient  is  protected  from  asthma 
symptoms  with  Asbron's  "air 
supply."  This  support  is  possible 
because  Asbron  has  a complete 
formula  that  improves  breathing  . . 
decreases  coughing  . . . lessens 
wheezing  . . . wins  patient 
acceptance.  Made  up  of  a xanthine, 
a sympathomimetic  and  an  effective 
expectorant,  Asbron's  clinically 


effective  formula  rarely  causes 
gastric  upset  or  CNS  stimulation. 
Patients  feel  secure  with  Asbron — 
perhaps  because  their  "air  supply" 
is  protected.  Available  in  tablets 
for  adults  or  elixir  for  children. 


ASBRON  Inlay-tabs®/ Elixir 

(theophylline  sodium  glycinate,  glyceryl 
guaiacolate  and  phenylpropanolamine 
hydrochloride.) 


Helps  you  put  a little  living  back 
into  the  life  of  your  asthmatic  patient. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  68501 
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SPECIAL  ARTICLE 


L 'Hopital  Albert  Schweitzer  in  Haiti 


DAUCHY  MIGEL,  M.D.,  Idaho  Falls,  Idaho 


The  Republic  of  Haiti  occupies  the  western  third 
of  the  ancient  island  of  Hispaniola,  which  was 
discovered  by  Columbus  in  1492.  The  Dominican 
Republic  is  Haiti’s  neighbor  to  the  east.  The  history 
of  this  nation  is  most  colorful  and  tragic.  The  orig- 
inal Arawak  Indians,  in  the  course  of  20  years  after 
discovery,  were  almost  extinct  as  a result  of  small 
pox  and  Spanish  colonization.  In  1697  following 
defeat  of  Spain  in  Europe,  France  acquired  the 
territory  and  named  it  Haiti.  During  the  next  cen- 
tury there  was  a remarkable  economic  development, 
and  the  export  and  import  trade  was  said  to  have 
been  greater  than  that  of  the  combined  13  American 
colonies.  The  prosperity  of  the  sugar,  coffee,  and 
cocoa  industry  was  built  upon  the  labor  of  African 
Negro  slaves  imported  first  by  the  Spanish  and  later 
by  the  French  to  replace  the  exterminated  Indian. 
In  1789  following  the  news  of  the  revolution  in 
France,  the  hatred  of  the  Negro  slaves  for  their 
masters  burst  into  rebellion.  After  many  bloody 
revolts  the  French  were  driven  from  the  island.  In 
1802  Napoleon  sent  an  army  under  General  LeClerc 
to  retake  the  island,  but  guerrilla  warfare,  scorched 
earth  tactics  and  yellow  fever  forced  the  final  defeat 
of  the  French.  In  1804  Haiti  proclaimed  its  inde- 
pendence, but  it  has  never  regained  its  former  pros- 
perity. There  has  been  a succession  of  presidents 
supported  by  military  power,  including  at  one  time, 
the  U.S.  Marines.  The  poulation  has  increased  from 
400,000  to  about  4,000,000  in  an  area  the  size  of 
the  state  of  Maryland.  By  any  standard,  the  people 
of  Haiti  are  now  the  poorest  in  Latin  America. 
amidst  flamboyants  and  palms 

L’Hopital  Albert  Schweitzer  is  an  oasis  of  modern 
medicine  in  a desert  of  disease,  ignorance,  and  pov- 
erty. H.A.S.  was  founded  in  1956  by  Larimer  Mel- 
lon, who  had  been  inspired  by  Albert  Schweitzer  to 
study  medicine  and  to  search  for  an  area  of  great 
need  where  he  could  make  a similar  contribution. 
It  is  located  in  the  Artibonite  Valley  of  Central 
Haiti  adjacent  to  the  little  village  of  Deschapelle, 


and  serves  a surrounding  area  populated  by  100,000 
persons.  The  hospital  occupies  a site  of  some  100 
acres  which  was  originally  developed  by  the  United 
Fruit  Company,  subsequently  used  by  the  Artibonite 
Valley  Development  Authority  (The  A.V.D.A. 
built  a dam  for  irrigation  but  the  development  of 
power  was  never  realized),  and  given  finally  to 
Dr.  and  Mrs.  Mellon  for  their  purpose  by  the  Hai- 
tian government.  The  one  story  buildings  are 
attractively  and  substantially  built  of  smooth  cobble- 
stone and  concrete,  with  corrugated  metal  roofs. 
The  main  building  houses  the  wards  of  about  120 
beds,  the  out-patient  clinic,  kitchen,  personnel  din- 
ing room,  power  plant,  garage,  laboratories  and 
administration.  A conspicuous  feature  is  the  large 
cobblestone  courtyard  which  on  clinic  days  is  filled 
with  patients  waiting  to  be  admitted,  with  large 
outdoor  immunization  clinics,  and  at  one  end  with 
the  horses  who  have  brought  many  of  the  patients 
a day  or  two  over  mountainous  paths.  Other  build- 
ings are  occupied  by  hospital  personnel  and  their 
families.  The  grounds  are  made  attractive  by  hi- 
biscus hedges,  lawns,  flamboyants,  palms  and  other 
tropical  trees. 

dedication  and  high  quality  of  medicine 

The  medical  staff  during  my  five-week  visit  con- 
sisted of  three  physicians  in  internal  medicine,  three 
in  pediatrics,  three  in  surgery,  one  ophthalmologist, 
one  anesthesiologist,  one  dentist  and  one  director  of 
community  health.  Four  of  these  were  Haitian,  the 
rest  were  from  the  United  States,  with  the  exception 
of  a pediatrician  from  Holland.  Most  were  long- 
term personnel,  others  were  short-term,  like  myself. 
Nurses  and  technicians  were  from  many  parts  of 
the  globe,  the  largest  group  being  Haitian,  which 
was  also  true  of  the  practical  nurses  and  aides.  A 
visitor  is  immediately  impressed  with  the  dedication 
and  high  quality  of  medicine  practiced  by  the  pro- 
fessional personnel.  My  assignment  was  on  the 
surgical  service  during  the  absence  of  Harold  May, 
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who  was  t tiking  his  first  vacation  in  many  years. 
The  other  members  were  Tom  Koons,  four  months 
at  H.A.S.  on  rotation  with  the  surgical  residency 
program  of  Yale  New  Haven  Hospital,  and  Frank 
Lepreau,  my  former  medical  school  classmate.  Dr. 
Lepreau  was  carrying  a full  load  on  the  surgical 
service  including  two  pulmonary  resections  a week 
for  tuberculosis,  as  well  as  being  medical  director 
for  the  hospital. 

As  might  be  expected,  a great  many  of  the  medi- 
cal problems  stemmed  from  the  low  economic  con- 
dition of  the  country,  an  almost  complete  absence 
of  sanitary  facilities,  and  until  recently,  no  immuni- 
zation program.  The  tetanus  cases  are  most  im- 
pressive to  an  initiate.  During  the  month  of  August 
20  cases  of  neonatal  tetanus  were  admitted,  com- 
pared to  43  during  August,  1967.  The  high  inci- 
dence stems  from  the  treatment  of  the  umbilical 
cord  by  native  “mammies”  and  midwives  using 
materials  contaminated  by  dung.  The  statistical 
improvement  is  attributed  to  the  educational  pro- 
gram carried  out  by  the  hospital  so  that  more  ex- 
pectant mothers  not  only  receive  prenatal  tetanus 
toxoid,  but  they  and  the  midwives  obtain  sterile 
“cord  kits”  from  the  hospital,  and  it  is  not  unusual 
for  the  doctor  or  nurse  on  nights  to  be  called  to 
the  emergency  room  where  a newborn  babe  with 
placenta  attached  is  brought  for  a sterile  “cord  out.” 
Normal  obstetrics  was  not  done  in  the  hospital,  but 
prenatal  examination  and  care  and  immunization 
was  provided,  and  numerous  Caesarean  sections  for 
complicated  pregnancy  are  performed. 

Severe  malnutrition,  particularly  kwashiorkor  de- 
riving from  protein  deficiency,  is  responsible  for 
many  of  these  children  on  the  pediatric  service. 
Many  of  these  children  are  also  severely  ill  with 
intestinal  worms,  gastroenteritis,  and  pulmonary  in- 
fections including  tuberculosis.  Though  no  statistics 
are  available,  it  is  estimated  that  ten  percent  of  the 
population  have  active  tuberculosis.  It  was  not 
unusual  to  see  several  new  cases  of  cavitary  tubercu- 
losis at  the  bi-weekly  morning  x-ray  conference. 
Isolation  of  these  open  cases  could  rarely  be  pro- 
vided, and  often  it  was  doubtful  whether  patients 
took  the  medications  as  instructed. 

Pott’s  disease  is  frequent  and  many  cases  are 
seen  in  children.  Some  of  these  had  been  treated 
by  spinal  fusion  by  orthopedic  surgeons  who  visit 
H.  A.  S.  at  scheduled  periods  during  the  year.  Tu- 
berculosis adenitis,  arthritis,  and  meningitis  were 
also  in  evidence.  In  attempting  to  control  this 
spreading  disease,  people  in  the  area  of  the  hospital 
are  being  tested  with  P.P.D.  and  negative  reactors 
are  vaccinated  with  B.C.G.  For  long-range  success, 
however,  improvement  in  the  economic  and  edu- 
cational levels  of  the  people  and  a thorough  public 


health  program  are  necessary,  but  do  not  appear  to 
be  forthcoming  in  the  foreseeable  future. 

surgical  schedule  heavy 

Physicians  on  the  surgical  service  spent  three  days 
a week  in  the  clinic  seeing  new  patients  and  pre-  and 
post-operative  cases.  Elective  surgeiy  is  on  Tues- 
days and  Thursdays.  Two  fully  equipped  major 
operating  rooms  are  kept  busy  from  8 am  to  2 or 
3 pm.  All  but  the  most  major  cases  are  done  by  a 
surgeon  with  the  assistance  of  two  nurses.  The 
surgery  done  is  similar  to  that  in  a general  com- 
munity hospital  in  this  country  with  greater  inci- 
dence of  conditions  caused  by  infection,  including 
of  course,  tuberculosis.  A general  surgeon  is  just 
that,  doing  cases  of  head  and  neck,  chest,  abdom- 
inal, urologic,  gynecologic  and  plastic  surgery  with- 
out recourse  to  a surgical  specialist.  Many  burns, 
requiring  skin  grafting,  are  incurred  by  falls  into 
the  open  charcoal  fires  in  the  native  villages.  Hernias 
and  hydroceles  are  on  the  schedule  every  operating 
day.  Blood  transfusions  are  more  frequently  re- 
quired because  of  the  prevalence  of  anemia.  The 
blood  bank  is  maintained  by  asking  most  surgical 
admissions  to  provide  two  donors,  whether  or  not 
he  will  need  the  blood  himself. 

While  the  hospital  continues  to  concern  itself  with 
the  day  by  day  care  of  individuals,  Dr.  Mellon  has 
become  quite  personally  involved  in  community 
health  and  development.  The  native  livestock  are 
being  upgraded  by  the  importing  of  Holstein  cattle 
from  the  United  States.  The  thin  Haitian  swine  are 
being  improved  by  imported  stock.  It  is  hoped 
that  a local  source  of  dairy  products  and  animal  pro- 
tein can  be  developed.  Dr.  Mellon  has  been  per- 
sonally responsible  for  bringing  clean  water  from 
its  fresh  source  on  the  hillsides  into  several  villages 
who  otherwise  would  use  ditch  water  contaminated 
by  animal  and  human  excrement. 

personal  satisfaction 

Returning  from  a tour  of  duty  at  the  H.A.S. , one 
reflects  on  many  aspects  of  the  experience.  One  is 
forcefully  reminded  that  the  health  of  any  people 
is  dependent  far  more  upon  the  economic  develop- 
ment and  the  level  of  education  than  on  the  health 
professionals.  In  Haiti  the  greatest  amount  of  illness 
stems  from  poverty,  ignorance,  and  lack  of  public 
sanitation;  in  this  country  we  suffer  most  from 
diseases  of  affluence  and  a highly  mechanized  so- 
ciety. Above  all  is  the  personal  satisfaction  that 
comes  from  working  with  a group  of  dedicated  and 
highly  qualified  professionals  who  are  putting  into 
practice  one  of  Dr.  Schweitzer’s  guiding  ethics,  “One 
who  is  gifted  and  blessed  with  health  and  talent 
owes  a debt  of  service  to  those  less  fortunate  than 
himself.”  ■ 
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Public  Enema  No.1 


Claim  the  rewards  of  sparing  your  patients  the  tubes 
and  tribulations  of  unpleasant  enemas. 


Compared  to  enemas,  Dulcolax  suppositories  are  a 
gentler  and  simpler  way  to  empty  the  bowel.  Gone 
are  the  tubing,  the  “accidents”,  and  the  bruised  egos. 
Just  one  suppository,  inserted  against  the  bowel  wall, 
usually  brings  about  an  evacuation  within  15  minutes 
to  an  hour. 

In  the  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 


Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina 
tion  of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  ii 
the  acute  surgical  abdomen. 


Dulcolax. jfe  predictable 

bisacodyl  IMgwg 


Under  license  from  Boehringer  Ingelheim  GmbH 


<§>  Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical  Corporation,  Ardsley.  New  York  10502 


DU- 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 


tor  prescribing  Mellaril 

* (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Dften  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril* 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-169 


GENERAL  NEWS 


AMA  Locates  Regional  Office  in  Portland 


Mr.  W.  David  Coyner,  former  Field  Service 
Representative  for  the  Pacific  Northwest,  has  been 
selected  to  head  the  regional  office  of  the  American 
Medical  Association’s  Public  Affairs  Division  in 
Portland,  Oregon.  He  will  serve  the  states  of 
Alaska,  Idaho,  Montana,  Oregon  and  Washington. 


MR.  W.  DAVID  COYNER 


The  Division  of  Public  Affairs  will  assume  the 
functions  of  the  Division  of  Field  Service  and  amal- 
gamate the  AMA  and  AMPAC  field  staffs  into  one. 
It  will  assume  broader  responsibilities  in  the  public 
affairs  area.  Specifically,  the  division  is  charged 


RMP  Offers  Course  on 


An  intensive,  five-day  course,  for  physicians,  on 
coronary  care  units  will  be  presented  by  the  Coro- 
nary Care  Unit  Coordination  Project  of  the  Wash- 
ington/Alaska Regional  Medical  Program.  There 
are  openings  for  a few  registrants  for  the  next  two 
presentations  of  the  course,  June  2-6  and  October 
27-31. 

Most  of  the  material  is  given  in  small  group 
discussions  and  by  individual  instruction.  There 
will  be  assigned  study,  using  supplied  material. 


with  implementing  AMA  policy  as  it  affects  contin- 
uing relations  between  medicine  and  government 
and  is  responsible  for  many  of  the  education  and 
research  programs  formerly  conducted  by  AMPAC. 

As  AMA  salaried  employees,  the  field  staff  of  the 
Division  of  Public  Affairs  will  not,  of  course, 
engage  in  political  activities  of  supporting  candi- 
dates for  nomination  or  election  to  public  office. 
Such  activities  will  continue  exclusively  as  AMPAC 
functions. 

AMPAC  will  maintain  its  individual  entity  as 
an  organization  separate  from  the  AMA  and  gov- 
erned by  its  own  Board  of  Directors.  As  in  the 
past,  it  will  function  as  the  political  action  arm  of 
organized  medicine. 

This  move  is  practical  and  logical,  and  will  result 
in  better  staff  coordination,  administrative  efficiency 
and  economic  operation.  The  Public  Affairs  Divi- 
sion will  not  only  be  capable  of  providing  better 
legislative,  and  socio-economic  services  to  the  con- 
stituent and  component  medical  societies,  but  coordi- 
nate them  better  from  the  management  to  the  field 
levels. 

Contracts  can  be  addressed  to  Mr.  W.  David 
Coyner,  Assistant  Director.  Department  of  Field 
Service,  Public  Affairs  Division,  1209  S.W.  Sixth 
Avenue,  Suite  103,  Portland,  Oregon  97204.  ■ 


Coronary  Care  Units 


Training  in  techniques  will  be  conducted  in  the 
dog  laboratory  and  there  will  be  clinical  demon- 
stration of  application.  The  course  includes  tour 
of  active  CCU’s  in  Seattle  hospitals. 

Information  on  curriculum  and  registration  forms 
can  be  obtained  from  Stephen  R.  Yarnall,  M.D. 
Washington/Alaska  Regional  Medical  Program,  103 
Health  Sciences  Annex  #2,  University  of  Washing- 
ton, Seattle  98105.  ■ 
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BOOKS 


REVIEWS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


The  Treatment  of  Bums — Second  Edition.  By  Curtis  P. 
Artz,  M.D.,  F.A.C.S.,  Professor  of  Surgery  and  Chairman 
of  the  Department,  Medical  College  of  South  Carolina, 
Charleston,  S.C.;  formerly  Commanding  Officer  and  Di- 
rector, U.S.  Army  Surgical  Research  Unit,  Brooke  Army 
Medical  Center,  Fort  Sam  Houston,  Tex.,  and  John  A. 
Moncrief,  M.D.,  F.A.C.S.,  Colonel,  Medical  Corps,  Com- 
manding Officer  and  Director,  U.S.  Army  Surgical  Re- 
search Unit,  Brooke  Army  Medical  Center,  Fort  Sam 
Houston,  Tex.  393  pp.  Illustrated.  Price  $14.50.  W.  B. 
Saunders  Company,  Philadelphia,  Pa.  1968. 

Endocrine  and  Genetic  Diseases  of  Childhood.  Edited  by 
Lytt  I.  Gardner,  M.D.,  Professor  of  Pediatrics,  State  Uni- 
versity of  New  York,  Upstate  Medical  Center,  Syracuse, 
N.Y.  1072  pp.  Illustrated.  Price  $34.00.  W.  B.  Saunders 
Company,  Philadelphia,  Pa.  1969. 

What  You  Can  Do  About  Cancer.  By  Joseph  C.  Maroon, 
M.D.  194  pp.  Illustrated.  Price  $5.95.  Doubleday  & Company, 
Inc.,  Garden  City,  N.Y.  1969. 

Todd-Sanford  Clinical  Diagnosis  by  Laboratory  Methods. 
14th  Ed.  Edited  by  Israel  Davidsohn,  M.D.,  F.A.C.P.,  Pro- 
fessor of  Pathology,  The  Chicago  Medical  School — Uni- 
versity of  Health  Sciences,  and  Director,  Department  of 
Experimental  Pathology.  Mount  Sinai  Hospital  Medical 
Center,  Chicago:  and  John  Bernard  Henry,  M.D.,  Professor 
of  Pathology,  College  of  Medicine,  and  Director.  Division 
of  Clinical  Pathology,  University  Hospital,  State  University 
of  New  York,  Upstate  Medical  Center,  Syracuse.  1308  pp. 
Illustrated.  Price  $24.00.  W.  B.  Saunders  Company,  Phila- 
delphia, Pa.  1969. 

Chronic  Ulcerative  Colitis:  A Lifelong  Study.  By  J.  Arnold 
Bargen,  M.D.  Clinical  Professor  of  Medicine,  University  of 
California  at  Irvine;  Consultant  in  Gastroenterology.  River- 
side Medical  Clinic,  Riverside,  California;  Emeritus  Pro- 
fessor of  Medicine,  Mayo  Graduate  School  of  Medicine; 
former  chairman.  Department  of  Gastroenterology,  The 
Mayo  Clinic,  Rochester,  Minnesota;  Senior  Consultant  in 
Gastroenterology,  Scott  and  White  Clinic;  Director  of 
Medical  Education,  Scott  and  White  Memorial  Hospital  and 
Scott,  Sherwood  and  Brindley  Foundation,  Temple,  Texas. 
With  a foreword  by  N.  C.  Hightower,  Jr.,  M.D.,  Ph  D. 
123  pp.  Illustrated.  Price  $7.50.  Charles  C Thomas,  Spring- 
field,  111.  1969. 

Abnormal  Arteriovenous  Communications:  Peripheral  and 
Intracardiac  Acquired  and  Congenital.  Second  Ed.  By  Emile 
Holman,  A.B.,  M.A.,  (Oxon.),  M.D.,  Professor  of  Surgery, 
Emeritus,  Stanford  University  School  of  Medicine;  Mem- 
ber Successively  of  the  Surgical  Staffs  of  Radcliffe  In- 
firmary, Oxford,  England;  Children's  Hospital  and  Johns 
Hopkins  Hospital,  Baltimore;  Peter  Bent  Brigham  Hospital, 
Boston;  Lakeside  Hospital,  Cleveland;  Stanford  University- 
Lane  Hospitals,  San  Francisco;  Peiping  Union  Medical 
College,  Peiping,  China;  St.  Bartholomew's  Hospital,  Lon- 
don, England;  Presbyterian  Medical  Center,  San  Francisco 
245  pp.  Illustrated.  Price  $16.50.  Charles  C Thomas,  Spring- 
field,  111.  1969. 

Collateral  Circulation  in  Clinical  Surgery.  Edited  by  D.  E. 
Strandness,  Jr.,  M.D.,  Chief,  Peripheral  Vascular  Service, 
Veterans  Administration  Hospital,  Seattle;  Associate  Pro- 
fessor of  Surgery,  University  of  Washington  School  of 
Medicine,  Seattle.  633  pp.  Illustrated.  Price  $18.50.  W.  B 
Saunders  Company,  Philadelphia,  Pa.  1969. 


Diagnosis  of  Surgical  Disease 

By  Richard  T.  Shackelford,  M.D.  3 volumes.  2,131  pp.  Illus- 
trated. Price  (3-volume  set)  $72.50.  W.  B.  Saunders  Company, 
Philadelphia,  Pa.  1968. 

Diagnosis  of  Surgical  Disease  is  an  impressive 
three-volume  set  dedicated  to  the  author’s  belief  that 
“most  failures  of  surgical  treatment  are  caused  by 
errors  in  diagnosis,  and  that  most  errors  in  diagno- 
sis are  made  because  the  correct  diagnosis  simply 
did  not  come  to  mind.”  Surgeons  meet  rare  and  ob- 
scure diseases  with  disconcerting  frequency  and 
even  familial-  diseases  often  present  themselves  in 
unfamiliar  ways.  A compendium  that  provides  di- 
agnostic help,  even  if  it  only  serves  as  a takeoff  point 
for  future  reading,  is  to  be  welcomed. 

Over  two  thirds  of  the  two  thousand  plus  pages 
contained  in  these  three  volumes  were  written  by 
Dr.  Shackelford,  the  others  result  from  assignment  to 
others  who  are,  for  the  most  part,  his  associates  on 
the  staff  of  The  Johns  Hopkins  University  School  of 
Medicine.  Dr.  Shackelford’s  chapters  (I  am  uncer- 
tain in  a multi-authored  work  of  this  type  whether 
he  should  be  referred  to  as  “author”  or  as  “editor”) 
stand  out  from  the  rest:  many  of  his  sections  could 
be  published  separately  and  would  serve  admirably 
as  monographs  on  the  various  subjects.  Regretfully, 
we  are  not  so  lucky  with  other  sections.  As  an  ex- 
ample of  his  excellence,  the  chapter  on  lesions  of 
the  esophagus  has  been  written  in  encyclopedic  de- 
tail by  Dr.  Shackelford  and  is  the  most  thorough 
that  I have  ever  encountered  save  in  texts  devoted 
solely  to  this  structure.  This  chapter  is  161  pages 
long:  contrast  this  with  the  one  on  the  lungs,  pleura, 
and  chest  wall— subjects  which  would  seem  of  equal 
or  even  greater  importance— and  we  find  only  31 
pages! 

Pulmonary  tumors  are  covered  very  briefly,  yet 
carcinoma  of  the  lung  presents  itself  to  today’s  sur- 
geons in  almost  as  many  forms  as  tuberculosis  did  a 
generation  or  so  ago.  The  problems  of  diagnosis  in 
surgical  disease  of  the  chest  are  many,  are  cared  for 
by  many  general  surgeons,  and  are  worthy  of  far 
more  space  than  accorded  here. 

Again,  over  300  pages  are  devoted  to  the  two 
chapters  on  the  history  and  the  physical  examina- 
tion. These  are  important  pages,  for  in  them  are 
mentioned  conditions  not  encountered  elsewhere  in 
this  work  (although  conversely  many  points  in  these 
two  chapters  are  covered  again,  redundantly,  under 
the  various  organ  systems).  The  chapter  on  the 
physical  examination  is  well  illustrated,  but  too 
many  of  the  illustrations  are  familiar,  borrowed 
freely  from  well  known  texts  which  most  surgeons 
either  own  or  are  well  acquainted  with:  e.g.,  Wil- 

continued  on  page  498 
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If  you  could 
put  Tareyton’s 
charcoal  filter 


cigarette 


Thats  why  us 
Tareyton  smokers 
would  rather  fight 
than  switch! 


Activated  charcoal  filter. 


on  your  cigarette, 
you’d  have 
a better 


But 


not  as 
good  as  a 
Tareyton. 
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Picture  of 
torticollis 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

! by  providing: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1,2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.5 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
I and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  ™LE,S 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “Mc-NEIL”  — bottles  of  100. 


References:  1.  Batterman,  K.  C.,  and  Grossman,  A.  J.:  Fed.  Proe.  14:316, 
1955.  2.  Goodman.  L.  S..  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York.  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 


f McNEII ) 


J.  L.  A.,  ct  al .:  Gastroenterology  4-4:146, 
1963.  4.  Berman,  H.  H.,  ct  al.:  Dis.  Nerv. 
Syst.  25:430.  1964.  5.  Friend.  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 


MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 
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liams’  Endocrinology,  Gross’  Surgery  of  Infancy  and 
Childhood,  Cecil-Loeb’s  Textbook  of  Medicine,  Dun- 
phy  and  Botsford’s  Physical  Examination  of  the  Sur- 
gical Patient,  and  others  equally  familiar.  Despite 
the  thoroughness  of  these  chapters,  strangely  there 
is  no  section  devoted  to  biopsy  techniques.  There  are 
many  tricks  of  the  trade  used  in  garnering  tissue 
samples  from  various  locations  within  the  human 
body  and  it  would  seem  appropriate  for  a text  on 
surgical  diagnosis  to  devote  a section  to  this  subject. 

It  is  really  unfortunate  that  there  are  such  de- 
ficiencies, for  Dr.  Shackelford’s  writing  is  as  good 
and  his  coverage  is  as  complete  as  will  be  found 
in  any  surgical  text.  His  subjects  include,  among 
others,  the  breast,  the  entire  alimentary  tract,  vascu- 
lar diseases,  and  a long,  well-organized,  and  re- 
markably complete  section  on  the  complications  of 
surgical  disease  (this  section  alone  has  a bibliog- 
raphy of  264  citations!)  The  excellence  of  his 
coverage  of  these  subjects  makes  all  the  more  in- 
comprehensible a chapter  of  only  15  pages  (and 
much  of  that  in  tables)  devoted  to  surgical  dis- 
orders of  the  endocrine  glands.  Surely,  surgical 
endocrinology  is  as  important  as  diseases  of  the  large 
bowel  and  its  distal  orifice  which  are  treated  in  a 
comprehensive  section  more  than  10  times  longer. 
Surgery  of  the  endocrine  glands  may  not  contribute 
as  much  to  the  bulk  of  day-to-day  practice  as  ano- 
rectal and  colonic  surgery,  but  it  certainly  presents 
more  diagnostic  problems. 

These  volumes  are  nicely  published.  The  format 
has  been  well  thought  out  with  a complete  table  of 
contents  in  the  front  and  a complete  index  in  the 
back  of  each  volume.  The  chapter  bibliographies 
are  as  complete  as  a reader  could  wish  with  as  many 
as  several  hundred  very  up-to-date  citations  following 
some  of  the  sections  (although  the  extended  bibliog- 
raphies would  be  still  more  useful  if  the  citations 
had  been  broken  down  under  subject  headings).  I 
am  not  sure  to  what  extent  a publisher  is  obligated 
to  hold  down  the  cost  of  a medical  text.  It  is  ob- 
vious that  little  atempt  has  been  made  to  reduce 
the  price  of  this  set  of  books  and  these  volumes 
seem  to  me  to  be  over-priced  even  in  this  day  of 
the  inflated  dollar.  This  may  make  short-comings 
seem  more  obvious  and  it  may  make  it  harder  to 
recommend  these  volumes  with  the  enthusiasm 
which  much  of  their  contents  warrant. 

To  summarize:  this  is  an  expensive  set  of  books, 
excellent  in  many  ways  but  leaving  much  to  be 
desired  in  others.  I suggest  that  surgeons  interested 
in  purchasing  it  look  it  over  with  some  care  before 
deciding  the  value  is  equal  to  the  price. 

A.  SCOTT  EARLE,  M.D. 


Calculation  of  Industrial  Disabilities  of  the 
Extremities  and  the  Back,  Second  Edition 

By  Carl  O.  Rice,  M.D.,  M.S.  (Surgery),  Ph.D.  (Surgery), 
F.A.C.S.,  Associate  Clinical  Professor  of  Surgery,  Emeritus,  Uni- 
versity of  Minnesota;  Surgical  Staff,  St.  Barnabas  Hospital  and 
Swedish  Hospital,  Minneapolis,  Minn.;  Editor-in-Chief,  Minne- 
sota Medicine;  Scientific  Editor,  Industrial  Medicine  and  Sur- 
gery. 170  pp.  Illustrated.  Price  $12.50.  Charles  C Thomas, 
Springfield,  III.  1968. 

Second  edition  of  Calculation  of  Industrial  Dis- 
abilities of  the  Extremities  and  Back  is  a definite 
adjunct  to  the  first  edition.  In  this  edition  the  au- 
thor enlarges  the  scope  of  impairment  to  include  the 
relationship  of  loss  of  motion  to  weeks  of  indemnity. 

His  formula  and  the  end  results  compare  closely 
to  the  American  Medical  Association  Guide  of  the 
Rating  of  Impairment  of  the  Extremities  and  Back. 
The  ranges  of  motion  are  very  similar. 

The  author,  however,  uses  the  term  “disability” 
at  times  when  actually  he  is  describing  “impair- 
ment.” His  philosophy  is  somewhat  at  variance  with 
the  American  Medical  Association  Guide  in  this  re- 
spect. Another  variant  is  that  he  uses  the  same  value 
for  the  loss  of  upper  and  lower  extremities,  i.e., 
40-40  percent,  whereas  the  American  Medical  As- 
sociation Guide  prefers  the  60-40  percent  value  for 
the  upper  and  lower  extremities. 

I feel  this  volume  is  primarily  designed  for  ad- 
ministrators such  as  industrial  commissions  and  in- 
surance adjusters,  and  less  for  the  medical  evaluator 
who  sees  only  an  occasional  clinical  case  for  the 
evaluation  of  impairment.  Certainly,  the  vast  ma- 
jority of  this  type  of  medical  evaluator,  who  is 
concerned  with  the  loss  of  motion  of  the  part  and 
resultant  impairment,  is  not  trained  to  the  adminis- 
tration of  disability. 

Q.  W.  MACK,  M.D. 

Monoclonal  and  Polyclonal  Hypergamma- 
globulinemia, Clinical  and  Biological  Sig- 
nificance 

By  Jan  Gosta  Waldenstrom,  Head  of  Department  of  Medi- 
cine, Malmo  General  Hospital,  Professor  of  Medicine,  Univer- 
sity of  Lund,  Sweden.  222  pp.  Illustrated.  Price  $6.95.  Vander- 
bilt University  Press,  Nashville,  Tenn.  1968. 

This  monograph  is  another  work  from  the  pen  of 
fan  G.  Waldenstrom  (Professor  of  Medicine,  Uni- 
versity of  Lund,  and  Head  of  the  Department  of 
Medicine,  Malmo  General  Hospital,  Sweden),  who 
is  well  known  for  his  studies  on  immunoglobulin 
abnormalities.  In  this  volume  he  discusses  the  hyper- 
gammaglobulinemias, which  can  be  divided  into 
monoclonal  and  polyclonal  varieties.  The  former  re- 
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suit  from  proliferation  of  a single  cell  or  clone  of 
cells  that  continue  to  produce  a homogeneous  pro- 
tein. The  monoclonal  hypergammaglobulinemias  in 
turn  are  divided  into  malignant  and  benign  diseases. 
The  prime  examples  of  these  malignant  conditions 
are  multiple  myeloma  and  macroglobulinemia  (call- 
ed Waldenstrom’s  macroglobulinemia  since  the  au- 
thor was  the  first  to  recognize  this  disorder).  The  be- 
nign form  of  monoclonal  hypergammaglobulinemia 
is  called  monoclonal  essential  hypergammaglobuline- 
mia by  the  author.  He  and  his  colleagues  have  con- 
tributed extensively  to  the  development  of  this  con- 
cept. The  polyclonal  hypergammagloblulinemias  are 
a manifestation  of  many  diseases  that  lead  to  diffuse 
increase  of  immunoglobulin  concentrations  in  serum, 
e.g.,  infections,  granulomatous  diseases  and  the  so- 
called  autoimmune  diseases. 

The  clinical  and  laboratory  manifestations  of  hy- 
pergammaglobulinemias are  discussed  in  view  of 
biological  knowledge  as  it  existed  in  1965.  Many 
points  are  illustrated  by  personal  observations  and 
case  descriptions  from  the  rich  clinical  experience 
of  the  author.  This  device  is  used  excessively  at 
times.  Discussions  of  basic  biological  observations 
and  principles  are  interspersed  frequently  by  con- 
sideration of  clinical  problems  and  case  histories. 
Provocative  ideas  are  expressed  and  discussed  freely. 
For  a compulsive  reader  the  text  will  lack  sufficient 
organization.  However,  it  is  a monograph  that  con- 
tains a wealth  of  case  material  for  the  clinician  and 
provocative  thoughts  and  examples  of  “experiments 
of  nature”  to  the  basic  biologist. 

MART  MANNIK,  M.D. 


Atlas  of  Precautionary  Measures  in  General 
Surgery 

By  Ivan  D.  Baronofsky,  M.D.,  Ph.D.,  281  pp.  Illustrated.  Price 
$23.50  C.  V.  Mosby  Co.,  St.  Louis,  Mo. 

This  volume  represents  an  important  addition  to 
a group  of  graphic  presentations  of  specialized  sur- 
gical techniques  which  have  enriched  the  literature 
in  recent  years.  It  is  intended  primarily  to  stimu- 
late, and  instruct,  operators  of  general  surgical  in- 
terests and  capabilities.  In  the  text,  cardiovascular 
surgery  has  been  avoided,  and  intrathoracic  proce- 
dures have  been  discussed  only  as  necessary  or 
alternative  operative  extensions  in  the  management 
of  basically  abdominal  problems.  Dr.  Baronofsky ’s 
work  deals  mainly  with  precautionary  measures  re- 
lated to  standardized  general  surgical  procedures, 
but  new  operations  for  difficult  and  infrequently 
encountered  disease  entities  are  also  critically  exam- 
ined. Under  headings  referring  to  some  25  operative 
procedures,  simple  diagrams  and  large  detailed 


drawings  done  in  the  operating  room  accompany 
the  author’s  pointed  discussions  of  regional  anatom- 
ical relationships,  pitfalls  of  operative  manipulation 
and  dissection,  and  possible  deviations  from  general- 
ly accepted  techniques. 

Dr.  Baronofsky’s  presentation  appears  to  include 
the  major  operations  finding  most  frequent  applica- 
tion by  general  surgeons  today.  Operators  may  find 
that  he  has  failed  to  mention  certain  technical  man- 
euvers which  they  have  found  useful  in  their  own 
experience,  but  the  procedures  omitted  usually  lack 
common  acceptance.  Most  of  Dr.  Baronofsky’s  ma- 
terial is  presented  in  outline  form,  with  typograph- 
ical variations  which  give  emphasis  to  his  important 
points.  Dr.  Baronofsky’s  concise  discussions,  with 
related  pictorial  material,  lend  themselves  to  quick 
preoperative  review  when  a surgeon  anticipates  an 
operation  which  he  does  not  frequently  perform. 
With  regard  to  each  surgical  procedure,  there  is 
actually  not  much  text  to  be  studied;  the  pictures 
give  the  essential  facts. 

Dr.  Baronofsky  has  presented  very  well  the  con- 
siderations holding  the  key  to  success  for  each 
operative  procedure  included  in  his  atlas,  as  well 
as  the  special  hazards,  and  possible  complications, 
related  to  it.  He  invariably  stresses  principles  of 
management  which  will  provide  greatest  safety  to 
the  patient.  The  general  surgeon  should  find  this 
book  very  valuable  for  ready  reference. 

ROBERT  S.  SMITH,  M.D. 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases 
as  TB,  leukemia,  pneumonia  and  syphilis.  Use  the 
blue  Histoplasmin  LEDERTINE™  Applicator  as  the 
first  step  in  differential  diagnosis  and  as  a routine 
step  in  physical  examinations  for  the  permanent  rec- 
ords of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions  — Nonspecific  reactions  are  rare,  but  may  occur. 
Vesiculation,  ulceration  or  necrosis  may  occur  at  test  site  in 
highly  sensitive  persons.  The  test  should  be  used  with  cau- 
tion in  patients  known  to  be  allergic  to  acacia,  or  to  thimero- 
sal  (or  other  mercurial  compounds). 

LEDERLE  LABORATORIES,  A Division  of  American 


Cyanamid  Company,  Pearl  River,  New  York 


473-9 
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when 


new  nonnarcotic 


oral 


an  algesic 


,c  a°id).  Parke-Davis 


for  help  in  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PONSTEL—  INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY:  PONSTEL  is  a single 
entity  with  a single  indication  — pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications:  PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning:  If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions:  Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day. 
Most  frequently  reported  side  reactions  in  3,205  observations  on  1,985  subjects  over  a period  of  from 
1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28),  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema, 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira- 
tion. Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 
anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  sigmoidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 
TVvo  patients  receiving  2,000  mg.  per  day,  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  & Company. 

PARKE,  DAVIS  & COMPANY,  DETROIT,  MICHIGAN  48232 
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To  help  avert 
chronicity 
in  acute  cystitis 


Although  it  may  coexist  with 
chronic  pyelonephritis  or  prosta- 
titis, many  cases  of  chronic  cysti- 
tis may  result  from  incomplete 
treatment  of  a simple,  acute  cysti- 
tis. For  this  reason,  it  is  being 
increasingly  recommended  that 
appropriate  antibacterial  therapy 
in  full  dosage  be  maintained  for 
up  to  two  weeks  or  longer. 

Most  frequently,  the  dominant 
pathogen  is  gram-negative,  usu- 
ally E.  coli;  most  often,  you  will 
find  Gantanol®  (sulfamethox- 
azole) effective  against  E.  coli 
and  other  sensitive  organisms— 
gram-positive  and  gram-negative 
— commonly  seen  in  cystitis  and 
other  urinary  tract  infections. 
Wide  clinical  usage  of  Gantanol 
has  confirmed  the  efficacy  of  this 
wide-spectrum  antimicrobial 
agent  in  the  treatment  of  cystitis. 

The  rapidity  of  bacterial  mul- 
tiplication in  a favorable  urinary 
environment  is  well  known. 
Prompt  control  of  acute  bladder 
infection  is  therefore  essential 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Acute  and  chronic  urinary 
tract,  respiratory  and  soft  tissue  infec- 
tions due  to  susceptible  microorganisms; 
prophylactically  following  diagnostic  in- 
strumental procedures  on  genitourinary 
tract. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  or  newborn  infants  dur- 
ing first  3 months  of  life. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  or  renal 
damage,  urinary  obstruction  or  blood 
dyscrasias.  Deaths  reported  from  hy- 
persensitivity reactions,  Stevens-Johnson 
syndrome,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias.  In  closely 
intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests 
should  be  performed.  Clinical  data  insuf- 
ficient on  prolonged  or  recurrent  therapy 
in  chronic  renal  diseases  of  children  un- 
der 6 years. 

Precautions:  Occasional  failures  may  oc- 
cur due  to  resistant  microorganisms.  Not 
effective  in  virus  and  rickettsial  infec- 
tions. Sulfonamides  not  recommended 


not  only  to  reduce  the  patient’s 
discomfort  but  to  prevent  chron- 
icity  and  possible  ascending  in- 
fection. 

Gantanol  (sulfamethoxazole) 
provides  antibacterial  activity 
within  two  hours  of  the  initial  2- 
Gm  dose,  and  subsequent  1-Gm 
doses,  taken  morning  and  eve- 
ning, maintain  therapeutic  blood 
and  urine  levels  lasting  up  to  12 
hours.  Significant  symptomatic 
response  is  frequently  achieved 
within  24  to  48  hours  in  acute, 
uncomplicated  cystitis  and  other 
responsive  urinary  tract  infec- 
tions. In  addition,  Gantanol  is 
usually  well  tolerated.  Should 
prolonged  therapy  be  required, 
the  convenient  b.i.d.  dosage  helps 
to  minimize  the  problem  of 
skipped  doses. 

Over  eight  years’  clinical  use 
has  thoroughly  demonstrated  the 
qualities  that  make  Gantanol  a 
good  choice  for  initial  therapy  of 
most  urinary  tract  infections,  in- 
cluding acute  cystitis. 


for  therapy  of  acute  infections  caused  by 
group  A beta-hemolytic  streptococci.  At 
present,  penicillin  is  drug  of  choice  in 
acute  group  A beta-hemolytic  streptococ- 
cal infections;  although  Gantanol  has 
produced  favorable  bacteriologic  conver- 
sion rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  studies  as  to 
its  effect  on  sequelae  of  rheumatic  fever 
or  acute  glomerulonephritis.  If  other 
treatment  cannot  be  used  and  Gantanol 
is  employed  in  such  infections,  important 
that  therapy  be  continued  in  usual  rec- 
ommended dosage  for  at  least  10  days. 
Observe  usual  sulfonamide  therapy  pre- 
cautions, including  adequate  fluid  intake. 
Use  with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  patients 
with  renal  impairment  since  this  may 
cause  excessive  drug  accumulation.  Need 
for  indicated  local  measures  or  surgery 
not  obviated  in  localized  infections. 

Adverse  Reactions:  Depending  upon  the 
severity  of  the  reaction,  may  withdraw 
drug  in  event  of  headache,  nausea,  vomit- 
ing, urticaria,  diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neuropathy,  drug 
fever,  Stevens-Johnson  syndrome,  skin 
rash,  injection  of  the  conjunctiva  and 
sclera,  petechiae,  purpura,  hematuria  and 
crystalluria. 


Gantanol 

(sulfamethoxazole) 

assures  rapid, 
sustained, 
antibacterial 
activity  with 
b.i.d.  dosage 


Gantanol  b.i.d. 

(sulfamethoxazole) 
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Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  E.  F.  Leibold,  M.D.,  Rt.  1,  Box  6.  Forks,  Wa.  98331. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  with  1 other 
physician  in  beautifully  situated  Cascade  town  80  miles  east 
of  Seattle  by  4-lane  super-highway.  New  clinic  building  ad- 
jacent to  17-bed  hospital.  Basic  salary,  office,  personnel 
provided  by  local  pre-paid  medical  plans  plus  opportunity 
to  use  all  facilities  for  additional  private  practice.  Excel- 
lent climate,  schools  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann 
Lower,  Roslyn  Cle  Elum  Beneficial  Association  Hospital, 
Cle  Elum;  or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


SEVERAL  SURGICAL  PRECEPTORSHIPS-For  one  or  two-year 
appointments.  Open  July  1,  1969  with  80-doctor  clinic.  If 
foreign  graduate,  ECFMG  and  immigrant  visa  required. 
American  board  credit  if  3-year  approved  residency  in- 
cluding senior  year  has  been  served.  Send  complete  cur- 
riculum vitae  first  letter.  Lewis  E.  Hughes,  M.D  .,  Perma- 
nente  Clinic.  5055  N.  Greeley,  Portland,  Ore.  97217. 


GP'S  NEEDED— To  join  group  of  4 GP's  in  ideal  general 
practice  in  suburban  community  one-half  hour  from 
Seattle,  Wash.  Small  local  hospital.  OB,  surgery  and 
trauma  work  as  desired.  High  income  par  simple  system — 
all  incentive,  no  seniority.  Alternating  call  system,  thus 
good  hours.  Unlimited  recreation — mountains  and  salt 
water.  Contact  R.  H.  Eddings,  M.D.,  Snoqualmie  Valley 
Clinic,  Snoqualmie,  Wa..  98065,  (206)  888-2299  or  222-5712. 


LOCUM  TENENS— August  1969.  For  further  information  call 
or  write  Paul  R.  Sargent,  M.D.  11460-lst  Ave.  S..  Seattle, 
98168,  phone  242-7515. 


OTOLARYNGOLOGIST-EXCELLENT  OPPORTUNITY-Medical 

Center,  including  a new  general  hospital,  located  in  a 
rapidly  expanding  Portland  suburban  community.  For 
particulars,  contact  Administrator,  Dwyer  Memorial  Hos- 
pital, 420-32nd  St.,  Milwaukie,  Ore.  97222,  phone  659-6111. 


PARTNERSHIPS— General  practitioner  in  modern  new  clinic 
in  high  income  Portland  suburb  wishes  associates, 
GP’s  or  specialists.  Management  and  starting  salary  or  % 
offered.  R.  R.  Foggia,  M.D.,  3993  S.W.  Lake  Grove  Ave., 
Lake  Oswego,  Ore.  97034.  Phone  636-5660  - 228-8474. 


ONLY  PHYSICIAN  IN  FAST  GROWING-Seattle,  Wa.,  subur- 
ban community  (school  enrollment  2,500)  is  leaving  Sept. 
1969  for  health  reasons.  Fully  equipped  office  in  shopping 
center  with  two  dentists.  Two  major  new  hospitals  16 
minutes  away.  Evening  and  weekend  coverage.  Unusual 
opportunity.  Phone  (206  ) 432-4751. 


GENERAL  PRACTICE,  SUBURBAN,  TACOMA-After  13  years, 
leaving  general  practice  in  University  Place  to  join  Peace 
Corps.  Equipment  and  office  available  after  June  1.  1969. 
Phone  G.  H.  Hess,  M.D..  (206)  564-9755. 


LARGE  AND  BUSY  PRACTICE-Of  deceased  physician.  Mod- 
ern brick  and  wood  clinic  building.  Two  wings  with 
common  waiting  room.  Dental  office  in  one  wing.  Three 
fully  equipped  examining  rooms,  x-ray  room,  lab.  and 
private  office.  Large  business  office  with  files  intact. 
The  community  is  desirous  of  a qualified  man  to  carry 
on  this  practice.  Potential  unlimited.  Financial  arrange- 
ments can  be  made  with  no  cash  outlay.  Contact  Franz 
M.  Suhadolnik,  D.D.S.,  Lake  Stevens  Clinic,  Lake  Stevens, 
Wa.  98258. 


ENT— Psychiatric,  general  practice  and  other  physicians 
needed  for  modern  90-bed  JCAH  hospital  in  town  of 
15,000  on  interstate  freeway  in  S.W.  Oregon.  Write  Box 
40-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


GENERAL  PRACTITIONER  WANTED-Beautiful  Olympic  Penin- 
sula. Year  ’round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1.500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


GENERAL  PRACTITIONERS  NEEDED-Excellent  opportunity 
for  two  GP’s  to  develop  rewarding  practices  in  an  ex- 
panding progressive  community  of  6,000,  servicing  a 
population  of  14,000.  Several  types  of  group  association 
and  off-time  coverage  available.  Located  in  the  heart  of 
beautiful  Puget  Sound  country.  Mild  year  ’round  climate 
offers  best  in  hunting,  fishing,  boating,  water  sports,  snow 
skiing  and  mountain  climbing.  Six  physicians  greatly 
overloaded.  New  $2y2  million  56-bed  general  hospital 
opened  October  1968.  Substantial  income  supplement  plus 
other  financial  assistance  designed  to  make  easy  transi- 
tion available  to  selected  physicians.  Reply  in  confidence 
to  Mr.  J.  B.  Stentz,  Shelton  General  Hospital  Foundation, 
P.  O.  Box  444,  Shelton,  Wa.  98584. 


GENERAL  PRACTICE  OPPORTUNITY-Retiring,  will  introduce 
my  practice  to  physician  leasing  my  Mercer  Island  office. 
Call  AD  2-0713  after  6:00  P.M..  or  write  Box  305,  Mercer 
Island,  Wa.  98040. 


LOCUM  TENENS— 4-man  GP  group,  Seattle,  Wash.,  suburb. 
June,  July,  August  1969.  Guaranteed  $1,800,  per  month. 
Wash,  license  required.  Write  Box  36-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wa.  98121. 


PHYSICIANS  WANTED— Radiologist,  (board  certified  or  eli- 
gible), urologist,  (board  certified  or  eligible),  and 
general  practitioner  for  active  275-bed  GM&S  Hos- 
pital; excellent  supporting  staff.  Attractive  salary  and 
retirement  seystem  with  superb  sick  and  annual  leave 
benefits.  In  the  heart  of  the  beautiful  San  Joaquin  Valley, 
with  unlimited  outdoor  recreational  opportunities  at  near- 
by Sierra  Nevada  and  coastal  resorts.  Nondiscrimination  in 
employment.  For  further  information  write,  Director 
or  Chief  of  Staff,  Veterans  Administration  Hospital,  2615 
Clinton  Ave.,  Fresno,  Ca.  93703.  Phone  209-227-2941,  ext.  215. 


ORTHOPEDIST— The  80  physician  Permanente  Clinic  seeks 
an  additional  orthopedist.  Board  certified  or  board  eligible. 
Partnership  after  2 years  if  mutually  satisfactory.  Progres- 
sive increments,  retirement  and  other  benefits.  Starting 
income  $30,000.  Norman  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


SURGICAL  PRACTICE  FOR  SALE-Because  of  illness.  Excel- 
lent income,  70%  referrals.  Qualified  surgeon  only.  P.  B. 
Loggan,  M.D.,  #5,  Cedar  Gates,  Longview,  Wa.  98632. 


UROLOGIST— TRe  80  physician  Permanente  Clinic  seeks  a 
3rd  urologist.  Board  certified  or  board  eligible.  Partnership 
after  2 years  if  mutually  satisfactory.  Progressive  incre- 
ments, retirement  and  other  benefits.  Starting  income 
$30,000.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217. 
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SITUATION  WANTED 


OB-GYN— Will  complete  residency  June  1970  and  desire  to 
join  a group  practice  in  the  Northwest,  preferably  in  Se- 
attle area.  Draft  exempt.  G.  V.  Tweed,  M.D.,  Kansas  City 
Gen.  Hosp.,  & Med.  Center,  24th  & Cherry  St.,  Kansas 
City,  Mo.  66108. 


EQUIPMENT 


FOR  SALE Hamilton  pediatric  examining  table  with  built-in 

scale  and  Raytheon  microtherm.  Reasonable.  Write  Box 
39-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 
PICKER  X-RAY— 100  ma  - 100  kv.  Buc’ky  - fluoroscope  . 
ME  2-2764,  Seattle. 


OFFICE  SPACE 


BEND,  OREGON— Medical  office  for  rent.  Perfect  for  indi- 
vidual practitioner.  One-year  sublease  to  start.  For 
additional  information,  phone  (503)  382-8311. 


PHYSICIAN'S  OFFICE— Located  at  3601  S.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick. 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash 
98104. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes.  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


EDMONDS  MEDICAL  OFFICES— New  Deluxe  Award  Design. 
Carpeting,  drapes,  built-ins.  Up  to  1,600  sq.  ft.  Near  hos- 
pital. 24 11 -5th  St.  S.E.  (same  as  212th  S.W.).  PR  8-4333  or 
PR  8-2205. 


FOR  RENT  OR  SALE— Office  across  street  from  hospital  in 
Auburn,  Wa.,  write  Box  37-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wa.  98121. 


GYNECOLOGIST  WANTED— For  last  vacancy  in  attractive 
medical  building  close  to  hospital.  Unusual  opportunity 
in  growing  community  of  Eastern  Washington.  Contact 
Mr.  Howard  Baker,  Mgr.,  Medical  Arts  Bldg.,  P.O.  Box  704, 
Pasco,  Wa.  99301. 


BEND,  OREGON— Medical  office  for  lease.  Take  over  cur- 
rent practice.  Good  parking.  Central  Oregon’s  ski  and 
outdoor  area.  Dean  W.  Masterson,  D.M.D.,  906  E.  Green- 
wood, Bend,  Ore.  97701. 


Interested  in 

Industrial  Medicine 

7 

■ 

The  Boeing  Company  has  sev- 
eral openings  for  qualified  physi- 
cians, both  full  and  part  time. 
Assignments  are  in  the  Seattle, 
Renton  and  Everett  areas  in  con- 
nection with  Boeing's  Occupa- 
tional Medicine  Clinic. 

For  complete  information,  in- 
cluding the  nature  of  the  work  and 
schedule  arrangements,  please 
telephone  Franz  Bartl,  M.D.,  at 
(206)  237-7291.  Boeing  is  an 
equal  opportunity  employer. 


ACHROMYCIN®  Y 


TETRACYCLINE  HC1 


481D-9 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — July  13-17,  1969,  New 
York  City;  June  21-25,  1970,  Chicago; 
June  20-24,  1971,  Atlantic  City. 


AMA  Clinical— Nov.  30-Dec.  3,  1969, 

Denver;  Nov.  29-Dec.  2,  1970,  Bos- 
ton; Dec.  1-4,  1974,  Portland,  Ore. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — Annual 
Meeting,  July  2-5,  1969,  Sun  Valley; 
July  1-5,  1970,  Sun  Valley;  June  30- 
July  4,  1971,  Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico — Sept.  24-27,  1969,  Albu- 

querque, New  Mexico. 

Exec.  Sec.,  Mrs.  Virginia  E.  Bryant, 
Phoenix,  Ariz. 


North  Pacific  Pediatric  Society — 

Sept.  28-Oct.  1,  1969,  Northshore 
Lodge,  Coeur  d’Alene,  Idaho. 

Pres.,  William  A.  Jaquette,  Jr.,  Mer- 
cer Island,  Wash. 

Sec.,  Leslie  Mackoff,  Seattle,  Wash 


Northwest  Rheumatism  Society — Annual 
Meeting,  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland. 

Pres.,  Bruce  R.  Zimmerman,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 

Northwest  Society  of  Plastic  Surgeons — 
Annual  Meeting,  Mar.  4-7,  1970,  Sun 
Valley,  Idaho. 

Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 


Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  23-25,  1969, 
Bayshore  Inn,  Vancouver,  B.C. 
Pres.,  George  Norton,  Vancouver, 
B.C. 

Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  13-15,  1969,  Hilton 
Inn,  San  Diego 

Pres.,  Roy  R.  Matteri,  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


OREGON 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov.;  Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting  April  1970. 

Pres.,  David  Frisch,  Portland 
Sec.,  Troy  R.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks.  Salem 
Sec..  Narain  B.  Jetmalani,  Salem 


Oregon  Pathologists  Association — 2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres.,  John  L.  Lang,  Corvallis 
Sec..  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club, 
Portland.  Annual  Meeting,  June 
14,  1969. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Society  of  Allergy  — Annual 
Meeting,  September  1969. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.,  Jan. 
through  May).  Heathman,  Portland. 
Annual  Meeting,  Nov.  22,  1969. 
Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell.  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — last 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland. 
Pres.,  Paul  Metzger,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May.  Sept.-Nov.);  An- 
nual Meeting,  May  27,  1969. 

Pres.,  Grant  B.  Hughes.  Portland 
Sec.,  Kenneth  G.  Paltrow,  Portland 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May). 

Pres.,  Thomas  R.  Montgomery,  Port- 
land 

Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Howard  Pyfer,  Seattle 
Sec..  Leonard  Nevler,  Seattle 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Pres.,  Samuel  H.  Tarica,  Seattle 
Sec.,  Rick  L.  Johnson,  Seattle 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.);  Annual  Fall  Assembly, 
Sept.  19-20,  1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Fri. 

(Sept.-May),  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan. 
30-31,  1970,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Pres.,  George  T.  Wallace,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Pres.,  Theodore  R.  Haley,  Tacoma 
Sec.,  Robert  W.  Florence,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.- June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Anes- 
thesiologists— Quarterly.  Seattle. 

Annual  Meeting,  Sept.  13,  1969. 
Pres.,  Richard  L.  Pokomy,  Spokane 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Albert  W.  Bostrom.  Yakima 
Sec.,  Richard  E.  Muzzall,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  Happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D 
Charles  S.  Belknap,  M.D. 

Consulting  Psychiatrist 

Physicians 
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TUESDAY 


MONDAY 


SUNDAY 


WEDNESDAY 


FRIDAY 


THURSDAY 


SATURDAY 


Ovulen -27 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

works  the  way  a 
woman  thinks 


by  weekdays...not  "cycle  days” 


Whether  it  be  "shopping  day,”  "bridge  day” 
or  "housecleaning  day,”  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  "cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week. . .because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

7he  same  Ovulen  in  the  same  low  dosage... 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  Jbree  Weeks  On — One  V’eek  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication  — Oral  contraception. 

Contraindications  — Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia,  undiagnosed  abnormal  genital 
bleeding. 

Warnings — Watch  for  the  earliest  manifestations  of  thrombotic  disor- 
ders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  embolism, 
retinal  thrombosis);  if  present  or  suspected  discontinue  the  drug 
immediately. 

British  studies  reported  in  April  19681-2  estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic  diseases 
in  women  taking  oral  contraceptives.  In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and  58  hospitalizations  due  to  “idio- 
pathic” thromboembolism,  statistical  evaluation  indicated  that  the  differences 
observed  between  users  and  non-users  were  highly  significant.  The  conclu- 
sions reached  in  the  studies  are  summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates 
Due  to  Thromboembolic  Disease  in  Users  and  Non-Users 
of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

Precautions  — Pretreatment  physical  examination  should  include  special 
reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou  smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by  Ovulen. 
Therefore,  it  is  recommended  that  such  tests  if  abnormal  be  repeated  after 
the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the  influence 
of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  consider 
nonfunctional  causes.  Adequate  diagnostic  measures  are  indicated  in 
undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  percentage 
of  patients  on  ora!  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  observed  carefully 
while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen  should 
be  used  judiciously  in  young  patients  in  whom  bone  growth  is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although 
Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  relevant 
specimens  are  submitted. 

Adverse  Reactions  — A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  serious 
adverse  reactions:  cerebrovascular  accidents,  neuro-ocular  lesions,  e.g., 
retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleeding,  spotting,  change 
in  menstrual  flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma 
or  melasma,  breast  changes  (tenderness,  enlargement,  secretion),  change 
in  weight,  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals, 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme 
and  nodosum,  hemorrhagic  eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives: 
hepatic  function:  increased  sulfobromophthalein  and  other  tests;  coagula- 
tion tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and 
decrease  in  T3  uptake  values;  metyrapone  test,  pregnanediol  determination. 


No  comparable  studies  are  yet  available  in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to  women  in  other  countries 
in  which  the  incidences  of  spontaneously  occurring  thromboembolic  disease 
may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or  migraine. 
Withdraw  medication  if  papilledema  or  retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  pregnancy  be  ruled  out  for  any  patient  who  has  missed 
two  consecutive  periods  before  continuing  the  contraceptive  regimen.  If  the 
patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
nancy should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range 
effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : Brit.  Med. 

J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R. : Brit.  Med.  J. 
2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 
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No  Hepatitis  in  Over 
12  Years  of  Use 

Plasmanate 

Plasma  Protein  Fraction 
(Human),  5%,U.S.P 


An  alternative  to  stored  pooled  plasma 


PLASMANATE® 
Plasma  Protein  Fraction 
(Human),  5%^U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

l i 

Electrolytes 

Na—  110  mEq  L 
Cl  — 50  mEq  L 
K -0.25  mEq  L 

Na— 154  mEq  L 
Cl  -124  mEq  L 
K — .03  to  .05  mEq  L 

- t? 

Na— 142  mEq  L 
Cl  -103  mEq  L 
K - 5 mEq  L ? 

Plasma 

Proteins 

Present 

Albumin  —88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  —57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 
Gamma  Globulin— 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4Vz%  ! 

•'  Plasmanate  is  available  in  50  ml.  vials  (pediatric 

size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  sets. 

World  Leader  in  Human  Plasma  Fractions 
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A new  clinical 
laboratory  service 

..from  Upjohn? 


If  you  share  the  increasing  concern  about  laboratory 
reliability,  you'll  be  interested  in  LABORATORY  PRO- 
CEDURES. A separate  division  of  The  Upjohn  Com- 
pany, it  is  planned  to  eventually  encompass  a 
national  network  of  regional  laboratories.  The  first 
regional  center  is  now  serving  physicians  in  the  western 
states. 

No  laboratory  is  perfect.  But  the  Laboratory  Procedures 
approach  is  a big  step  in  the  right  direction.  Why? 
Because  Laboratory  Procedures  starts  with  a qualified 
professional  and  technical  staff.  Utilizes  advanced 
instrumentation  and  sophisticated  procedures.  Em- 
phasizes computer-assisted  automated  analysis  wher- 
ever possible.  And  builds  in  quality  control  through- 
out. 


One  result  is  the  attainment  of  high  standards  in  re- 
producible accuracy.  Another  is  the  efficiency  in  per- 
formance of  clinically  meaningful  group  tests  which 
help  make  the  private  practice  of  preventive  medicine ) 
more  practical. 

Ready  to  serve  you  and  your  patients 

Laboratory  Procedures  offers  you  a functional,  easy-to- 
use  system  for  collecting  samples,  ordering  tests,  and  i 
submitting  specimens  by  mail  for  a wide  line  of  pro- 
cedures. And  billing  is  specific  by  test  and  patient — I 
no  minimums,  maximums  or  contract. 

Put  the  scientific  experience  and  research  orientation) 
of  Upjohn  to  work  on  your  laboratory  needs  now.' 
Write  for  more  information:  Department  A, 


LABORATORY  PROCEDURES 


Division  of  The  Upjohn  Company 

P.O.  Box  6000,  Inglewood,  California  90301 


SM  (Service  Mark)  and  ©1968,  The  Upjohn  Company 
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Lactinex 

TABLETS  A GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.1-2-3-4’5’6’7'8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request . 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore,  Maryland  21201 
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Priscoline 

(tolazoline) 

could  help 

In  the  big  city.  Eager  for 
fun.  Too  bad  he  can  never  leave 
peripheral  vascular  disease 
behind.  Along  with  his  cold  feet 
and  clumsy  boots. 

Now  he’s  about  to  get  a 
cold  shoulder  too. 

His  next  step  should  be 
Priscoline.  It  dilates  peripheral 
blood  vessels,  increases  blood 
flow  to  extremities.  Helps 
relieve  numbness  and  chill 
associated  with  PVD. 

And  Priscoline  helps 
patients  prone  to  claudication 
move  around— makes  walking 
less  painful. 

Priscoline  could  help  this 
country  gentleman  warm  his 
feet.  If  not  her  heart. 

Please  turn  page  for 
prescribing  information  on 
Priscoline,  oral  peripheral 
vasodilator. 


C I B A 


Priscoline  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral\ksodilator 


BOOKS 


INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach  ; use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 

ADVERSE  REACTIONS 

Occasional:  nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 

DOSAGE 

Careful  individualization  of 
dosage  is  required. 

Tablets:  Usually  25  mg  4 to  6 
times  daily  is  sufficient.  If  necessary 
dosage  may  be  increased  gradually 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Lontab 
every  12  hours  w ill  achieve  the  same 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Thus, 
continuous  action  throughout  the 
night  is  achieved  without  the  need  for 
arising  to  take  additional  medication. 
SUPPLIED 

Tablets,  25  mg  (white,  scored) ; 
bottles  of  100  and  1000. 

Lontabs,  80  mg  (bright  yellow) ; 
bottles  of  100. 

I.ONTABS®  (long-acting  tablets  CIBA) 
Please  consult  complete  literature 
before  prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey 
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as  space  permits. 

Paramedical  Dictionary:  A Practical  Dictionary  for  the 
Semi-Medical  and  Ancillary  Medical  Professions.  By  J.  E. 
Schmidt,  M.D.  423  pp.  Price  $8.75.  Charles  C Thomas, 
Springfield,  111.  1969. 

Public  Relations  for  Hospitals:  A Practical  Handbook.  By 
Harold  P.  Kurtz,  M.S.  Director  of  Public  Relations,  Lu- 
theran General  Hospital,  Park  Ridge,  Illinois.  150  pp. 
Illustrated.  Price  $8.00.  Charles  C Thomas,  Springfield, 
111.  1969. 

Experimental  Viral  Hepatitis.  By  Marcello  Piazza,  M.D. 
Libero  Docente  of  Biochemistry  and  Infectious  Diseases, 
University  of  Naples;  Assistant  Professor,  Clinic  of  In- 
fectious Diseases,  Medical  School,  University  of  Naples, 
Naples,  Italy.  274  pp.  Illustrated.  Price  $22.50.  Charles  C 
Thomas,  Springfield,  111.  1969. 

A Radiographic  Standard  of  Reference  for  the  Growing 
Knee.  By  S.  Idell  Pyle,  Ph.D.  Department  of  Anatomy, 
Case  Western  Reserve  University,  School  of  Medicine, 
Cleveland,  Ohio;  and  Normand  L.  Hoerr  (1902-1958).  The 
Henry  Willson  Payne  Professor  of  Anatomy,  Western 
Reserve  University,  School  of  Medicine,  Cleveland,  Ohio 
(1939-1958).  135  pp.  Illustrated.  Price  $6.25.  Charles  C 

Thomas,  Springfield,  111.  1969. 

Diagnosis  and  Management  of  Pain  Syndromes.  2nd  Ed. 
By  Bernard  E.  Finneson,  M.D.,  F.A.C.S.  Chief  of  Neuro- 
logical Surgery,  Crozer-Chester  Medical  Center,  Chester, 
Sacred  Heart  Hospital,  Chester,  Taylor  Hospital,  Ridley 
Park,  Pa.  337  pp.  Illustrated.  Price  $12.50.  W.  B.  Saunders 
Company,  Philadelphia,  Pa.  1969. 

The  Evolution  of  Preventive  Medicine  in  the  United  States 
Army,  1607-1939.  By  Stanhope  Bayne-Jones,  M.D.  Prepared 
and  published  under  the  direction  of  Lieutenant  General 
Leonard  D.  Heaton,  The  Surgeon  General,  United  States 
Army;  Editor-in-Chief,  Colonel  Robert  S.  Anderson,  MC, 
USA.  255  pp.  Illustrated.  Price  $2.50.  U.S.  Government 
Printing  Office,  Washington,  D.C.  1968. 

Prosthetic  Heart  Valves  By  Lyman  A.  Brewer  III,  M.D., 
Editor-in-Chief;  Clinical  Professor  of  Surgery,  University 
of  California,  Irvine;  California  College  of  Medicine,  and 
University  of  Southern  California  School  of  Medicine, 
Los  Angeles;  Professor  of  Surgery,  Loma  Linda  University 
School  of  Medicine,  Loma  Linda,  California.  909  pp. 
Illustrated.  Price  $12.50.  Charles  C Thomas,  Springfield, 
111.  1969. 

The  General  Practice  of  Community  Psychiatry.  By  Ralph 
Crawshaw,  M.D.  248  pp.  Price  $8.75.  The  Benjamin  Rush 
Foundation,  Beaverton,  Oregon.  1969. 

The  Lungs  in  Systematic  Diseases.  By  Eli  H.  Rubin,  M.D., 
F.A.C.P.,  F.C.C.P.  Professor  of  Clinical  Medicine,  Albert 
Einstein  College  of  Medicine,  Yeshiva  University;  Attend- 
ing Physician,  Division  of  Pulmonary  Medicine,  Monte- 
fiore  Hospital  and  Medical  Center;  Visiting  Physician, 
Chest  Service,  Bronx  Municipal  Hospital  Center;  Consult- 
ing Physician,  Bronx-Lebanon  Hospital  Center;  and  Mor- 
risania  City  Hospital,  New  York,  New  York;  and  Stanley 
S.  Siegelman,  M.D.  Assistant  Professor  of  Radiology,  Al- 
bert Einstein  College  of  Medicine,  Yeshiva  University; 
Associate  Attending  Physician,  Division  of  Diagnostic 
Roentgenology,  Montefiore  Hospital  and  Medical  Center, 
New  York,  New  York.  312  pp.  Illustrated.  Price  $20.75. 
Charles  C Thomas,  Springfield,  111.  1969. 

Surgery  of  Acquired  Vascular  Disorders.  By  Benjamin 
B.  Jackson,  M.D.,  F.A.C.S.  Vascular  Surgeon,  Norton 
Memorial  Infirmary,  Louisville,  Kentucky.  479  pp.  Illus- 
trated. Price  $22.50.  Charles  C Thomas,  Springfield,  111. 
1969. 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
3k  nesium  hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 


Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 
action  of  simethicone.2 

Dosage.  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Danhof,  I.  E Report  on  file.  2.  Hoon,  J.  R.  Arch.  Surg.  93:467  (Sept.)  1966. 


I 


r 
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WiHHnHHnS 

Both  breathe  easier  with 


BROJVKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning— may  be  habit-forming); 
thenyldiamine  HCI  10  mg. 


FOR  RELIEF  OF  SYMPTOMS  IN  EMPHYSEMA  AND  CHRONIC  BRONCHITIS 

RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 
hours,  not  to  exceed  five  times  daily.  Children  over  6:  one 
half  adult  dose.  Dosage  should  be  adjusted  to  the  severity 
of  the  condition  and  response  of  the  individual  patient. 
PRECAUTIONS:  With  Bronkotabs  therapy,  sympa- 
thomimetic side  effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleeplessness.  Bronkotabs 
should  be  used  with  caution  in  the  presence  of  hyper- 
tension, heart  disease  or  hyperthyroidism.  Drowsiness 
may  occur.  Patients  should  be  cautioned  not  to  drive  or 
operate  machinery  when  taking  Bronkotabs. 
SUPPLIED:  Bottles  of  100  and  1,000  scored  tablets. 

LliUlU  BREON  LABORATORIES  INC., 

90  PARK  AVENUE,  NEW  YORK,  N.Y.  10016 


‘Pi'nfi  Puffer * Most  typically  the  patient  with 
moderate  to  advanced  emphysema,  thin  “anxious”  appearance  and 
characteristically  overinflated  chest.  Greatly  reduced  ventilatory 
capacity,  increased  residual  capacity.  Marked  dyspnea  on  slight  or 
moderate  exertion.  Significant  respiratory  effort,  dry 
unproductive  cough. 

*Btue  Bloater ’ Most  typically  the  patient  with 
a long  history  of  chronic  bronchitis  punctuated  by  acute  inflammatory 
episodes.  May  be  stocky  or  of  average  weight;  may  eventually 
become  edematous.  Elevated  PCO2,  alveolar  hypoventilation,  cyanosis. 
Dyspnea  on  slight  or  moderate  exertion.  Frequent  cough,  often 
purulent  or  mucopurulent  sputum. 

Potent  broncho  dilation, 
decongestion  and 
expectorant  action 

Whatever  “color  syndrome”  your  patients  suffer,  Bronkotabs  gives 
symptomatic  relief  and  reassurance.  Bronkotabs  multiple  actions  help 
reduce  frequency  and  severity  of  acute  episodes  in  “pink  puffer”  and 
“blue  bloater”  alike... help  loosen  secretions,  clear  airways  and 
keep  them  clear.  Sympathomimetic  side  effects  are  minimal. 
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For  the 

"Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  IV2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 

Dexamyl 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule9 

brand  of  sustained  release  capsules 

curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


SK 

&F 

Smith  Kline  & French  Laboratories 


| ■’ 


|| 
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but  Detore  you  presence  Pertofrane.  please  see 
the  full  prescribing  information  and  especially 
note  Contraindications,  Precautions,  Warning, 
Adverse  Reactions  and  Dosage.  A brief  summary 
of  that  information  is  included  here. 

Pertofrane*desipramine  hydrochloride 


Indications:  For  relief  of  depression. 
Contraindications:  Do  not  use  drugs  of  the 
M.A.O.I.  class  with  Pertofrane.  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur; 
potentiation  of  adverse  effects  can  be  serious  or 
even  fatal.  When  substituting  this  drug  in  pa- 
tients receiving  an  M.A.O.I.,  allow  an  interval  of 
at  least  7 days.  Initial  dosage  in  such  patients 
should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning : Activation  of  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients.  Do 
not  use  in  patients  under  1 2 years  old,  and  do  not 
use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  poten- 
tial risk. 

Precautions:  Careful  supervision  and  protective 
measures  for  potentially  suicidal  patients  are 
necessary.  Discontinuation  of  therapy  or  adjunc- 
tive useof  a sedative ortranquilizer  may  be  neces- 
sary in  the  presence  of  increased  anxiety  or  agita- 
tion, hypomania  or  manic  excitement.  However, 
phenothiazines  may  aggravate  the  condition. 
Atropine-like  effects  may  be  more  pronounced 
(e  g.  paralytic  ileus)  in  susceptible  patients  and  in 
those  receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents).  Carefully  observe  pa- 
tients with  increased  intraocular  pressure.  Pre- 
scribe cautiously  in  hyperthyroid  patients  and  in 
those  receiving  thyroid  medications.  Cardio- 
vascular complications  (myocardial  infarction 
and  arrhythmias)  are  potential  risks  since  they 
have  occasionally  occurred  with  imipramine, 
the  parent  compound.  Desipramine  may  block 
the  pharmacologic  activity  of  guanethidme  and 
related  adrenergic  neuron-blocking  agents.  Hy- 
pertensive episodes  have  been  observed  during 
surgery  in  patients  on  desipramine  therapy. 
Before  prescribing  thedrug.  the  physician  should 
be  thoroughly  familiar  with  prescribing  informa- 
tion. with  the  literature,  with  all  adverse  reac- 
tions. with  the  diagnosis  and  management  of  de- 
pression. and  with  the  relative  merits  of  all  meas- 
ures for  treating  the  condition. 

Adverse  Reactions:  Dry  mouth,  constipation, 
disturbed  visual  accommodation,  anorexia,  per- 
spiration, insomnia,  drowsiness,  dizziness,  head- 
ache. nausea,  epigastric  distress,  and  skin  rash 
(including  photosensitization)  may  appear.  Since 
orthostatic  hypotension  has  occurred,  carefully 
observe  patients  requiring  concomitant  vasodi- 
lating therapy,  particularly  during  the  initial 
phases.  Other  adverse  reactions  include  tachy- 
cardia. changes  in  EEG  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuromuscular  in- 
coordination, epileptiform  seizures  A confu- 
sional  state  (with  such  symptoms  as  hallucina- 
tionsand  disorientation)  occurs  occasionally  and 
may  require  reduced  dosage  or  discontinuance 
of  therapy.  Rarely,  transient  eosmophilia,  slight 
elevation  in  transaminase  levels,  transient  jaun- 
dice, orliver  damage  have  occurred.  If  abnormal- 
ities occur  in  liver  function  tests,  discontinue 
drug  and  investigate.  Occasional  hormonal  ef- 
fects. particularly  decreased  libido  or  impotence 
and  instances  of  gynecomastia,  galactorrhea 
and  female  breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention  may 
occur.  Thedrugshouldbediscontinued  if  agranu- 
locytosis, bone  marrow  depression,  jaundice, 
thrombocytopenia,  or  purpura  occur. 

Dosage:  25  to  50  mg.  t.i.d.  The  maximum  daily 
dose  is  200  mg.  Continue  maintenance  dosage 
for  at  least  2 months  after  obtaining  satisfactory 
response.  Generally,  elderly  and  adolescent  pa- 
tients should  be  given  low  doses. 

Availability  Pink  capsules  of  25  mg.  in  bottles  of 
100  and  1000.  (BJ46-530-E 

For  complete  details,  please  see  the  prescribing 
information 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  (eiM 
Ardsley.  New  York  10502 


What  makes  al 


A man? 

Another  woman? 

Three  kids? 

No  kids  at  all? 

Wrinkles? 

You  name  it. 

Is  she 

truly  depressed? 

Is  that  why  she  lets  go 
in  your  office? 

You  comfort  her. 

Talk  to  her. 

And,  if  she  is  depressed, 

consider  Pertofrane. 

Because 

in  3 to  5 days 

she  can  often  begin 

to  cope, 

work, 

maybe  play, 
even  enjoy. 


Pertofrane8  1 

desipramine  hydrochloride 

In  depression... 

when  words  are  not  enough 


Should 
grape-flavored 
Novahistine  DH 

come  in  ajar? 


We  never  quit  looking  for  ways  to  make 
Novahistine®  DH  even  more  appealing  to 
your  young  patients.  After  all.  we  were  kids 
ourselves  once. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 

So.  we  combined  a fresh,  grape  flavor,  that 
children  really  like,  with  an  effective  and 
well -tolerated  decongestant-antitussive 
formulation  that  really  works  to  relieve  those 
dry.  useless  coughs  typical  of  colds  or  flu. 
You'll  find  Novahistine  DH  particularly  effective 
at  controlling  frequency  and  intensity  of  cough 
spasms  without  abolishing  cough  reflex. 

Each  5-ml.  teaspoonful  of  Novahistine  DH 


decongestant-antitussive  contains  codeine 
phosphate.  10  mg.  (warning:  may  be  habit- 
forming); phenylephrine  hydrochloride.  10  mg. 
chlorpheniramine  maleate.  2 mg.;  chloroform. 
13.5  mg.;  l-menthol,  1 mg.;  alcohol  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness  may 
result.  Continuous  dosage  over  an  extended 
period  is  contraindicated,  since  codeine 
phosphate  may  cause  addiction. 

PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 
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CORRESPONDENCE 


This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  ric^nt  of  individuals  to  speak  for  them- 
selves. Ed. 


No  Higher  Praise 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Will  you  pass  on  to  Joseph  Beeman,  M.D.,  my 
congratulations  for  his  superb  article  “The  Physi- 
cian in  Court”  (April  1969)  which  was  also  deliv- 
ered as  a paper  before  the  Medical  School  in  Port- 
land. I have  made  it  a point  to  read  everything  I 
can  about  this  subject  for  the  last  ten  years  or  so. 
Nothing  I have  ever  read  before  has  given  this 
message  with  such  clarity,  practicality,  down-to- 
earth,  hit-the-nail-on-the-head  style,  or  given  the 
message  better  to  medical  students  and,  indeed,  all 
of  us  doctors.  And,  with  all  of  this,  it  was  even 
highly  entertaining.  One  more  thing:  I congratu- 
late him  for  his  accuracy  and  judgment  in  this 
subject  inasmuch  as  his  views  mirror  mine  exactly. 
Could  I give  higher  praise  than  this? 

Sincerely, 

PETER  FISHER,  M.D. 


International  Congress  on  Social 
Psychiatry 

Olympia,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I am  a member  of  the  Advisory  Board  of  the 
Second  International  Congress  on  Social  Psychiatry 
which  meets  in  London  August  3-10,  1969.  I would 
appreciate  it  very  much  if  some  notice  of  this  meet- 
ing could  be  incorporated  in  the  upcoming  issues 

of  NORTHWEST  MEDICINE. 

The  Second  International  Congress  will  attract 
social  psychiatrists  and  representation  from  the  re- 
lated disciplines  from  throughout  the  world.  It  is 
an  opportunity  for  an  international  exchange  of 
ideas  in  a rapidly  changing  orientation  in  social 
psychiatric  thinking.  Individuals  attending  the  con- 
ference will  have  an  opportunity  to  confer  with  their 
colleagues  in  every  phase  of  social  psychiatric  pro- 


gramming with  heavy  emphasis  being  placed  on 
community  psychiatry. 

Special  excursion  type  flights  are  being  organ- 
ized. Individuals  interested  in  attending  could 
contact  Joshua  Bierer,  Seven,  Hollycroft  Avenue, 
London  N.  W.  3.  I would  be  happy  to  respond  to 
inquiries  since  I am  a member  of  the  Advisory 
Board  and  serve  as  a local  representative. 

Sincerely  yours, 

WILLIAM  R.  CONTE,  M..D 

Director,  Department  of  Institutions 
State  of  Washington 


pregnancy 

can  be 
fun... 

when 

iron-deficiency 
anemia  is  gone 


FERGON 

brand  of  ferrous  gluconate 

Quickly  raises  hemoglobin  levels, 
restores  iron  reserves.  Well-tolerated 
and  easy  on  the  budget,  too. 

SUPPLIED:  320  mg  tablets  in  bottles  of 
100,  500  and  1,000. 

I:imi  BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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NOTES : 


RhoGAM  price  cut  again.  The  vaccine  that  keeps  Rh 
negative  mothers  from  developing  immunity  to  Rh  positive 
blood,  has  been  reduced  in  price  for  the  second  time  within 
the  first  year  of  its  introduction.  Price  when  first  intro- 
duced was  $64.80  per  dose.  Last  October  it  was  reduced  to 
$46.60.  Reduction  announced  last  month  brings  the  price 
to  $35.10  per  dose. 

Hill-Burton  up  for  renewal.  H.R.  11102  has  been 
reported  favorably  by  the  House  Interstate  and  Foreign 
Commerce  Committee.  It  provides  $300  million  for  loan 
guarantees  for  modernization  and  construction  of  health 
facilities,  and  grants  for  construction  of  hospitals, 
public  health  centers,  long  term  care  facilities,  diag- 
nostic and  treatment  centers,  rehabilitation  facilities, 
modernization  projects,  and  construction  of  emergency  rooms 
in  hospitals.  Projects  must  be  reviewed  by  regional  plan- 
ning bodies  but  they  do  not  get  veto  power.  One  amendment 
would  permit  government  to  pay  first  3 percent  on  loans, 
another  would  prohibit.  Grist  for  the  legislative  mill. 

Have  you  visited  the  Oregon  Regional  Primate  Research 
Center  at  Beaverton?  It's  beautiful.  If  you  doubt  there's 
religion  in  research,  you'll  get  a bit  of  the  idea  there  is 
when  you  see  it.  A visit  there  is  an  emotional  experience. 

Military  medical  academy  is  being  considered  this 
month  by  the  House  Armed  Services  Committee. 

Hospital  ship  HOPE  sails  for  Tunisia  in  August.  This 
will  be  the  ninth  voyage  since  the  service  was  started  in 
1960  and  the  second  to  the  African  continent.  First  trip 
to  Africa  was  in  1964,  to  Guinea.  Two  pages  of  the  eight 
page  insert,  published  by  the  Pharmaceutical  Manufacturers 
Association,  in  the  May  issue  of  Reader's  Digest  were  de- 
voted to  the  ship  and  Bill  Walsh  who  developed  the  HOPE 
program. 

Draft  defers  doctors.  President  Nixon's  message  on 
changes  in  draft  procedure  does  not  recommend  change  in 
procedure  for  drafting  doctors.  "Present  policy  against 
general  graduate  deferments  should  be  continued  with 
exception  only  for  students  in  medical  and  allied  fields 
who  are  subject  to  later  special  draft..."  Deferred 
doctors  are  liable  for  draft  until  age  35. 

Remarkable  improvement  in  intellect  has  taken  place 
since  I went  to  high  school.  Now  high  school  graduates  have 
improved  so  much  they're  capable  of  running  universities. 

H.L.H. 
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Animal  Pharmacology: 
Calming  and  taming  the  monkey 

Before 


Naturally  vicious  laboratory  sive  behavior  toward  their  han-  they  become  quite  “tame,”  yet 

monkeys  show  consistently  aggres-  dlers.  On  Valium®  (diazepam),  remain  alert  and  coordinated. 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive 
disorders  ( not  for  sole  therapy). 
Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 


increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require 
increased  dosage  of  standard 
anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or 
severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following 
abrupt  discontinuance.  Keep  addiction- 
prone  individuals  under  careful 
surveillance  because  of  their 
predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation 
or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 
Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and 


debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been 
reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutlcy,  New  Jersey  07110 


\hliuill  (diazepam) 


consistently  scored  high  in  degree  and 
duration  of  intragastric  buffering 

1 Employing  aspiration  of  gastric  juice,  indwelling  electrode, 
and/ or  Heidelberg  telemetering  capsule  techniques,*  studies 
involving  79  subjects  with  or  without  proven  peptic  ulcer  dis- 
ease compared  intragastric  buffering  capacity  of  Gelusil-M 
and  1 or  the  other  or  both  of  2 leading  ethical  antacids,  using 
comparable  doses.* 


Mean  duration  of  buffering  action  above  pH  3.5* 

Gelusil-M,  29.8  mean  minutes  (range:  18.0-51.8  minutes). 
Antacid  A,  24.6  mean  minutes  (range:  6.3-48.0  minutes). 
Antacid  B,  23.3  mean  minutes  (range:  5.9-50.0  minutes). 

Mean  duration  of  buffering  action  above  pH  5.0* 

Gelusil-M,  23.2  mean  minutes  (range:  14.3-43.9  minutes). 
Antacid  A,  10.1  mean  minutes  (range:  6.7-12.2  minutes). 
Antacid  B,  16.3  mean  minutes  (range:  8.0-24.2  minutes). 


All  three  antacids  raised  the  pH  above  3.5,  an  accepted  cri- 
terion for  antacids.  The  amount  of  time  above  this  pH  helps 
to  characterize  the  buffering  activity  of  an  antacid.  While  it 
is  not  implied  that  a direct  therapeutic  correlation  exists, 
these  techniques  do,  however,  objectively  demonstrate  the 
buffering  characteristics  of  this  new  antacid  in  terms  of  onset 
of  action,  peak  pH,  duration  of  buffering  action. 

Mean  peak  pH* 

Gelusil-M,  mean  peak  pH  6.6  (range:  5.6-7. 8). 

Antacid  A,  mean  peak  pH  5.5  (range:  4.2-7.5). 

Antacid  B,  mean  peak  pH  5.5  (range:  4.4-6. 3). 


Onset  of  action* 

In  speed  of  intragastric  buffering  action,  Gelusil-M,  Antacid  A, 
and  Antacid  B were  consistently  rapid  and  not  measurably 
different. 


•References:  Antacid  studies,  data  on  file,  Warner-Chilcott  Laboratories  Division. 

introducing 


gelusii^MJ 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate,  250  mg.  aluminum  hydroxide 
(Warner-Chilcott),  200  mg.  magnesium  hydroxide 

U.S.  Patenl  No.  3,326,755 


•tied 


a consistent  buffering  anticostivet  antacid 

t Avoids  constipation. 

See  next  page  for  prescribing  information  ► 


Gelusil-M  Liquid 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

Pleasant  mint  flavor... ideal  for  hospi-  . 
tal  or  home.  Available  in  12  fl.  oz.  and  : 
6 fl.  oz.  bottles  and  a special  hospital  I 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm.  | 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 

Also  Available:  Gelusil®  Flavor-Pack,  ! 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


The  trouble  Adipex  helps  relieve  both  the  physical  and  emotional  distress, 
with  his  stomach 
may  be 


what’s  on 
his 
mind. 


pain 


The  patient  in  your  waiting  room  who 
complains  of  vague  physical  symptoms 
could  be  reacting  to  the  emotional 
strain  of  daily  living.  All  too  often  a 
“stomach-ache”  disguises  underlying 
tension  and  anxiety. 

Adipex  can  help  these  patients  by 
relieving  symptoms  of  mild  anxiety- 
depression  and  controlling  tension- 
induced  GI  hyperactivity.  It’s  ideal  for 
short-term  management. 


Brief  Summary:  Dosage:  One  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects:  Insomnia  and  excitability  occur 
infrequently  and  usually  respond  to  decrease  in 
dosage.  Other  side  effects  include  central 
excitatory  symptoms  such  as  restlessness, 
increased  reflexes  and  irritability  or 
cardiovascular  reactions  such  as  alterations  in 
blood  pressure,  chilliness,  sweating,  anginal 
and  arrhythmias. 

Precautions:  Discontinue  use  if 

rapid  pulse,  dizziness  or  blurring  of 
vision  occurs. 

Contraindications:  Coronary 
or  cardiovascular  disease, 
hypertension, 
hyperthyroidism, 
hyperexcitable  or 
psychotic  states, 
increased  intraocular 
pressure  or  glaucoma, 
or  sensitivity, 
idiosyncrasy  or 
habituation  to  any  of 
the  components. 

How  Supplied: 

Bottles  of  100  and  1000 
tablets  or  capsules. 
Caution:  Federal 
law  prohibits 
dispensing  without 
prescription. 


Adipex 

Ty-Med 

Each  tablet  or  capsule 
contains: 

Methamphetamine 
hydrochloride  10  mg. 
Amobarbital  50  mg. 
(Warning:  May  be  habit 
forming) 

Homatropine 
methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon 
brand  of  timed- release 
medication. 

Lemmon 

Pharmacal  Company, 

Haack  Laboratories, 
Sellersville,  Pa.  18960 

© 1969  LEMMON 
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EDITORIAL 


Continuing  Education  and  Relicense 

Physician  Opinion 


No  one  engaged  in  medical  publication  will 
be  surprised,  but  others  may  be,  to  learn 
that  physicians  now  regard  medical  journals  as 
their  best  source  for  day  to  day  acquisition  of 
new  knowledge.  The  detail  man,  long  consid- 
ered the  prime  source  of  continuing  education 
of  physicians,  has  slipped  from  near  top  of  the 
preference  list  to  near  bottom.  This  change 
appears  not  to  be  primary  but  to  stem  from 
realization  that  competence  must  be  maintained 
and  that  maintenance  will  probably  be  enforced. 
Physicians  in  practice  have  accepted  the  fact 
that  continuing  medical  education  is  necessary. 
Reappraisal  of  the  values  of  sources  has  fol- 
lowed. 

Value  of  the  printed  page  as  a means  of  trans- 
mitting knowledge,  well  understood  by  pub- 
lishers, was  confirmed  by  Northwest  physicians 
when  they  responded  to  a new  survey  conducted 
by  this  journal  in  late  April.  The  mailing  list 
was  prepared  from  pages  of  the  Directory  of 
the  American  Medical  Association,  a few  names 
from  each  page  to  yield  two  hundred  from  Ore- 
gon, Washington  and  Idaho.  Geographic  loca- 
tion and  specialty  were  disregarded.  Those 
selected  were  listed  as  being  in  practice  and 
those  more  than  50  years  of  age  were  excluded. 

At  press  time  for  this  issue,  75  questionnaires 
had  been  returned.  The  questions  and  compiled 
responses  were  as  follows: 

1.  Continuing  medical  education  is: 


Necessary 

68 

Not  necessary 

1 

Helpful 

6 

The  best  routes  for  transmitting  useful  infor- 
mation are  ( graded  1 to  4): 

Postgraduate  courses 

248 

Medical  journal  articles 

176 

Specialty  society  meetings 

131 

Circuit  courses 

125 

Books 

115 

Taped  material 

111 

Hospital  staff  meetings 

111 

Library  service 

79 

Consultation  report 

75 

County  society  meetings 

72 

Television 

72 

Curbstone  consultation 

69 

Throwaway  publications 

55 

Dressing  room  conversation 

49 

Detail  men 

42 

Radio 

41 

Pharmaceutical  advertising 

34 

Pharmacist 

27 

Time  (magazine) 

21 

Reader’s  Digest 

10 

Maintenance  of  competence  to 

practice 

should  be: 

Voluntary 

35 

Enforced 

37 

If  enforced,  by  what  organization? 

State  medical  association 

26 

Specialty  board  organization 

17 

Specialty  society 

17 

American  Medical  Association 

16 

County  medical  society 

8 

National  Board  of  Medical  Examiners 

5 

State  government 

3 

Peer  review  board 

1 

U.S.  Government 

0 

American  Hospital  Association 

0 

If  enforced,  by  what  test? 

Certified  attendance  at  lectures 

29 

Report  from  committee  of  peers 

18 

Written  examination 

15 

Oral  examination 

9 

Voluntary  report  of  study 

7 

Return  to  medical  school  for  3 months 

6 

If  enforced  by  relicense  law,  how  frequently 

should  license  be  obtained? 

Five  years 

28 

Three  years 

8 

Ten  years 

7 

Four  years 

3 

Two  years 

3 

One  year 

1 

Do  you  think  action  by  AMA  or  your  State 

Medical  Association  could  prevent 

govern- 

ment  action ? 

Yes 

52 

No 

17 
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8.  If  you  think  government  action  is  inevitable, 
how  soon  do  you  expect  it  to  be  put  into 


operation? 

Ten  years  11 

Five  years  11 

Ten-fifteen  years  4 

Three  years  1 

Four  years  1 

Seven  years  1 

Twenty  years  1 

Thirty  years  1 


Several  of  those  replying  made  comments: 

l think  3-6  month  postgraduate  residencies 
should  be  developed,  with  training  in  a uni- 
versity hospital  setting. 


Government  at  state  and  federal  levels  will 
get  into  the  act— merely  for  the  notoriety  it 
gains  the  politicians.  Professional  competence 
cant  be  legislated  any  better  than  public  morals. 


As  with  medicine,  Vm  afraid  the  medical  pro- 
fession, particularly  the  AM  A,  will  spend  its 
energies  fighting  to  maintain  the  status  quo  and 
the  individual’s  economic  independence  rather 
than  having  a constructive  program. 


M.D.’s  are  too  often  ignorant  about  their 
responsibilities  in  participation  in  hospital  man- 
agement, also  in  nursing,  and  other  allied  fields, 
as  well  as  in  preventive  medicine.  Further 
apathy  and  lack  of  communication  will  encour- 
age government ....  action.  A greater  voice 
in  the  administration  of  hospitals  . . . .by  phy- 
sicians is  long  overdue!  Boards  of  trustees, 
county  commissioners,  hospital  boards,  etc.,  con- 
sisting of  only  lay  people,  are  outdated,  ineffec- 
tive, and  sometimes  even  a joke.  If  we  M.D.’s 
find  no  solution— somebody  will  find  it  for  us. 


Government  action  need  not  supercede  local 
medical  societies  backed  by  specialty  and  AM  A 
groups,  if  they  do  their  job  well. 


Yearly  attendance  at  certified  continuing 
medical  education  meetings  in  specialty  should 
be  obligatory  and  sufficient  to  maintain  high 
standards.  The  length  of  meetings  should  be 
not  less  than  8 hours  a day  for  5 to  7 days,  every 
12  months. 


As  a result  of  many  years  of  teaching  medical 
students  and  residents,  I feel  it  is  impossible 
to  teach  somebody  something  he  doesn’t  want 
to  know.  Therefore,  compulsory  courses  seem 
likely  to  fail  in  their  objective.  A greater  effort 
needs  to  be  made  in  motivating  people  to  learn 
and  to  make  courses  available  for  those  willing 
to  learn. 


First  comes  (1)  free  (government)  health  care 
for  all  and  (2)  obligated  (government)  service 
for  all  doctors  to  render  health  care  hi  under- 
served areas. 


Government  action  could  not  be  effective  in 
specialty  practice.  Only  the  specialty  boards 
coidd  properly  supervise  and  certify  continuing 
education  programs. 


I think  enforced  relicensing  is  completely 
ridiculous.  Any  M.D.  “worth  his  salt”  can  and 
will  “keep  up,”  so  that  he  or  she  can  produce 
good  medical  and  surgical  treatment. 


Quality  control  must  be  by  peer  review  and 
medical  audits  of  both  office  and  hospital 
records. 


Doctors  should  help  doctors.  Specialists  should 
help  all  doctors.  Not  necessary  to  make  special 
rules  to  set  them  up  in  special  niches. 

AM  A is  a redundant  organization. 

Government  pressure  is  high  already  for  con- 
tinued, mandatory  education.  Provided  the  AMA 
(or  equivalent  medical  organization)  takes  ag- 
gressive steps  in  education  soon,  I doubt  that 
actual  government  intervention  will  occur. 

I think  you  will  see  many  of  us  “dropping 
out”  for  other  types  of  work  around  50 ± which 
will  really  create  a shortage.  Why  don’t  they 
work  on  easing  our  liability,  our  work,  and  our 
worries  so  we  can  keep  up! 


If  it  comes,  I quit. 


Continuing  personal  study  is  the  only  way  to 
achieve  the  goals  you  mention.  I doubt  if 
Federal  Government  action  will  occur  re:  re- 
licensing. ■ 

H.L.H. 


533 

Northwest  Medicine,  June,  I960 


If  It’s  Published,  You  Can  Find  It 


The  computer  will  find  it  for  you.  Even  if 
the  subject  of  interest  is  buried  in  the  mid- 
dle of  an  article  published  in  Dakar  in  the 
Bulletin  de  la  Societe  Medicale  or  one  from 
Singapore  in  the  Journal  of  the  Singapore  Paedi- 
atric Society  and  it’s  nowhere  to  be  found  in  the 
title  of  anyone’s  article,  the  computer  will  find  it 
anyway.  The  world’s  medical  literature  is  yours, 
maybe  not  just  at  the  tip  of  your  fingers,  but  at 
the  whir  of  the  tape  reel— at  Bethesda,  Maryland. 
The  magic— not  instantaneous  magic  but  magic 
in  due  course— is  accomplished  by  MEDLARS— 
Medical  Literature  Analysis  and  Retrieval  Sys- 
tem, operating  at  the  Pacific  Northwest  Re- 
gional Health  Sciences  Library  in  Seattle  and 
at  the  National  Library  of  Medicine  in  Bethesda. 
Two  specially  trained  MEDLARS  formulators, 
Mrs.  Dorice  Des  Chene  and  Miss  Yvonne  Wulff, 
are  now  working  full  time  at  the  Seattle  Li- 
brary. 

The  computer  finds  much  more  than  just  the 
words  in  the  title.  Before  any  scientific  article 
is  recorded  in  the  computer’s  memory  section, 
it  is  read  carefully  for  discussion  of  subjects 
other  than  those  in  the  title.  All  such  discussions 
are  recorded  so  that  the  article  will  be  included 
whenever  a search  is  made  for  one  or  more  of 
the  subjects  discussed  in  it.  This  is  the  process 
of  indexing. 

The  computer  tape  is  used  for  preparation  of 
Index  Medicus,  although  not  all  of  the  subject 
headings  recorded  on  the  tape  are  used  when 
Index  Medicus  is  published.  Thus,  a computer 
search  will  usually  turn  up  more  citations  than 
a manual  search  through  the  Index.  The  file 
carries  more  than  1 million  citations  and  is  being 
updated  at  the  rate  of  200,000  per  year. 

Indexing  is  done  strictly  in  accord  with  a list 
of  headings  that  is  revised  annually.  The  list  is 
published  as  Medical  Subject  Headings  (MeSH), 
a volume  of  more  than  400  pages,  issued  each 
year  as  part  of  the  January  issue  of  Index  Medi- 


cus. It  is  available  from  the  U.S.  Government 
Printing  Office,  price  $3.00. * 

In  addition  to  the  published  list  there  are 
provisional  (temporary)  headings  in  use  and  this 
list  may  be  augmented  at  any  time.  If  found 
useful,  the  new  terms  may  be  incorporated  in 
the  publication  at  the  end  of  the  year. 

flow  to  use  it 

A MEDLARS  search  will  provide  a printed 
list  of  citations  numbering  from  30  or  40  to 
more  than  500.  Some  searches  have  resulted 
in  a reference  list  of  a thousand  or  more  articles. 
Length  depends  on  the  number  of  articles  pub- 
lished on  the  subject  of  interest  and  on  the 
accuracy  with  which  the  request  is  made. 

Request  for  search  must  be  made  on  a stand- 
ard form,  available  from  the  Regional  Library 
in  Seattle.  When  the  form  is  received  at  the 
Library,  it  goes  to  one  of  the  two  trained  formu- 
lators who  prepare  the  request  for  the  computer. 
Using  computer  language,  they  list  the  subjects 
on  which  references  are  being  sought.  Depend- 
ing on  the  backlog,  this  takes  from  one  or  two 
days  to  a week. 

Example:  The  Library  received  a request  for 
a MEDLARS  search  on  blood  flow  in  the  large 
bowel,  particularly  in  patients  with  ulcerative 
colitis.  The  search  formulation  was  set  up  under 
the  main  heading  of  the  intestine,  then  under 
terms  concerned  with  blood  flow,  regional  blood 
flow,  and  with  various  terms  under  hemody- 
namics. These  were  “attached”  to  the  area  of 
interest.  The  area  can  be  limited  to  the  sigmoid 
only,  but  not  to  other  segments  of  the  colon. 


“A  publication  probably  more  useful  to  physicians  in 
practice  is  the  Monthly  Bibliography  of  Medical  Reviews, 
published  by  the  National  Library  of  Medicine  and  avail- 
able from  the  U.S.  Government  Printing  Office,  Wash- 
ington, D.C.,  20402.  Subscription  price  is  $2.25.  It  carries 
citations  under  standard  subject  headings,  a corresponding 
author  list,  and  a list  of  recent  searches.  These  are  now 
available  at  no  cost  but  the  service  is  slow. 
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The  subject  of  colonic  diseases  was  also  “at- 
tached” to  bring  in  the  problem  of  ulcerative 
colitis.  All  of  these  items  were  incorporated 
into  the  search  formulation.  Also  included  were 
subsearches  under  colitis  and  under  mucosa,  to 
put  citations  for  these  subjects  in  separate  lists 
for  the  convenience  of  the  physician  requesting 
the  search. 

The  formulation  is  prepared  as  a series  of 
numbers  representing  the  various  subject  head- 
ings under  which  the  computer  is  asked  to  look. 
To  this  is  added  a logic  statement,  telling  the 
computer  how  to  look,  and  how  the  subjects  are 
to  be  combined  when  it  looks. 

When  the  formulation  has  been  prepared,  the 
information  is  transferred  to  punch  cards  and 
the  entire  formulation  is  sent  to  Bethesda.  The 
list  of  citations  is  usually  returned  within  a 
month,  but  the  period  is  sometimes  longer. 

One  search  on  croup  and  bronchiolitis  in  chil- 
dren brought  a list  of  300  citations.  Another,  on 
psychological  aspects  of  organ  transplantation 
gave  yield  of  only  44.  One  problem  arises  from 
the  fact  that  the  computer  is  capable  of  turning 
out  more  citations  than  can  be  used.  There  is 
partial  solution  in  greater  accuracy  of  the  search 
formulation  but  the  problem  remains.  The  Na- 
tional Library  of  Medicine  has  established  a 
cutoff  at  500  citations,  regardless  of  the  number 
that  might  be  available  to  the  machine,  except 
for  special  requests. 

recent  literature  only 

Although  this  system  of  computer  retrieval  has 
been  in  use  since  1964,  current  searches  go  back 
only  to  1966.  A new  method  was  established 
in  1966,  requiring  a different  procedure  in  pre- 


paring search  formulations.  It  is  still  possible 
to  search  the  1964  and  1965  literature  but  it 
requires  application  to  the  National  Library  for 
the  special  search  and  a special  formulation  must 
be  prepared. 

Mrs.  Des  Chene  and  Miss  Wulff  were  trained 
at  the  National  Library  of  Medicine.  They  were 
in  Bethesda  for  six  months  and  studied  indexing 
as  well  as  search  formulation.  They  feel  that 
knowing  how  the  information  goes  into  the  ma- 
chine helps  them  in  knowing  how  to  get  it  out. 
They  are  enthusiastic  about  their  work  and,  like 
all  good  librarians,  are  happiest  when  being 
helpful. 

Full  information  on  the  availability  of  MED- 
LARS searches  to  all  physicians  in  Oregon, 
Washington,  Idaho,  Montana  and  Alaska,  has 
been  distributed.  Further  information  may  be 
obtained  by  writing  to  the  Pacific  Northwest 
Regional  Health  Sciences  Library,  University 
of  Washington  School  of  Medicine,  Seattle, 
Washington  98105.  The  Library  will  send  forms 
for  requesting  the  search.  Information  from  the 
Library  will  include  more  explanation  of  the 
computerized  system  than  has  been  given  here. 
The  material  also  provides  information  on  what 
MEDLARS  will  not  do.  For  example,  it  does 
not  offer  evaluation  of  articles. 

Backup  to  the  MEDLARS  service,  of  course, 
is  the  availability  of  interlibrary  loan  service  and 
the  photocopy  service.  These  are  now  well 
established  and,  since  inaugurated  last  fall,  have 
serviced  more  than  10,000  requests. 

Although  TWX  is  available  for  requesting 
interlibrary  loans,  and  photocopies  of  some  ma- 
terial, it  cannot  be  used  for  MEDLARS  requests. 
The  form  must  be  used.  ■ H.L.H. 
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Darvon 

Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


900252 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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Psychiatric  Aspects  of  Thermal  Burns 

GEORGE  C.  D.  KJAER,  M.D.,  Eugene,  Oregon 

Psychiatric  symptoms  of  burned  patients 
arise  from  maladjustments  present  before  the 
burn,  from  traumatic  circumstances  of  the  burn 
episode  itself,  from  organic  abnormalities  re- 
sulting from  the  burn,  from  sensory  deprivation 
necessitated  by  treatment,  and  from  a cycle  of 
mental  phenomena  seen  frequently  in  victims 
of  catastrophe  of  any  origin.  In  treatment  the 
patient’s  question  should  be  anticipated,  he 
should  be  protected  from  self  injury,  he  should 
not  be  allowed  to  become  dependent,  and  re- 
habilitation should  be  started  early  in  the  treat- 
ment period.  Group  therapy  and  encouragement 
of  visits  by  relatives  and  friends  will  help.  A few 
minutes  each  day  should  be  spent  in  establish- 
ing a nonpainful  physician-patient  relationship. 


Burned  patients  are  never 
normal.  Under  the  band- 
ages, the  disfigurement,  and  the 
odor,  there  is  a melange  of  fear, 
confusion,  guilt,  uncertainty, 
and  misunderstanding.  Some  pa- 
tients try  to  conceal  their  psy- 
chic trauma,  and  some  succeed. 
But  the  trauma  is  there,  in  some 
degree,  in  every  patient  and  it  is 
apparent  to  those  who  are  aware 
that  it  exists. 

pre-burn  factors 

Some  burns  may  be  the  result 
of  maladjustments  developed 
long  before  the  patient  is 
brought  to  the  hospital.  If  30 
percent  of  the  people  have  70 
percent  of  the  illness,  it  may  be 
assumed  that  the  same  30  per- 
cent will  have  most  of  the  bums. 
Their  failure  to  avoid  hazardous 
situations  can  be  charged  to 
failing  intellect,  poor  judgment, 


neurotic  self-destruction  pat- 
terns of  behavior,  or  psychosis 
involving  self-destruction.  Such 
factors  lead  to  repeated  catast- 
rophes. Some  are  the  culmina- 
tion of  a series  of  crises,  an- 
nounced by  progressively  louder 
cries  for  help,  but  ignored  by 
others. 

Pathologic  family  situations 
may  make  it  impossible  to  bring 
help  from  the  outside  until  one 
member  becomes  ill  or  suffers 
injury.  Such  conditions  will  be 
found  frequently  in  the  families 
of  children  who  take  toxic  doses 
of  aspirin,  make  suicide  at- 
tempts, or  set  fires. 

Alcoholism  can  not  only  cre- 
ate a pathway  to  “accident”  but 
can  also  complicate  treatment  if 
the  patient  develops  delirium 
tremens.  Other  complications  in 
treatment  can  arise  when  old 
anti-authoritarian  conflicts  pro- 


537 

Northwest  Medicine,  June,  1969 


voke  adult  patients  into  adoles- 
cent type  repartee  and  testing 
of  those  rendering  treatment. 
Pre-burn  factors  leading  to  sui- 
cide attempts  are  apt  to  become 
prominent  during  recovery. 

factors  arising  from  the  episode 

Terror  stamps  itself  deeply 
into  the  minds  of  most  of  those 
attacked  by  flame,  but  there  are 
other  persisting  factors  that 
arise  at  the  time  of  the  injury. 
No  one  would  have  predicted 
post-burn  tranquility  of  the  pa- 
tient whose  unhappy  wife 
poured  boiling  water  on  him  in 
Detroit  a few  years  ago.  And  a 
child  whose  distraught  mother 
immersed  him  in  hot  water 
could  hardly  be  expected  to  ac- 
cept the  approach  of  any  adult 
without  fear. 

Another  type  of  parent,  frus- 
trated in  attempt  to  rescue  a 
child  from  a burning  building, 
may  well  be  overcome  with 
grief,  remorse,  and  even  a feel- 
ing of  guilt,  making  his  recovery 
anything  but  smooth. 

During  his  period  of  painful 
inactivity,  the  patient  may  re- 
live the  episode  many  times, 
trying  to  fathom  the  reasons  for 
his  having  become  the  victim 
of  such  a catastrophe.  He  may 
interpret  his  pain  as  punish- 
ment and,  therefore,  infer  guilt. 
This  can  be  followed  by  recall 
of  errors,  oversights,  and  omis- 
sions, sometimes  fantasied  and 
sometimes  magnified  from  real 
events. 

Guilt  may  arise,  not  only  from 
inability  to  rescue  others  but 
even  from  the  fact  of  survival 
when  others  have  been  injured 
or  killed  as  result  of  real  or 
fancied  carelessness.  This  phe- 
nomenon has  been  noted  also 
in  survivors  of  prison  and  con- 
centration camps. 
organic  factors 

Not  all  of  the  psychologic 


symptoms  arise  from  psychic 
mechanisms.  A wide  variety  of 
conditions  contribute  to  what  is 
sometimes  called  bum  enceph- 
alopathy.1 The  stress  involved  in 
a burn  may  induce  reaction  in 
the  adrenals  that  causes  cerebral 
edema  and  renal  problems  with 
their  secondary  effect  on  the 
brain.  Thirty  percent  will  de- 
velop stress  ulcers. 

The  direct  insult  to  the  skin 
and  other  organs  opens  the  gate- 
way to  infection  that  can  spread 
rapidly  throughout  the  body. 
Septicemia,  a frequent  compli- 
cation of  major  burns,  can  tax 
the  limits  of  chemotherapeutic 
agents  and  antibiotics.  Fever, 
per  se,  may  dull  the  patient’s 
intellect,  sometimes  inducing 
delirium. 

A number  of  symptom  pro- 
ducing syndromes  have  been 
identified:  anoxia,  hyperemia, 

hyperkalemia,2  and  dehydra- 
tion.3 Thermal  bums  of  the  head 
may  set  up  destructive  reactions 
in  brain  tissue  with  major  brain 
damage  in  severe  head  burns.4 
Not  to  be  overlooked  are  the 
sedative  and  obtunding  effects 
of  narcotics,  sedatives,  and  tran- 
quilizers. 

These  all  result  in  a syndrome 
commonly  labeled  encephalo- 
pathy of  bums,  which  is  mani- 
fested by  the  various  symptoms 
and  signs  which  psychiatrists 
label  organic  brain  syndrome. 
The  most  obvious  signs  are  con- 
fusion, delirium,  impulsiveness, 
irritability,  loss  of  memory,  in- 
appropriate mood  swings,  hal- 
lucinations, delusions,  and  other 
pathologic  mental  phenomena. 
Some  of  the  less  obvious  signs 
include:  a.  reduced  tolerance  for 
frustration  and  deprivation;  b. 
long  lasting  and  severe  disorgan- 
ization after  frustration;  c.  im- 
paired alertness  and  vigilance, 
and  d.  loss  of  initiative. 


post-burn  reactions 

Those  faced  with  the  pro- 
foundly disturbing  situation  cre- 
ated by  a burn  and  its  treatment 
experience  a series  of  unique 
mental  phenomena,  using  pre- 
dictable defense  mechanisms.5 
The  cycle  associated  with  ca- 
tastrophe starts  as  denial.  Delu- 
sions and  hallucinations  may 
enter  the  picture  at  this  stage. 

From  denial  the  patient  pro- 
gresses to  repression,  then  con- 
striction, later  suppression  and, 
finally  to  acceptance.  It  is  only 
after  acceptance  of  current  reali- 
ties that  the  patient  can  take  full 
advantage  of  the  treatment  pro- 
gram, make  his  own  plans  and 
take  appropriate  action.  Using 
this  sequence  as  a basis  for  eval- 
uation of  the  patient’s  progress, 
the  treatment  program  can  be 
adjusted  to  his  ability  to  take 
advantage  of  it. 

It  is  interesting  to  note  that 
this  psychologic  sequence  of  de- 
nial, repression,  constriction, 
suppression  and  acceptance  is 
observed  in  tragedies  and  ca- 
tastrophes other  than  burns.  It 
is  frequently  seen,  in  its  early 
stage,  in  emergency  rooms.  It 
will  be  found  if  looked  for. 

depressing  factors 

During  the  painful  inactivity 
of  recuperation,  the  patient  un- 
dergoes a certain  amount  of 
forced  regression  and  helpless- 
ness. The  effect  is  seen  most 
frequently  in  those  whose  hands, 
face,  or  organs  of  excretion  have 
been  injured.  Being  in  this  state 
of  helplessness  is  frightening  to 
many  people  and  results  in  con- 
siderable fear  by  those  who  dis- 
trust others.  It  denies  to  the 
patient  the  gratification  of  car- 
ing for  himself  and  may  deny 
him  certain  comforts  that  make 
up  the  small  pleasures  and  dig- 
nities of  life.  Scratching  one’s 
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own  itches,  smiling  without  pain, 
wiping  one’s  self  after  toileting, 
blowing  one’s  own  nose,  and  just 
being  able  to  turn  over  or  shift 
one’s  weight  are  among  the  dig- 
nities of  life  we  all  take  for 
granted. 

The  injured  person  who  feels 
that  his  success  in  life  is  derived 
from  avoiding  the  help  of  other 
people,  may  lose  considerable 
self-esteem  from  the  fact  that  he 
is  no  longer  continent,  inde- 
pendent, and  mobile.  Further- 
more, while  micturition  and  de- 
fecation are  ordinarily  not 
unpleasant,  painful  burns  over 
the  region  involving  these  pro- 
cedures may  preclude  even  the 
small  pleasures  of  biological  re- 
lief. 

Some  patients  develop  a con- 
ditioned reaction  after  being 
placed  in  a hospital  situation. 
Doctors  and  nurses  are  frequent- 
ly associated  with  pain,  rather 
than  with  helpfulness.  Real  con- 
fusion may  develop  in  the  pa- 
tient’s mind  as  to  whether  those 
ostensibly  taking  care  of  him 
are  actually  helping  or  are  just 
causing  the  pain. 

limit  testing  and  hostility 

In  contrast  to  these  internal 
phenomena,  there  may  be  ex- 
ternal, overt,  behavioral  reac- 
tions. The  pre-burn  personality 
crops  up.  The  patient  who  is 
especially  proud  of  his  independ- 
ence may  avoid  making  appro- 
priate requests  for  help  from  the 
nurses.  He  must  finally  accept 
help,  through  force  of  circum- 
stance, but  then  may  develop 
excesses.  He  may  do  some  limit 
testing  to  determine  just  how 
much  regression  and  depend- 
ency will  be  tolerated. 

Aggressive  outbursts  may 
occur  as  the  patient  finds  him- 
self frustrated  by  helplessness 
and  dependency,  his  judgment 


impaired  by  the  numerous  as- 
saults on  his  intellectual  capacity 
and  emotional  reserve.0  If  he  be- 
comes hostile  during  such  epi- 
sodes, he  may  attack  other  pa- 
tients or  a nurse,  may  curse 
loudly,  or  make  bold  threats. 
Some  such  patients  try  to  pro- 
tect themselves  by  withdrawing. 
The  patient  who  refuses  to  take 
an  injection  is  an  example.  Re- 
covery will  be  followed  by 
major  emotional  scars  and  guilt 
feelings.  Most  of  these  events 
and  memories  eventually  dis- 
solve in  the  repression  and  am- 
nesia that  blanket  the  period  of 
critical  illness. 

fear 

When  a person  faces  catas- 
trophe of  the  magnitude  of  a 
major  burn,  he  may  easily  be 
overwhelmed  by  fear  of  his  im- 
pending death,  a long,  painful 
course  to  demise,  or  prolonged, 
painful  recovery.  Other  losses 
are  associated.  Disfigurement  of 
a pretty  face,  death  of  a loved 
child,  deep  injury  to  an  athlete’s 
fast  legs,  or  destruction  of  ma- 
terial assets,  are  examples. 

To  some  people,  parts  of  the 
body  have  special  meaning  or 
special  values  and  damage  or 
destruction  produce  unusually 
strong  reactions.  An  organist,  for 
example,  cannot  avoid  agonizing 
worry  if  her  hands  are  burned. 
Facial  burns  frequently  produce 
depression  out  of  proportion  to 
the  area  of  surface  damage. 
Bums  of  the  genital  or  anal  area 
may  be  devastating  to  some. 

Ignorance  of  what  is  happen- 
ing may  give  origin  to  bizarre 
ideas  for  some  people  unfamiliar 
with  modern  medicine.'’  For  in- 
stance, a nine-year-old  patient 
who  saw  a gastric  tube  about  to 
be  put  in  his  nose  was  certain 
that  it  was  going  through  his 
nose  into  his  brain  and  that  he 
was  about  to  be  drowned. 


sensory  deprivation 

Some  burned  patients  develop 
considerable  misunderstanding 
of  what  is  happening  to  them 
and  around  them,  as  result  of 
sensory  deprivation.  The  burn 
episode  is  unanticipated,  occurs 
swiftly,  and  within  one  brief 
instant  the  patient  is  wrenched 
from  accustomed  surroundings 
and  activity  — to  a radically 
changed  situation.  No  longer 
getting  familiar  input  from  his 
environment  and  no  longer  re- 
acting in  a familiar  pattern,  his 
stability  is  seriously  threatened. 
Without  visitors,  frequently  in 
isolation,  and  especially  at  night, 
he  is  exceptionally  vulnerable  to 
misinterpretation  and  hyper- 
sensitivity. 

If  the  sounds,  sights,  and  other 
stimuli  impinging  on  him  are 
minimal  or  have  little  familiarity 
or  meaning,  the  anxious  patient 
may  begin  to  produce  something 
to  fill  the  vacuum.  He  may  hum 
to  himself  or  call  on  his  imagi- 
nation for  other  sounds  that  are 
meaningful.  Day  dreams  may 
progress  rapidly  to  psychotic 
phenomena. 

Hallucinations,  delusions,  and 
other  bizarre  mental  phenomena 
are  primarily  determined  by  the 
patient’s  internal  needs.  But  de- 
privation can  augment  then- 
force.  For  example,  a man  who 
had  some  need  to  escape  from 
his  feeling  of  guilt  was  unable 
to  handle  both  guilt  and  isola- 
tion. Because  of  a sprained  ankle 
and  his  own  severe  burns  he  was 
unable  to  rescue  his  daughter 
from  their  burning  home.  He 
was  placed  in  a tent-like  bed 
with  his  head  to  the  wall.  Lying 
on  his  belly,  he  was  unable  to 
move  his  head  or  arms  because 
of  pain.  After  two  days  in  this 
position,  although  he  was  in  an 
open  ward,  his  need  for  stimuli 
created  a visitor.  The  angel 
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Gabriel  appeared,  and  promised 
that,  in  the  very  near  future, 
God  himself  would  appear. 

Apparently  this  distraction 
was  needed.  After  recovery,  the 
patient  reported  that  the  visita- 
tion afforded  him  much  relief 
from  physical  pain  and  also 
from  his  burden  of  guilt.  His 
abnormal  reaction  was  corrected 
by  turning  him  around  so  that 
he  could  see  what  was  going  on 
in  the  rest  of  his  immediate 
world,  know  where  he  was,  and 
orient  himself  toward  the  reality 
of  the  hospital  and  the  other 
patients. 

In  addition  to  the  mispercep- 
tions indicated  above,  patients 
with  organic  brain  damage  or 
derangement  are  particularly 
sensitive  to  misinterpretation  of 
the  stimuli  they  do  have.  These 
delusions  are  of  the  type  ex- 
perienced by  a patient  in  de- 
lirium tremens,  who  may  per- 
ceive movements  of  himself  as 
movements  of  the  external 
world.  Thus,  in  moving  his  own 
head,  he  may  preceive  a nail 
on  the  wall  moving.  This  image 
may,  in  some  personalized  way, 
resemble  a sparrow,  pigeon,  or 
other  object.  Depending  on  his 
internal  forces,  he  may  see 
threatening  hallucinations  and 
thus  be  impelled  to  attempt  es- 
cape. Rarely  a patient  may  jump 
out  of  the  window  during  a 
period  of  such  mental  confusion. 

staff  reaction  to  the  patient 

In  addition  to  the  burned  pa- 
tient’s emotional  responses, 
those  taking  care  of  him  have 
their  reactions  to  him  and  his 
performance.  Initial  response  to 
the  emergency  situation  is  strict- 
ly in  accord  with  the  physician’s 
dedication  to  saving  of  life.  His 
response,  and  that  of  those  who 
work  with  him,  is  usually  heroic 
in  quality  and  quantity. 


Gradually,  however,  patience 
may  be  worn  thin  by  hostility, 
coarseness,  dependency,  and  the 
exceedingly  slow  recovery  so 
characteristic  of  burned  patients. 
There  is  apt  to  be  disappoint- 
ment, if  not  resentment,  result- 
ing from  the  apparent  apathy 
of  the  chronically  ill  patient  who 
fails  to  gratify  needs  of  treating 
personnel  for  quick,  favorable 
response  to  treatment. 

Occasionally  physicians  or 
nurses  will  underestimate  the 
degree  of  real  dependency  of 
the  patient  because  of  their  own 
fear  of  getting  into  a similarly 
dependent  situation.  Apparent 
indifference,  apathy,  or  even 
callousness,  may  be  part  of  the 
reaction  to  the  patient  with 
serious,  or  fatal,  burns.  It  is  a 
self-protective  mechanism,  to 
avoid  painful  identification  with 
the  patient  to  whom  they  must 
continue  to  render  the  painful 
stimuli  of  some  life  saving  pro- 
cedures. Occasionally,  callous- 
ness arises  from  a feeling  of  de- 
feat when  injury  is  over- 
estimated and  factors  for  hope 
are  under-estimated. 

One  barrier  to  development 
of  nonpainful  relationship  with 
the  patient  is  the  situation  cre- 
ated by  isolation.  Most  bum 
patients  must  be  isolated  until 
danger  of  infection  is  past.  Fre- 
quently, it  is  difficult  to  sit 
down  and  chat  with  the  patient, 
simply  because  no  chair  is  avail- 
able. No  one  wants  to  bring  a 
dirty  chair  into  a clean  area,  or 
contaminate  the  clean  chair,  if 
one  is  available,  in  the  isolation 
unit.  No  one  can  spontaneously 
duck  into  an  isolation  unit,  be- 
cause of  the  need  to  don  the 
appropriate  garb  and  spend  the 
appropriate  time  scrubbing 
hands.  It  is  surprisingly  difficult 
for  a physician  encased  in  gown 
and  mask  to  communicate  spon- 
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taneously  with  a patient  encased 
in  heavy  bandages.  Interaction 
suffers. 

Some  patients  are  disturbing 
because  of  their  unwarranted  in- 
dependence. They  deny  injury, 
in  extent  or  in  severity,  or  both. 
One  woman,  who  had  70  per- 
cent burn,  behaved  as  though 
nothing  had  happened  to  her, 
although  it  was  obvious  that  she 
would  die  shortly.  She  made  no 
plans  for  her  death  and  she 
denied  all  pain.  This  degree  of 
denial  is  frightening  to  attend- 
ing personnel,  as  it  should  be, 
and  is  extremely  difficult  to 
tolerate. 
treatment 

Recognition  is  the  prelude  to 
treatment  of  the  psychiatric 
symptoms  of  burned  patients. 
Treatment  is  quite  properly  in- 
stinctive when  the  condition  is 
understood,  but  the  following 
outline  is  submitted  as  a general 
guide  to  meeting  the  patient’s 
most  important  needs. 

1.  Anticipate  questions. 

At  first,  the  patient  will  be 
too  frightened  even  to  ask  if 
he  will  survive.  As  soon  as  he 
indicates  readiness  to  accept 
the  truth  he  should  be  given 
a forthright  statement  of  ex- 
tent of  loss,  anticipated 
length  of  stay  in  the  hospital, 
and  surgery  to  be  required. 
To  this  should  be  added  a 
report  of  survival  or  loss  of 
others.  The  frequently  heard 
phrase,  “You’re  lucky  to  be 
alive”  is  rarely  of  help. 

2.  Protect  from  self  injury. 

Confusion,  disorientation 
and  misinterpretation  lead  to 
tearing  of  dressing,  removal 
of  catheters  or  intravenous 
tubing,  or  attempts  to  crawl 
out  of  windows.  Special  pre- 
cautions may  be  necessary  to 
protect  the  patient  from  his 
own  judgment  during  such 


times.  Special  guard  may  be 
necessary,  or  members  of  the 
family  may  be  drafted  for 
duty  as  protectors. 

3.  Use  persuasion. 

Some  of  the  reactions  are 
child-like  and  frequently  re- 
spond to  gentle  persuasion. 
This  tactic  may  be  necessary 
when  patients  refuse  medi- 
cation. 

Restraints  have  a place  in 
treating  psychiatric  disorders 
and  are  still  recommended 
when  staffing  does  not  permit 
constant  attendance. 

4.  Set  limits. 

Dependency  should  not  be 
allowed  to  develop  to  the 
point  that  the  patient  is  con- 
tinually whining  and  calling. 
Limits  should  be  established 
early  in  the  treatment  regi- 
men. 

5.  Include  rehabilitation. 

Cerebral  stimulation  is  es- 
sential even  in  the  acute 
phase.  Radio  or  television 
can  be  useful.  Exercise 
should  be  encouraged  to  re- 
store and  preserve  muscle 
function.  Students  should 
continue  school  work.7  Physi- 
cal and  occupational  thera- 


py can  be  very  helpful,  and 
should  be  started  at  the  ear- 
liest possible  time.8 

6.  Use  group  therapy. 

Mutual  support  produces 
better  than  average  morale. 
When  several  individuals  are 
burned  in  the  same  fire, 
placement  together  can  facili- 
tate a team-like  response. 
Nurse  assignment  should  not 
be  changed  frequently. 

7.  Develop  relationships. 

It  is  a rare  event  when  a 
physician  or  nurse  will  spend 
time  with  a patient  to  de- 
velop a nonpainful  relation- 
ship. It  requires  10  to  15 
minutes  per  day,  spent  with 
the  patient  in  activities  that 
are  not  productive  of  pain. 
This  may  be  just  sitting  down 
to  chat. 

8.  Use  visitors. 

Visitors  should  be  encour- 
aged as  much  as  possible. 
Chairs  provided  for  them  will 
convey  a message  to  the  pa- 
tient that  he  does  have  the 
visitors’  undivided,  unhur- 
ried, exclusive  attention.  Visi- 
tors may  need  some  instruc- 
tion about  how  much  to  tell 
the  patient,  about  how  to 


meet  the  problem  of  depres- 
sion, and  how  to  handle  the 
problem  of  disfigurement. 
They  may  need  some  bracing 
if  they  are  to  remain  unruf- 
fled when  faced  with  un- 
pleasant appearances,  ob- 
vious pain,  and  unpleasant 
odors. 

Visiting  is  difficult  when 
the  patient  is  isolated.  Some 
units  are  now  equipped  with 
telephones  or  intercom  units 
that  permit  conversation  with- 
out requiring  visitors  to  shout 
through  glass. 

Visitors,  or  volunteers,  can 
do  much  for  the  patient’s 
morale  by  grooming,  mani- 
curing and  providing  other 
services. 

conclusion 

Psychiatric  factors  of  impor- 
tance are  present  in  every  pa- 
tient who  has  suffered  a severe 
burn.  They  can  be  found  if 
looked  for.  Much  patient 
distress  can  be  relieved  if  they 
are  recognized  and  treated.  ■ 
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Center  Building 
132  East  Broadway 
(97401) 


REFERENCES 


1 Petersen,  I..  Sorbye,  R.,  Johanson,  B.,  et  al,  Electro- 
encephalographic  and  psychiatric  study  of  burn  cases. 
Acta  Chir  Scand  129:359-66  (April)  1965. 

2 Moyer,  A.,  Margraf,  H.  W.,  Monafo,  W.  W.,  Jr.,  Burn, 
shock  and  extravascular  sodium  deficiency  — treatment 
with  Ringer’s  solution  with  lactate,  Arch  Surg  (Chicago) 
90:799-811  (June)  1965. 

3 Bergentz,  S.  E.,  Gelin,  L.  E.,  Isaksson,  I.,  et  al,  A 
report  on  a burn  catastrophe,  Acta  Chir  Scand  129:247-66 
(March)  1965. 

4 Lindsay,  W.  K.,  Murphy,  E.  G.,  Birdsell,  D.  C„ 


Thermal  burn  encephalopathy,  Canad  J Surg  8:165-71 
(April)  1965. 

5 Hamburg,  D.  A.,  Hamburg,  B.,  deGoza,  S.,  Adaptive 
problems  and  mechanisms  in  severely  burned  patients, 
Psychiatry  16:1-20  (February)  1953. 

6 Long,  R.  T.,  Cope,  O.,  Emotional  problems  of  burned 
children.  New  Eng  J Med  264:1121-27  (June)  1961. 

7 Woodward,  J.,  Emotional  disturbances  of  burned  chil- 
dren, Brit  Med  J 1:1009-13  (April  18)  1959. 

8 Moyer,  C.  A.,  Brentano,  L.,  Gravens,  D.  L.,  et  al, 
Treatment  of  large  human  burns  with  0.5  percent  silver 
nitrate  solution,  Arch  Surg  (Chicago)  90:812-67  (June)  1965. 


541 

Northwest  Medicine,  June,  1969 


Helping  Parents  Cope  with  the  Retarded  Child 


LEE  G.  MILLER,  M.D.,  Seattle,  Washington 


No  computer,  no  laboratory 
instrument,  can  measure 
the  degree  of  success  or  failure 
in  care  of  the  mentally  retarded 
child  and  his  family.  Nor  can 
cure  of  the  child  be  expected. 
But  parental  anguish  can  be 
assuaged,  the  child  can  be  given 
opportunity  for  development  to 
the  maximum  of  his  potential, 
and,  in  a very  real  sense,  the 
family  stress  created  by  the  dis- 
ability can  be  alleviated.  Par- 
ents of  mentally  retarded  chil- 
dren frequently  seek  help  first 
of  all  from  their  physician.1  The 
physician  who  is  to  lead  the 
family  through  the  long  pro- 
gram of  management  and  sup- 
port can  offer  scientific  analysis 
and  treatment  but  he  must  pro- 
vide much  more.  Care  for  the 
family  of  a retarded  child  de- 
mands understanding,  sympathy 
and,  above  all,  patience.  There 
is  no  single  answer  or  formula 
for  the  physician  in  the  manage- 
ment of  the  mentally  retarded 
child  and  his  family.2 
team  approach 

There  are  many  causes  of 
mental  retardation  and  many 
ways  in  which  the  deficiency 


becomes  manifest.  Care,  there- 
fore, must  involve  evaluation 
and  treatment  by  specialists  in 
numerous  fields,  not  all  of  them 
medical.  This  means  a team  ap- 
proach with  leadership,  by  a 
qualified  physician. 

To  quote  Pearson,  “The  phy- 
sician must  be  aware  of  the  in- 
creasing possibilities  for  the 
prevention  and  early  detection 
of  mental  retardation.  He  knows 
that  his  own  emotional  reactions 
will  affect  his  relationship  with 
the  family  of  a retarded  child. 
He  must  cope  with  the  problem 
of  parental  acceptance  while 
dealing  with  the  child  and  his 
needs.  Using  associated  profes- 
sions and  agencies,  he  should 
coordinate  a comprehensive 
medical,  psychological  and  so- 
cial re-evaluation  yearly.  With 
training  and  encouragement,  the 
mentally  retarded  will  function 
at  higher  levels  than  ever  antici- 
pated.”2 In  addition  to  medical 
specialties  concerning  hearing, 
vision,  endocrinology,  and  ge- 
netics, it  is  necessary  to  have 
help  from  psychology,  speech 
therapy,  dietetics,  social  work, 
nursing,  education,  and  others. 
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Few  situations  are  more  tragic  than  those 
created  when  parents  must  be  brought  to  realiza- 
tion that  a child  is  mentally  retarded.  The 
physician  who  cares  for  such  a family  has  un- 
usual opportunity  to  lead  the  parents  through 
normal  stages  of  sorrow  into  mature  under- 
standing and  acceptance.  Management  will  be 
long.  It  will  require  understanding,  sympathy 
and  patience.  Many  specialists,  and  many  com- 
munity services  must  be  utilized,  with  the  phy- 
sician holding  his  position  as  captain  of  the 
team. 


Need  for  help  from  allied 
health  professions  may  concern 
time  as  well  as  expertise.  A so- 
cial worker,  for  instance,  is  not 
subjected  to  the  same  kind  of 
time  pressure  that  constantly 
rides  the  heels  of  the  physician. 
In  a prolonged  interview,  she 
may  elicit  significant  informa- 
tion on  important  family  prob- 
lems. This,  then,  may  be  her 
special  competence  for  partici- 
pation in  study  of  the  case.  The 
team  leader  must  understand 
what  special  abilities  his  team 
members  may  have  and  must 
blend  their  contributions  into 
the  final  diagnosis  and  program 
of  treatment. 

Just  as  in  most  other  prob- 
lems in  practice,  it  is  necessary 
to  go  back  to  the  fundamentals 
of  history  and  physical  examina- 
tion when  a child  is  suspected  of 
retardation.  The  history  should 
include  search  for  clues  in 
heredity  and  in  health  impair- 
ments of  the  father  and  mother. 
Detailed  history  of  the  preg- 
nancy and  delivery  should  be 
taken,  including  review  of  hos- 
pital charts  and  of  records  of 
the  obstetrician,  if  other  than 


the  examining  physician.  The 
child’s  medical  history  may  in- 
clude illnesses  or  symptoms 
leading  to  suspicion  of  genetic 
abnormality  or  adverse  effects 
on  the  central  nervous  system. 
Damage  can  occur  in  utero  as 
well  as  after  delivery.  Pearson 
has  included  an  excellent  table 
of  Perinatal  Factors  Associated 
with  Chronic  Neurologic  Han- 
dicaps in  his  article.2 

Factors  known  to  be  asoci- 
ated  with  mental  retardation 
should  be  kept  in  mind  during 
the  physical  examination.  These 
include  abnormalities  in  the  cen- 
tral nervous  system  and  the 
various  inherited  or  congenital 
metabolic  aberrations.  General 
appearance  and  attitude  of  the 
child  should  be  recorded  and 
some  effort  should  be  made  to 
get  a demonstration  of  the  pa- 
tient’s mental  capacity.  This  can 
be  done  by  asking  him  to  draw 
a picture,  write  his  name,  or 
copy  simple  forms.  An  estimate 
of  the  child’s  mental  age  is  help- 
ful when  discussing  referral 
with  consultants  in  the  various 
fields.  A precise  evaluation  of 
the  child’s  development  can  be 


made  with  the  Denver  Develop- 
mental Screening  Test.3 

The  primary  purpose  of  this 
writing  is  to  discuss  the  family’s 
reaction  to  its  crisis  and  ways 
the  physician  can  best  help  the 
parents  to  face  and  cope  with 
this  crisis.4  5 The  reader  is  re- 
ferred to  other  articles  covering 
the  diagnostic  workup  in  de- 
tail.8’7 

parent's  sorrow 

After  all  of  the  reports  are  in, 
all  of  the  data  assembled,  and 
the  diagnosis  of  retardation  has 
been  established  beyond  doubt, 
it  is  the  team  leader’s  responsi- 
bility to  inform  the  parents.  The 
task  is  an  unhappy  one.  But  it 
offers  exceptional  opportunity  to 
build  the  relationships  that  will 
be  needed  through  the  months 
and  years  ahead.  This  interview 
may  offer  the  physician  his  first 
glimpse  of  the  emotional  posi- 
tion of  the  parents— an  obser- 
vation of  paramount  importance 
in  obtaining  their  confidence 
and  cooperation. 

Parents  of  handicaped  chil- 
dren almost  invariably  go 
through  three  well  defined 
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stages  of  emotional  response  as 
the  truth  sinks  in:8  910 

Stage  I — Shock  and  de- 
nial 

Stage  II  — Adjustment  and 
sorrow 

Stage  III  — Realism  and 
mature  acceptance 

A fundamental  rule  in  deal- 
ing with  the  parents  of  a re- 
tarded child  is  that  the  phy- 
sician must  meet  them  at  the 
level  at  which  he  finds  them. 

It  is  easy  to  assume  that  the 
parents  are  in  Stage  III  when, 
in  reality,  they  are  only  at 
Stage  I.  If  so,  they  cannot  han- 
dle the  full  burden  of  truth. 
They  are  not  ready  for  details 
of  the  condition  or  a listing  of 
the  requirements  for  care.  They 
are  incapable  of  responding  to 
the  facts  except  by  rejection. 
This  must  be  understood  lest 
the  interview  terminate  in  frus- 
tration and  misunderstanding. 

Depth  of  tragedy  may  not  ap- 
pear in  facial  expression  or  in 
remarks  made  by  parents  in 
Stage  I.  Their  only  defense 
against  the  pain  of  recognition 
is  denial.  They  may  say,  “Oh, 
he  will  grow  out  of  it,”  or  be 
upset  enough  to  miss  relating 
what  a previous  physician  has 
said.  But  realization  is  yet  to 
come. 

In  Stage  II,  parents  will 
usually  appear  to  be  depressed. 
Now  they  realize  but  cannot  ad- 
just. They  may  ask,  “Why  did 
this  happen  to  me?”  They  are 
deeply  immersed  in  their  own 
woe  and  appear  to  be  paying 
little  attention  to  the  very  real 
needs  of  the  child.  They  may 
ask  repeatedly  for  recommenda- 
tions and  advice  but  fail  to  fol- 
low through.  They  may  “forget” 
telephone  numbers  and  ad- 
dresses, or  give  other  evidence 
of  inability  to  concentrate. 

Finally,  as  they  move  into 


Stage  III,  they  begin  giving 
serious  attention  to  the  child 
and  his  problems.  This  change 
is  the  clue  to  their  impending 
readiness  to  start  the  long,  hard 
program  of  family  acceptance 
and  patient  management  that 
will  dominate  their  daily  lives. 

Universally,  parents  react 
with  shock  and  disbelief  when 
given  tragic  information  about 
a child.  This  is  true,  whether 
the  tragedy  is  mental  retarda- 
tion, leukemia,  cystic  fibrosis  or 
any  other  crippling  or  fatal  dis- 
ease. They  cannot  move  from 
one  stage  to  the  next  by  any 
sort  of  intellectual  comprehen- 
sion but  must  make  the  transi- 
tion by  emotional  adjustment. 
They  will  do  so  on  their  own 
time  schedule,  not  on  one  set 
down  by  the  physician.11  They 
can’t  be  hurried. 

It  is  unwise  to  proceed  with 
instructions  before  the  emo- 
tional stage  of  the  parents  is 
determined.  If  pushed  beyond 
their  capacity,  they  may  reject 
both  the  advice  and  the  advisor. 
If  their  stage  is  not  readily  ap- 
parent, there  are  opening  moves 
that  can  be  used  to  get  the  in- 
formation. At  this  point  the 
mother  and  father  should  be 
questioned  individually.  They 
may  give  quite  different 
answers. 

Answers  will  not  only  help 
determine  direction  to  be  taken 
in  management  of  the  family 
problem  but  will  also  suggest 
the  rate  at  which  the  family  can 
be  moved.12-1* 

There  are  three  key  questions 
that  should  be  asked  during  the 
interview  with  parents:  “What 
have  you  been  told  about  your 
child?”  — “What  do  you  think 
about  his  development  and  his 
mental  age?”  — and,  “What  have 
you  observed  about  his  be- 
havior?” 


The  first  will  sometimes  un- 
cover erroneous  information 
and  advice,  or  valid  information 
that  has  been  misinterpreted  by 
the  parents.  Report  of  state- 
ments made  by  others  is  not 
commonly  volunteered  but  must 
be  asked  for.  It  is  important  to 
know  about  misleading  informa- 
tion because  it  may  have  had 
disturbing  influence  on  the  par- 
ents’ thinking  or  may  create 
problems  in  the  program  later 
by  differing  from  the  concepts 
on  which  management  is  to  be 
based. 

Answers  to  the  second  ques- 
tion provide  valuable  informa- 
tion to  guide  the  remainder  of 
the  interview  as  well  as  for  de- 
velopment of  the  family  pro- 
gram. Actual  attitudes  cannot 
be  elicited  by  direct  question- 
ing but  must  be  inferred.  Thus, 
if  the  child’s  chronologic  age  is 
8 and  mental  age  4,  the  mother 
may  say,  “Johnny  is  just  a little 
slow,  like  a 7-year-old,  but  he’ll 
catch  up.”  The  father  may  say, 
“He  acts  like  a 4-year-old  to  me, 
and  I think  something’s  wrong.” 
The  inference  is  obvious;  there 
is  discrepancy  in  the  parents’ 
concept  of  the  child’s  condition. 
The  mother  is  denying  the  dis- 
ability. She  is  at  Stage  I.  The 
father  has  accepted  enough  of 
the  situation  to  permit  some  dis- 
cussion of  the  facts  and  may  be 
able  to  assist  his  wife  in  her 
progress.  He  is  at  Stage  II  or  III. 

understanding 

Variations  and  extensions  of 
the  third  question  may  then 
offer  both  information  and  an 
opportunity  to  assist  parents  in 
taking  their  first  steps  toward 
understanding.  A detailed  ac- 
count of  each  parent’s  observa- 
tion of  the  child’s  development 
and  what  it  means  to  the  parent 
adds  information  on  the  paren- 
tal stage.  By  questioning  tact- 
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fully,  it  is  possible  to  guide  the 
parent’s  thinking  around  to 
realization  and  acknowledge- 
ment without  forcing  the  issue. 
In  relating  her  observations  to 
someone  else,  and  in  amplifying 
her  report  in  response  to  ques- 
tions, she  will  see  the  situation 
in  a new  light.  She  can  thus  be 
led  to  her  own  conclusions  and 
be  spared  the  threat  apt  to  be 
felt  when  confronted  with  a 
dogmatic  diagnosis. 

Some  parents  will  have  diffi- 
culty in  accepting  the  diagnosis, 
even  after  the  most  carefully 
conducted  work-up  and  in- 
terpretation. It  may  take  time 
for  them  to  get  used  to  the 
idea.  And,  once  alerted,  they 
may  have  repeated  opportuni- 
ties to  make  comparisons  be- 
tween their  child  and  others.  If 
a number  of  consultants  have 
not  already  been  called  into  the 
evaluation,  the  parents  may  be 
helped  by  having  the  child 
evaluated  at  a diagnostic  clinic. 
Referral  is  particularly  helpful 
if  parents  find  it  difficult  to 
move  out  of  Stage  I. 

At  any  interview  they  should 
be  given  ample  time  to  ask 
questions  or  to  express  then- 
own  feelings.  Most  parents 
suffer  guilt  feelings  and  wonder 
if  they  have  done  anything 
wrong,  or  if  they  carry  some 
genetic  aberration,  to  produce 
an  abnormal  child.  It  is  impor- 
tant to  recognize  the  possible 
existence  of  such  reactions,  and 
to  rid  the  family  of  them  by 
assuring  parents  that  nothing 
they  have  done  has  caused  the 
child’s  mental  retardation. 

It  is  important  always  to  be 
honest.  Evidence  of  delayed 
development  should  be  frankly 
interpreted  to  parents.  When 
retardation  is  obvious  to  the 
professionals  who  have  exam- 


ined the  child,  attempts  at  re- 
assurance do  nothing  to  prepare 
the  parents  for  the  acceptance 
that  will  be  needed  later.  On 
the  other  hand,  nothing  is 
gained  by  dramatizing  minor 
deviations  from  normal  be- 
havior. It  is  much  better  merely 
to  tell  parents  that  the  child  is 
behind  in  his  development  and 
that  his  progress  will  be  ob- 
served carefully  over  the  next 
few  months.  They  should  be 
given  only  the  information  they 
are  ready  to  handle.  They 
should  be  given  ample  time  to 
consider  the  situation  so  they 
may  intelligently  arrive  at  the 
decision  best  for  them.  In  the 
meantime  they  will  need  a great 
deal  of  emotional  support. 

It  is  best  to  let  parents  arrive 
at  their  own  conclusion  about 
putting  a retarded  child  in  an 
institution.  The  physician  should 
discuss  the  advantages  and  dis- 
advantages of  home  training  vs. 
institutional  care,  but  the  de- 
cision must  be  made  by  the 
parents.  Should  the  physician 
make  such  a recommendation  it 
is  apt  to  be  interpreted  as  re- 
jection of  the  child  and  unwill- 
ingness to  sit  down  with  the 
family  to  discuss  everyday  man- 
agement problems. 

It  is  also  best  to  be  conserva- 
tive about  recommending  an- 
other pregnancy  in  expectation 
of  having  a normal  child.  Spe- 
cific genetic  information  is 
available  about  risks  in  subse- 
quent pregnancies  in  certain 
known  conditions  but  absence  of 
specific  factors  is  not  enough.’5 
Second  cases  of  retardation  have 
shown  up  in  siblings,  even  when 
complete  genetic  workup  of  the 
child  and  parents  has  been 
negative.  To  quote  Illingworth: 

“If  the  mother  is  to  be  ad- 
vised not  to  risk  another  preg- 
nancy, be  sure  that  she  is  not 


already  pregnant  before  giving 
the  advice. 

“I  have  seen  many  family  dis- 
asters result  from  faulty  genetic 
counseling.  After  a mentally  de- 
fective child  with  spastic  qua- 
driplegia  was  born,  the  parents 
were  told  that  it  never  hap- 
pened twice,  and  they  had 
another  child— with  the  same 
disorder.  They  were  then  told 
that  this  was  purely  a birth  in- 
jury, and  that  if  they  had  a 
child  by  Cesarean  section  he 
would  be  normal.  With  reluc- 
tance the  father  was  persuaded 
to  risk  another— and  the  result 
was  a third,  surviving,  mentally- 
defective,  spastic  child.  I my- 
self, when  an  ignorant  resident, 
and  before  translocation  days, 
finished  a long  talk  with  the 
mother  of  a mongol,  by  saying, 
‘one  thing  you  can  be  sure  about 
is  this— no  mother  has  a second 
mongol.’  The  mother  replied,  ‘I 
ought  to  have  told  you,  this  is 
my  third  mongol.’  ”6 

The  physician  responsible  to 
the  family  with  a retarded  child 
must  be  prepared  to  handle  a 
good  deal  of  emotional  reaction 
on  the  part  of  parents.  This  may 
be  distressingly  painful  grief  or 
guilt.  It  can  easily  shift  to 
equally  powerful  hostility  pro- 
jected onto  the  physician.  Hos- 
tility should  be  anticipated. 
When  it  occurs,  it  must  be  un- 
derstood that  it  is  the  normal 
reaction  of  normal  people  under 
the  abnormal  pressure  of  severe 
stress  and  is  in  no  way  to  be 
taken  as  personal.  Understand- 
ing and  emotional  support  may 
be  required  over  an  extended 
period  of  time  as  the  parents 
are  gradually  led  to  acceptance 
and  mature  adjustment: 

“The  physician  is  still  dealing 
with  parents  who  have  a multi- 
faceted problem: 
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1.  They  may  not  have  fully 
accepted  the  diagnosis  of 
mental  retardation. 

2.  They  have  varying  degrees 
of  guilt  feelings  about  their 
possible  role  in  the  causa- 
tion of  the  child’s  condi- 
tion. 

3.  They  resent  the  fact  that 
this  has  happened  to  them 
and  tend  to  try  to  find 
some  outside  influence  on 
which  they  can  blame  the 
problem. 

4.  They  hope  for  a magical 
solution. 

5.  They  have  a wish,  usually 
unconscious,  to  be  rid  of 
this  burden. 

6.  They  have  come  seeking 
advice. 

Each  of  these  factors  deserves 
separate  consideration  by  the 
physician,  who  must  realize  that 
he  himself  will  have  certain  re- 
actions to  the  child,  to  the 
child’s  condition,  and  to  the 
parents  and  their  emotional 
problems.”4 

a plan 

When  it  is  clear  that  both 
parents  have  achieved  some  un- 
derstanding of  the  situation  and 
their  questions  are  indicating 
some  concern  about  a plan  to 
follow,  the  time  has  arrived 
for  introduction  of  the  general 
course  to  be  followed  and  for 
inclusion  of  help  from  special- 
ists. A definite,  realistic  pro- 
gram will  be  needed.  It  will  be 
necessary  to  discuss  each  recom- 
mendation and  the  reason  for  it. 
The  parents  will  need  help  in 
selecting  specialists  and  should 
be  told  how  they  should  be 
used.  Where  community  agen- 
cies are  available,  the  parents 
should  be  helped  in  using  their 
services.  If  the  agencies  charge 
for  services,  and  parents  are  re- 
luctant to  apply  for  help  be- 
cause of  costs,  it  may  be  neces- 


sary to  intercede  for  a reduction 
in  fees.  Most  agencies  have  a 
sliding  scale  for  fees  and  will 
make  allowances  for  needy 
families. 

The  family  should  be  able  to 
look  to  one  responsible  phy- 
sician who  will  provide  the  nec- 
essary emotional  support,  exer- 
cise continuing  medical  super- 
vision, write  prescriptions  for 
anticonvulsant  or  ataractic 
drugs,  and  guide  the  employ- 
ment of  special  services.  The 
physician  can  help  the  parents 
by  providing  good  written  ma- 
terial.16-21 The  following  services 
will  be  found  in  most  com- 
munities: 

1.  Public  health  nurses  will 
visit  homes  to  assist  mothers  in 
carrying  out  recommendations. 
They  will  help  mothers  to  teach 
self-help  skills  in  feeding,  toilet- 
ing, walking,  speech,  dressing, 
and  in  parental  discipline. 

2.  Social  workers,  child  guid- 
ance clinic  personnel  and  psy- 
chiatrists can  help  in  under- 
standing and  correcting  erratic 
behavior  of  the  child.  Problems 
arising  sometimes  become  com- 
plex enough  to  require  assist- 
ance of  those  with  special  skills. 

3.  Audioligists  or  otologists 
may  be  needed  if  there  is  de- 
ficiency in  hearing  or  if  defi- 
ciency is  suspected. 

4.  Speech  therapists  may  be 
found  in  the  public  schools  or 
in  speech  and  hearing  clinics. 
Communication  is  the  major 
handicap  faced  by  the  retarded 
child.2 

5.  Physical  therapists  are 
usually  available  through  a pro- 
gram being  conducted  by  the 
Elks,  outpatient  departments  of 
hospitals  or  through  centers  de- 
voted to  care  of  spastic  children. 

6.  Special  education  will  be 
necessary  in  many  cases.  Most 


school  districts  have  depart- 
ments of  special  education  to 
fill  such  needs.  In  larger  cities 
there  are  special  classes  for 
retarded,  emotionally  disturbed 
or  neurologically  handicapped 
children,  or  those  with  other 
disorders.  In  small  communities 
these  separate  categories  are 
frequently  put  together  in  the 
same  classroom.  Smaller  com- 
munities may  also  have  advan- 
tages in  greater  flexibility  of  ad- 
mission criteria  and  frequently 
are  able  to  give  more  individual 
attention.  Private  schools  vary 
in  scope  of  services  and  fre- 
quently are  more  flexible  than 
public  schools  in  admissions. 

7.  Specialty  clinics,  such  as 
those  for  ophthalmology  and 
neurology,  may  be  called  on  for 
help. 

8.  Special  recreation  pro- 
grams for  retarded  children  are 
available  in  some  communities. 
They  are  most  frequently  pro- 
vided by  schools  or  by  park  de- 
partments. Some  swimming 
clubs  reserve  a time  each  week 
for  handicapped  children. 

9.  Preschool  centers  are  for 
younger  retared  children  who 
are  not  yet  ready  for  the  more 
formal  atmosphere  of  the 
schools  but  who  will  benefit 
from  social  stimulation  in  peer 
group  activities  and  a school 
readiness  program. 

10.  Day  care  centers  provide 
relief  for  mothers  by  taking  care 
of  the  retarded  child  while  the 
mother  works,  or  must  have 
some  relief  for  other  activities. 
The  total  dependency  of  some 
retarded  children  creates  a 
grinding  burden  that  leaves  a 
mother  no  time  to  recoup  her 
own  physical  and  emotional  re- 
sources. 

11.  Day  nurseries  usually  pro- 
vide a more  structured  program 
to  promote  development  of  the 
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child’s  social  skills  and  readiness 
for  learning. 

12.  State  institutions  are 
changing  from  the  basic  concept 
of  custodial  care  to  a more  dy- 
namic training  and  therapy- 
oriented  philosophy.  Many  now 
have  formal  school  programs, 
occupational  therapy  depart- 
ments and  training  programs. 
They  strive  to  prepare  resident 
patients  to  function  in  the  com- 
munity as  working  citizens, 
whenever  possible. 


conclusion 

Mental  retardation  demands 
family  counseling  that  is  a long, 
continuous  process.  It  requires 
repeated  interviews,  over  a long 
period,  in  order  to  work  out  so- 
lutions to  the  many  problems 
presented.  Helping  parents  face 
up  to  the  diagnosis  cannot  be 
done  quickly.  It  is  important  to 
clarify  the  situation  by  presen- 
tation of  facts,  even  though  the 
parents  seem  to  reject,  but  it  is 
just  as  important  not  to  push 


them  too  rapidly.  What  parents 
seem  to  reject  at  first,  will 
usually  be  accepted  six  months 
later.  Although  there  should  be 
individual  responsibility  of  the 
physician  to  the  family,  there 
will  be  need  for  many  skills  and 
many  services.  The  family  will 
need  help  in  selecting  them  and 
in  using  the  information  they 
provide.  ■ 

15230  15th  Avenue  N.E. 

(98155) 
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Telemetered  Electrocardiograms 

During  Cerebrovascular  Insufficiency 


HERBERT  J.  5 EM  IE  R,  M.D.  /LEE  E.  IAUER,  Portland,  Oregon 


The  physician  is  daily  con- 
fronted with  patients  having 
a history  of  episodic  dizziness  or 
fainting  without  diagnostic  find- 
ings. Even  after  extensive  labo- 
ratory tests  the  etiology  of  the 
transient  cerebral  symptoms  fre- 
quently remains  unknown.  In 
100  consecutive  patients  evalu- 
ated for  fainting,  Broadbent  re- 
ported that  in  88  percent  no 
cause  was  discovered.1  One  me- 
chanism for  producing  inter- 
mittent cerebrovascular  insuffi- 
ciency which  is  often  not  sus- 
pected is  the  sudden  fall  in  car- 
diac output  induced  by  paroxys- 
mal tachyarrhythmias.2 

Syncope  may  also  result  from 
complete  heart  block  and  is  the 
primary  indication  for  cardiac 
pacemaker  implantation.  In 
Stokes-Adams  syndrome  precise 


diagnosis  of  the  syncopal  episode 
is  mandatory. 

The  introduction  of  cardiac 
telemetry  has  provided  a means 
of  documenting  transient  dis- 
turbances in  heart  rate  and 
rhythm.3 

The  objective  of  the  present 
study  has  been  to  use  radiotele- 
metry to  record  continuous 
monitored  electrocardiograms  in 
ambulatory  patients  with  symp- 
toms suggesting  Stokes-Adams 
attacks. 

methods  and  materials 

All  subjects  referred  to  the 
Cardiac  Telemetry  laboratory 
had  a thorough  medical  history, 
physical  examination,  chest  x- 
ray  and  standard  12-lead  electro- 
cardiograms prior  to  monitoring 
with  continuous  electrocardio- 
grams. 


By  means  of  radiotelemetry, 
continuous  electrocardiograms 
have  been  recorded  before,  dur- 
ing, and  after  exercise  stress 
tests,  as  described  previously.4  5 
The  patient  wears  a radiotrans- 
mitter connected  by  fine  wires 
to  an  electrode  on  the  middle  of 
the  right  clavicle  and  the  other 
electrode  on  the  sixth  rib  in  the 
left  anterior  axillary  line.  Input 
signals  from  the  electrodes  are 
carried  by  thin,  flexible  wires  to 
the  radiotransmitter  where  they 
are  amplified  and  transmitted  to 
the  receiving  unit.  This  system 
provides  continuous  recording  of 
the  electrocardiogram  while  the 
patient  is  subjected  to  carotid 
sinus  compression,  Valsalva  ma- 
neuver, orthostatic  changes  in 
body  position,6  and  a double 
Master’s  two-step  exercise  test. 

“Dynamic  electrocardiograms” 
during  daily  activities  were  also 
obtained  by  portable  tape  re- 
corders using  the  system  de- 
scribed by  Holter7  and  modified 
by  Norland  and  Sender.8  The 


From  the  Cardiac  Telemetry  Station,  St.  Vincent  Hospital,  Portland,  Oregon  and 
the  University  of  Oregon  Medical  School  where  Dr.  Semler  is  Senior  Clinical 
Instructor  in  Cardiology.  Mrs.  Lauer  is  a technician  in  the  cardiac  telemetry 
station. 

Supported  in  part  from  the  Frank  R.  Menne  Research  Fund,  St.  Vincent  Hospital 
and  the  Oregon  Heart  Association.  Results  of  this  investigation  were  presented 
to  the  Annual  Meeting  of  the  Oregon  Medical  Association  September  20-22,  1967. 
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Continuous  telemetered  and  tape  recorded  electrocardiograms,  or  both, 
have  been  obtained  in  868  ambulatory  patients,  72  of  whom  had  frequent  epi- 
sodes of  unexplained  dizziness,  syncope,  or  both.  Etiology  of  the  intermittent 
cerebrovascular  insufficiency  could  not  be  established  from  complete  cardio- 
vascular and  neurologic  examinations.  Ten  of  the  72  had  spontaneous  syncope 
while  being  monitored.  The  electrocardiograms  showed  brief  runs  of  either 
supraventricular  or  ventricular  tachycardia,  rapid  atrial  flutter,  atrial  fibrillation, 
and  multifocal  ventricular  premature  beats  occurring  for  periods  of  less  than  two 
minutes’  duration.  All  ten  had  normal  electrocardiograms  between  attacks.  Only 
by  monitoring  cardiac  activity  during  the  actual  syncopal  episode  was  it  possible 
to  document  the  cardiocerebral  relationship. 


TABLE  1 

ECG  During  Duration 


Age 

Sex 

ECG” 

Chest  X-ray 

Attack"" 

of  Spells 
in  Years 

66 

M 

N 

N 

SVT 

3 

58 

F 

N 

N 

SVT 

14 

73 

M 

N 

N 

SVT 

3 

16 

M 

N 

N 

VT 

4 

73 

M 

N 

N 

VP 

3 

45 

F 

N 

N 

VP 

3 

60 

F 

N 

N 

VP 

31 

58 

F 

N 

N 

VP 

3 

67 

M 

N 

N 

PAF 

13 

51 

F 

N 

N 

VP 

5 

*N,  Normal:  **SVT,  Supraventricular  Tachycardia;  VT,  Ventricular  Tachycardia: 
VP,  Ventricular  Polygeminy;  PAF,  Paroxysmal  Atrial  Fibrillation. 

system  consists  principally  of 
three  different  electronic  instru- 
ments: 1)  a small,  portable 

electrocardiographic  tape  re- 
corder, 2 ) electrocardioscanner 
which  provides  rapid  analysis  of 
the  tapes,  3)  an  electrocardio- 
charter  which  records  permanent 
tracings  of  the  tapes  on  con- 
ventional electrocardiographic 
paper.  The  subject  is  connected 
with  the  same  bipolar  lead  sys- 
tem as  described  for  the  radio- 
electrocardiogram, and  is  free  to 
carry  out  his  usual  daily  activi- 
ties outside  the  hospital  in  his 
own  native  environment.  A diary 
is  kept  to  log  events  that  occur 
during  the  day,  type  of  activity 
performed,  and  any  symptoms 
such  as  dizziness  or  fainting. 
The  patient  then  returns  to  the 
laboratory  and  the  tape  is  re- 
moved and  rapidly  analyzed 
using  the  electrocardioscanner. 
This  is  a semiautomatic  data- 
compressor-unit  having  a tape 
speed  of  450  inches  per  minute, 


or  60  times  faster  than  the  real- 
time tracing  was  recorded. 
Hence,  ten  hours  of  continuous 
electrocardiograms  ( amounting 
to  approximately  50,000  beats) 
can  be  rapidly  screened  in  ten 
minutes.  Time-elapse  clocks  are 
synchronized  with  the  tape  re- 
cording so  that  electrocardio- 
graphic changes  can  be  corre- 
lated with  symptoms  noted  in 
the  patient’s  diary. 

results 

Table  1 summarizes  the  ages, 


sex,  electrocardiogram,  and  chest 
x-ray  findings  for  ten  subjects  in 
whom  the  only  abnormality  de- 
tected was  the  monitored  elec- 
trocardiogram during  an  attack 
of  dizziness  or  syncope.  The 
length  of  time  the  spells  had 
previously  remained  undiag- 
nosed for  each  individual  is  also 
listed  in  Table  1.  All  ten  had 
spells  off-and-on  for  over  three 
years.  No  mortality  has  yet  oc- 
curred in  this  group. 

Continuous  tape  recorded  ten- 
hour  electrocardiocordings  were 
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Fig.  1.  Radioelectrocardiograms  of  a 59-year-old  woman  who  complained  of  intermittent  precordial 
“vibrations”  and  fainting  spells.  The  tracings  were  recorded  in  A.  supine,  B.  sitting,  and  C.  stand- 
ing positions  and  then  during  exercise  over  a Master’s  two-step  staircase;  D.  One  minute,  E.  2 min- 
utes. (From  Semler)5 


made  in  868  consecutive  pa- 
tients, 72  ( <9  percent)  of  whom 
were  evaluated  because  of  fre- 
quent spells  of  unexplained  diz- 
ziness, syncope,  or  both.  Their 
ages  ranged  from  16  to  77  years. 
There  were  32  women  and  40 
men.  No  cause  for  their  synco- 
pal episodes  could  be  deter- 
mined from  the  medical  history, 
physical  findings,  standard  12- 
lead  electrocardiograms,  chest 
and  skull  x-rays,  orthostatic  and 
hyperventilation  tests,  blood  glu- 
cose, calcium,  potassium,  urine 
catecholamines,  thyroid  function 
tests,  and  electroencephalograms. 
Carotid  sinus  massage  was  nega- 
tive in  all  except  one  (Age  67, 
Table  1),  who  had  coexistent 
carotid  sinus  hypersensitivity. 
Four  patients  had  occasional 
ventricular  premature  contrac- 
tions but  otherwise  normal  elec- 
trocardiograms. The  remainder 
of  the  patients  had  standard 
electrocardiograms  which  were 
either  normal  or  nondiagnostic 
between  the  fainting  spells. 


Immediately  after  exercise 


One  minute  after  exercise 


Fig.  2.  Radioelectrocardiograms  of  the  same  59-year-old  woman  as  in  Figure  1. 
Just  as  the  exercise  test  was  completed  she  suddenly  fainted  after  the  abrupt 
onset  of  ventricular  tachycardia  which  returned  to  sinus  rhythm  within  1 
minute.  (From  Semler)s 
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CASE  REPORTS 

Case  1:  A 59-year-old  housewife 
had  “vibrations  ’ in  her  chest  as- 
sociated with  dizziness  and  light- 
headedness. She  described  spells 
of  discomfort  over  the  anterior 
chest  with  pains  going  into  her 
arms  and  neck  associated  with 
lightheadedness  and  a sensation 
that  she  was  “going  to  pass  out.” 
These  had  appeared  after  she  had 
been  a passenger  in  a car  that  was 
struck  from  behind  by  a large  mov- 


ing-van. She  had  no  direct  chest 
injuries  but  had  developed  a whip- 
lash-type syndrome.  Examination 
revealed  a blood  pressure  of 
110/70  mm  Hg  in  the  right  arm 
and  120/75  mm  Hg  in  the  left 
arm;  no  cardiac  mumurs  or  ab- 
normalities were  found  except  for 
the  presence  of  occasional  pre- 
mature ventricular  contractions. 
Hyperventilation  and  carotid  sinus 
massage  were  negative.  There  was 
a grade  1 lymphedema  of  the  lower 


extremities.  X-rays  of  the  neck, 
head,  chest,  gall  bladder,  esoph- 
agus, and  stomach  were  negative 
expect  for  the  presence  of  a dia- 
phragmatic hernia. 

Standard  electrocardiography 
revealed  no  abnormalities  except 
for  frequent  ventricular  premature 
beats.  She  was  monitored  with 
continuous  radioelectrocardiog- 
raphy during  an  exercise  test  and 
the  premature  beats  subsided. 
However,  upon  resting,  within  ten 


Fig.  3.  Continuous  radioelectrocardio- 
grams of  a 73-year-old  man  who  had 
“fainting  spells”  for  over  two  years. 


Supine 


During  2 minutes  of  exercise 


During  attack  60  seconds  after  exercise 


During  attack  65  seconds  after  exercise 
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Fig.  4.  Onset  of  paroxysmal  ventricular  tachycardia  during  a spell  of  dizziness 
and  palpitations  in  a 16-year-old  boy. 


seconds  she  suddenly  fainted  due 
to  the  abrupt  onset  of  a ventricular 
tachycardia  which  spontaneously 
returned  to  sinus  rhythm  within  60 
seconds,  Figures  1 and  2.  She 
promptly  recovered  and  volun- 
teered the  fainting  episode  was  just 
like  the  one  she  had  described 
previously.  Quinidine  therapy  was 
started  and  no  further  episodes  of 
syncope  occurred. 

Case  2:  A 73-year-old  rancher 
had  “fainting  spells”  for  over  two 
years,  occurring  while  standing 
still  or  following  mild  exertion, 
and  often  preceded  by  a warning 
of  “sinking.”  By  placing  his  head 
below  chest  level,  a spell  could 
sometimes  be  prevented;  whereas, 
other  times  he  would  lose  con- 
sciousness. His  wife  noted  the 
“pulse  was  weak  and  slowed  to 
30”  during  a fainting  episode.  The 
spells  gradually  increased  in  fre- 
quency accompanied  by  substernal 
discomfort  and  emotional  outbursts 
of  crying.  He  had  lost  conscious- 
ness the  previous  year  followed  by 
a transient  left  hemiparesis. 

Physical  examination  was  com- 
pletely normal.  X-rays  of  the  skull, 
neck,  and  electroencephalogram 
were  negative.  Laboratory  studies 
were  normal,  including  complete 
blood  counts,  protein-bound  io- 
dine, cholesterol,  24-hour  urine 
catecholamines,  blood  glucose, 
blood  urea  nitrogen,  electrolytes, 
and  sedimentation  rate.  Electro- 
cardiograms were  normal  at  rest, 
during  and  after  strenuous  exer- 
cise. However,  during  a spon- 
taneous spell  of  syncope,  con- 
tinuous radioelectrocardiograms 
showed  the  mechanism  to  be  fre- 
quent multifocal  premature  ven- 
tricular contractions,  Figure  3. 

Case  3:  A-l 6-year-old  boy  had  a 
history  of  episodes  of  rapid  palpita- 
tions, shortness  of  breath,  and 
dizziness  lasting  two  to  three  min- 
utes intermittently  for  over  two 
years.  These  recurred  two  or  three 
times  daily  and  were  more  severe 
during  periods  of  intense  studying 
or  emotional  stress. 

Physical  examination  was  en- 
tirely negative  and  there  were  no 
cardiac  abnormalities.  X-rays  of 
the  head  and  chest  were  normal 
as  were  standard  12-lead  electro- 
cardiograms at  rest  as  well  as  dur- 
ing submaximal  exercise  tests.  The 
patient  was  monitored  continuous- 
ly with  a portable  electrocardio- 
graphic recorder  on  four  different 
occasions  of  ten-hours  duration. 
Paroxysmal  ventricular  tachycardia 


of  15  to  25  seconds  duration  oc- 
curred during  several  spells  of 
dizziness  and  palpitations,  Figure 
4.  These  subsequently  were  alle- 
viated by  quinidine  and  controlled 
as  long  as  he  maintained  adequate 
quinidine  levels.  The  spells  re- 
curred when  quinidine  was  re- 
duced below  a dosage  of  120  mg 
daily.  Four  years  have  elapsed  and 
no  change  in  his  cardiovascular 
examination  has  occurred.  He  rep- 
resents a case  of  idiopathic  par- 
oxysmal ventricular  tachycardia 
documented  by  continuous  electro- 
cardiographic monitoring  during 
ambulatory  activities. 

Case  4:  A 65-year-old  man  had 
intermittent  episodes  of  lighthead- 
edness associated  with  occasional 
syncope.  The  first  attack  occurred 
in  1947  after  eating  and  subse- 
quent attacks  recurred  spontane- 
ously without  warning.  “Primary 
epilepsy”  was  initially  diagnosed 
and  15  years  later,  after  neurolog- 
ical evaluation,  the  diagnosis  was 
changed  to  “basilar  artery  insuf- 
ficiency.” Carotid  arteriography 
was  negative  on  two  occasions. 


His  attacks  were  accompanied  by 
pounding  heart  beat,  precordial 
discomfort,  and  an  urge  to  void. 
During  one  seizure,  he  fell  and 
sustained  a scalp  laceration. 

Physical  examination  was  com- 
pletely normal  except  for  an  oc- 
casional premature  atrial  beat. 
Twelve  - lead  electrocardiograms 
were  normal  at  rest  as  well  as 
after  a double  Master’s  two  step 
exercise  test.  X-rays  of  the  chest 
and  skull  were  negative,  as  were 
electroencephalograms.  Continu- 
ous monitoring  during  several 
spells  of  dizziness  showed  bursts 
of  supraventricular  tachycardia  at 
rates  of  150,  Figure  5.  He  was 
placed  on  qunidine  and  the  spells 
subsided  for  one  year  until  he 
stopped  qunidine,  at  which  time 
the  spells  returned.  Again  continu- 
ous monitored  electrocardiograms 
showed  the  mechanism  to  be  parox- 
ysmal supraventricular  tachycar- 
dia. Qunidine  was  restarted  and 
the  spells  subsided  with  no  recur- 
rence for  more  than  18  months. 

Case  5:  A 58-year-old  woman 
had  a history  of  loss  of  conscious- 
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Fig.  6.  Continuous  Holter  monitoring  of  a 58-year-old  woman  before  and  during  a fainting 
episode  associated  with  paroxysmal  atrial  tachycardia.  The  upper  two  tracings  were  recorded  at 
25mm  per  second,  whereas  the  lower  tracing  was  at  50mm  per  second. 


ness  episodes,  dizziness,  and  fre- 
quent palpitations  off-and-on  for 
over  11  years.  There  was  no  clini- 
cal evidence  of  cardiovascular  dis- 
ease. Neurologic  examination  was 
negative.  X-rays  of  the  chest  and 
head  were  normal,  as  were  12- 
lead  electrocardiograms  at  rest  as 
well  as  after  exercise.  Electroen- 
cephalography was  negative. 

While  in  the  laboratory  wearing 
a Holter  recorder  she  suddenly 
fainted,  during  which  she  had  a 
paroxysm  of  supraventricular 
tachycardia  at  a rate  of  200.  The 
episode  subsided  spontaneously 
within  45  seconds  and  she  recov- 
ered completely  within  two  min- 
utes, Figure  6.  Her  spells  have 
decreased  since  qunidine  was  ad- 
ministered. 

discussion  and  conclusions 

It  is  well  known  that  rapid 
arrhythmias  may  reduce  cardiac 
output  and  thereby  decrease 
cerebral  blood  flow  resulting  in 
either  dizziness,  syncope  or  both. 
Barnes  in  1926  reported  neuro- 
logic disorders  associated  with 
paroxysmal  atrial  tachcardia.1 2 3 4 5 6 *  In 
the  laboratory,  Corday  and  Irv- 
ing have  induced  cardiac  ar- 
rhythmias in  dogs  while  measur- 
ing internal  carotid  blood  flow.8 
Their  studies  demonstrated  that 
premature  atrial  and  ventricular 


systoles  as  well  as  ectopic  tachy- 
cardia produce  significant  re- 
duction in  cerebral  blood  flow. 
In  man,  Benchimol  and  associ- 
ates observed  marked  disturb- 
ances in  cardiac  function  after 
the  appearance  of  multifocal 
ventricular  premature  contrac- 
tions or  bigeminal  rhythm.10 
These  arrhythmias  brought  on  a 
marked  fall  in  cardiac  output, 
stroke  volume,  systemic  arterial 
pressure,  and  central  blood  vol- 
ume. The  resultant  decrease  in 
carotid  arterial  flow  could  lead 
to  dizziness,  faintness,  and  other 
neurologic  symptoms. 

With  the  advent  of  radiotele- 
metered  or  tape  recorded  elec- 
trocardiograms, a continuous, 
permanent  record  of  cardiac 
activity  can  be  obtained  during 
transient  spells  of  dizziness  or 
loss  of  consciousness.  The  studies 
reported  herein  have  established 
a cardiocerebral  relationship  in 
ten  of  72  patients  evaluated  for 
unexplained  dizziness  and  syn- 
cope. Cardiovascular  and  neuro- 
logic examinations  were  nega- 
tive in  all  between  cerebral 
symptoms.  Only  by  recording 


the  electrocardiogram  during 
dizziness  or  syncope  was  the 
pathogenesis  clarified. 

In  comparison  to  patients  hav- 
ing syncope  with  Stokes-Adams 
attacks  due  to  complete  heart 
block,  this  group  of  ten  patients 
had  a variety  of  arrhythmias 
causing  symptoms;  but  when 
asymptomatic,  they  had  sinus 
rhythm,  normal  electrocardio- 
grams, and  no  cardiac  enlarge- 
ment. Eight  of  the  ten  improved 
while  taking  quinidine.  No  mor- 
tality has  occurred  in  the  ten 
subjects,  with  eight  having  inter- 
mittent spells  for  over  three 
years.  This  is  in  contrast  to  pa- 
tients with  Stokes-Adams  attacks 
due  to  heart  block  in  whom 
quinidine  is  contraindicated  and 
the  annual  mortality  is  in  excess 
of  50  percent  following  the  ini- 
tial syncopal  episode.11  It  is 
therefore  crucial  to  determine 
the  cause  of  Stokes-Adams  at- 
tacks as  the  pathogenesis,  treat- 
ment and  prognosis  are  differ- 
ent. ■ 

2330  N.W.  Flanders  Street 
(97210)  (Dr.  Semler) 
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Specific  Learning  Disabilities 

RICHARD  O.  GODE,  M.D.,  Seattle,  Washington 


Specific  learning  disabilities  constitute  a group  of  poorly  under- 
stood and  highly  controversial  conditions  which  can  be  separated 
from  the  other  types  of  learning  problems  in  children.  They  repre- 
sent a diagnosis  of  exclusion  and  can  best  be  defined  by  cata- 
loguing the  most  frequently  cited  characteristics  quoted  in  the 
literature.  The  physicians  responsibility  to  a child  with  a specific 
learning  disability  is  to  rule  out  other  disorders,  assess  his  psycho- 
neurological strengths  and  weaknesses,  clearly  and  accurately 
describe  these  findings,  prescribe  and  evaluate  medication  in 
appropriate  cases,  and  to  act  as  interpreter  and  counselor  for  the 
child  and  his  family.  Like  many  other  types  of  learning  problems, 
the  category  of  specific  learning  disabilities  is  not  the  domain  of 
any  one  discipline  and  therefore  the  physician  should  be  prepared 
to  communicate  and  cooperate  with  other  professionals  in  the 
understanding  and  habilitation  of  children  with  these  disorders. 


How  often  have  you  been 
presented  with  a school 
age  child  whose  parents  state 
even  though  he  is  bright  and 
healthy,  he  simply  cannot  “set- 
tle down”  in  school?  In  addition, 
they  say,  “He  cries  easily  at 
home;  he  is  very  active  physi- 
cally, but  is  oh  so  clumsy.” 
These  are  some  of  the  many 
signs  clustered  in  the  category 
of  specific  learning  disabilities. 

In  a previous  article  “The 
Child  With  a Learning  Prob- 
lem,” was  discussed.1  A simple 
classification  of  four  categories 
was  presented:  a.  physical,  b. 
psycho-social,  c.  intellectual, 
and  d.  specific  learning  disabil- 
ities. The  following  discussion 
will  deal  principally  with  the 
last  of  these  four  subdivisions. 

The  very  term  specific  learn- 
ing disabilities  is  a potpourri,  a 
hotbed  of  controversy  among 
professionals,  and  at  best  an  im- 
precise diagnosis  of  exclusion. 
Nevertheless,  the  category  must 
be  faced,  recognized  and  dealt 


with  by  physicians,  educators, 
psychologists,  counselors  and 
parents  alike. 

The  medical  consensus  is  that 
it  represents  a combination  of 
signs  and  symptoms  that  can  be 
described  behaviorally  and  is 
currently  most  frequently  en- 
titled “minimal  brain  dysfunc- 
tion.” Historically  it  has  stem- 
med from  descriptions  by  a 
small  number  of  researchers  be- 
ginning in  the  late  1930’s.  The 
most  notable  among  them  are 
Charles  Bradley2,  Strauss  and 
Lehtinen,3  Laufer  and  Denhoff,* 
MacKeith  and  Box,5  and  Birch.0 
To  the  physician,  the  confusion 
lies  in  the  fact  that  each  investi- 
gator has  described  a slightly 
different  set  of  factors  and  then 
entitled  it  in  a slightly  different 
way.  As  a result  the  list  of  signs 
and  symptoms  has  grown  to  un- 
workable size. 

Until  more  reliable  and  valid 
information  becomes  available 
from  the  variety  of  professions 
currently  conducting  multidis- 
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ciplinary  research  on  the  sub- 
ject, the  definition  of  minimal 
cerebral  dysfunction  proposed 
by  the  task  force  of  the  National 
Institute  for  Neurological  Dis- 
eases and  Blindness  (NINDB) 
in  1966  will  be  adopted: 

These  children  have  near  aver- 
age, average  or  above  average 
general  intelligence  with  certain 
learning  or  behavioral  disabilities 
ranging  from  mild  to  severe, 
which  are  associated  with  devia- 
tions of  function  of  the  central 
nervous  system.  These  deviations 
may  manifest  themselves  by  vari- 
ous combinations  of  impairment  in 
perception,  conceptualization,  lan- 
guage, memory  and  control  of  at- 
tention, impulse  or  motor  function.7 

Perhaps  a more  useful  tool  to 
the  practicing  physician  is  a list 
of  the  ten  most  frequently  cited 
clinical  and  behavioral  charac- 
teristics gleaned  from  a review 
of  the  literature  by  that  same 
task  force:  1.  hyperactivity,  2. 
perceptual  - motor  impairments, 
3.  emotional  lability7,  4.  general 
coordination  deficits,  5.  disor- 
ders of  attention,  6.  impulsivity, 
7.  disorders  of  memory  and 
thinking,  8.  specific  disabilities 
of  reading,  arithmetic,  writing 
and  spelling,  9.  disorders  of 
speech  and  hearing,  and  10. 
equivocal  neurological  signs  and 
electroencephalographic  irregu- 
larities. 

The  breadth  of  this  diagnostic 
category  can  be  appreciated 
along  with  my  own  hesitation  to 
identify  it  as  a pathologic  entity 
in  the  true  sense  of  the  word. 
The  reader  can  now  understand 
why  I choose  to  label  this  group 
as  “Specific  Learning  Disabili- 
ties” rather  than  “Minimal  Ce- 
rebral Dysfunction”  or  “Brain 
Damage.”  These  latter  labels 
convey  the  concepts  of  unim- 
portance (minimal)  or  proven 
central  nervous  system  disease, 
neither  of  which  is  valid. 

This  opinion  is  further  sub- 
stantiated by  others.  Pincus  and 


Glaser  state  that  labels  like 
“brain  damage”  merely  reflect 
certain  kinds  of  aberrant  be- 
havior.8 It  may  be  caused  by  a 
variety  of  medical  conditions, 
may  in  part  result  from  an  emo- 
tional reaction  to  these  condi- 
tions, or  may  exist  in  the  ab- 
sence of  any  clearly  discernible 
medical  problem.  Following  a 
well-designed  study  of  97  chil- 
dren referred  to  him  for  hyper- 
activity, distractibility  or  unex- 
plained poor  performance  at 
school  and  home,  Paine  con- 
cluded that  what  is  now  being 
called  minimal  brain  dysfunc- 
tion is  not  a syndrome  or  even 
a group  of  syndromes,  but  un- 
related minor  dysfunctions  that 
may  be  neurological,  behavioral 
or  cognitive  but  not  statistically 
correlated  with  abnormal  past 
medical  history  or  electroen- 
cephalograms.8 

Bodin  studied  72  children  re- 
ferred by  schools  for  learning 
and  behavior  problems.  After  a 
computerized  factor  analysis  of 
tests  measuring  behavior,  socio- 
familial  characteristics,  cognitive 
abilities,  neurological  assess- 
ment, electroencephalograms, 
medical  histories  and  physical 
examinations,  he  stated  that 
behavior  and  cognitive  per- 
formance were  independent  of 
each  other  and  of  the  medical 
examinations.  There  was  also  a 
lack  of  correlation  between  the 
neurological  assessment,  the 
electroencephalogram  and  the 
medical  historical  abnormali- 
ties.1 0 

In  a similar  study,  Werry  con- 
ducted a computerized  analysis 
of  a great  many  variables  de- 
rived from  “. . . psychiatric,  neu- 
rological, elecfroencephalo- 
graphic  examinations,  maternal 
histories,  inspection  of  hospital 
obstetrical  records,  and  psycho- 
logical tests.”  In  a population  of 


103  children  he  found  a “. . . 
very  low  degree  of  interrelated- 
ness between  neurological,  cog- 
nitive, behavioral,  medical-his- 
torical, and  electroencephalo- 
graphic dysfunctions.”11 

Therefore,  at  the  present  stale 
of  our  knowledge,  it  would 
seem  more  practical  to  consider 
specific  learning  disabilities  as 
a descriptive  psycho-education- 
al term  rather  than  a neuro- 
medical pathological  entity. 
This  is  not  to  say  that  these 
children  have  normal  neuro- 
motor and  behavioral  function- 
ing—they  certainly  do  not.  They 
have  a wide  variety  of  abnormal 
findings  in  their  medical  his- 
tories, psychological  test  per- 
formances, physical  examina- 
tions, behavioral  profiles  and 
electroencephalograms.  But 
there  is  not  enough  commonal- 
ity and  cohesiveness  to  establish 
a hard  and  fast  medical  syn- 
drome. 

While  we  are  waiting  for  re- 
search to  close  this  gap,  so  that 
we  can  be  precise  rather  than 
sloppy  in  our  diagnostic  term- 
inology, does  it  not  stand  to 
reason  that  we  physicians 
should  concentrate  our  efforts 
toward  the  more  accurate  de- 
scription of  these  children  and 
work  on  a prescription  for  ac- 
tion in  the  spheres  of  training, 
treatment  and  remediation?  This 
requires  the  physician  to  share 
his  skills  with  those  of  the  edu- 
cator, the  psychologist,  and  the 
counselor.  It  also  necessitates 
some  compromise  in  the  classi- 
cal training  and  thinking  of  the 
physician.  We  have  traditional- 
ly been  taught  to  make  a diag- 
nosis before  instituting  treat- 
ment. If  specific  learning  dis- 
ability is  not  a true  diagnosis, 
how  can  the  physician  possibly 
function  or  be  of  any  use  to  the 
patient? 
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Physician's  Role  and  Responsibility  to  the  Child 
With  a Specific  Learning  Disability 


With  experience  and  a few 
additional  aids,  the  busy  physi- 
cian can  adequately  demon- 
strate, describe,  prescribe  and 
follow  through  with  a program 
to  help  the  large  number  of 
children  who  fall  into  this  cate- 
gory. Current  estimates  of  in- 
cidence, depending  on  criteria 
used,  range  from  5 to  20  percent 
of  the  primary-grade  popula- 
tion.12 

The  physician’s  function  can 
be  described  under  six  sub- 
headings: 

1.  Rule  out  other  disorders 

The  first  office  visit  should 
include  a complete  history  and 
physical  examination  to  place 
the  chief  complaints  in  proper 
focus  and  to  rule  out  other 
causes  of  school  failure  as  out- 
lined in  “The  Child  With  a 
Learning  Problem.”1  Physical 
factors,  obvious  psycho-social 
factors,  and  mental  retardation 
can  and  should  be  eliminated 
at  this  time.  Physical  factors 
require  treatment  and  correc- 
tion. Psycho-social  factors  fre- 
quently require  environmental 
manipulation,  family  counseling 
and  guidance,  and  occasionally 
psychiatric  referral,  before  any 
change  in  the  condition  can  be 
anticipated.  Individual  physi- 
cians remain  involved  with  such 
problems  depending  on  their 
interest,  training,  experience, 
time,  and  personal  comfort  in 
the  situation.  Mental  retarda- 
tion or  lack  of  intellectual  ad- 
equacy is  not  difficult  to  detect. 
The  physician  then  turns  to  the 
psychologist,  the  social  worker, 
the  educator,  and  the  nurse, 
plus  others  in  the  community, 
to  aid  the  family  in  their  accept- 
ance of  and  working  with  the 
problem.  He  then  follows 


through,  giving  medical  assist- 
ance to  the  child  and  providing 
his  expertise  to  the  team  of  pro- 
fessionals in  the  formulation  of 
the  most  suitable  program  of 
training  and  management  for 
the  patient. 

When  these  three  categories 
have  been  ruled  out  by  exclu- 
sion, the  descriptive  diagnosis 
of  specific  learning  disabilities 
remains.  A composite  image  of 
such  a patient  is  a boy  (eight 
out  of  ten  patients  with  specific 
learning  disabilities  are  male), 
who  is  physically  healthy,  and 
has  normal  intelligence  (he  may 
range  from  low  normal  to  su- 
perior or  gifted).  He  usually 
does  not  suffer  from  emotional 
disturbance,  although  the  con- 
tinued unrecognized  existence 
of  specific  learning  disability 
over  a number  of  years  may 
have  significant  deleterious  ef- 
fects on  a child’s  mental  health. 
He  always  has  academic  diffi- 
culty, is  usually  called  an  under- 
achiever, and  frequently  ex- 
periences school  failure.  He  is 
often  described  by  his  parents 
and  teachers  as  being  hyper- 
active, with  a short  attention 
span,  distractibility,  and  emo- 
tional lability.  He  may  have 
difficulty  with  social  relation- 
ships. Fine  motor  skills  such  as 
handwriting,  puzzles  and  model 
building  may  be  difficult  tasks 
for  him.  These  children  exhibit 
a wide  variety  of  other  descrip- 
tive behaviors  which  are  in  fact 
abnormal  or  interpreted  to  be 
abnormal  by  his  observers,  but 
as  one  can  already  see  this 
kaleidoscope  of  signs  defies  a 
clean  and  neat  diagnostic  syn- 
drome. 

2.  Assess  strengths  and  weaknesses 

Following  the  first  office  visit, 


the  physician  should  accom- 
plish two  things  before  the  sec- 
ond encounter  with  the  child. 
He  should  talk  briefly  with  the 
parent  who  did  not  accompany 
the  child  to  the  office  for  the 
first  visit.  This  is  usually  the 
father.  A phone  call  at  the  noon 
hour  or  at  the  end  of  the  work- 
ing day  will  allow  him  to  get 
the  other  side  of  the  parental 
history.  Often  parents  do  not 
agree  with  one  another  in  the 
interpretation  of  the  problem 
and  its  historical  background,  or 
on  their  ways  and  means  of 
managing  the  child.  An  assess- 
ment of  motivation  of  both  par- 
ents is  also  most  important  be- 
cause without  it,  any  plan  or 
program  to  help  the  child  is 
doomed  to  failure. 

Secondly,  the  physician  should 
obtain  information  from  the 
school  regarding  the  child’s  spe- 
cific performance  academically 
and  behaviorally.  Naturally, 
this  is  done  with  the  parents’ 
written  consent.  It  can  be  ob- 
tained in  writing  from  the  class- 
room teacher  through  the  prin- 
cipal of  the  school.  An  office 
nurse  or  assistant  can  accom- 
plish this  task.  Most  principals 
and  teachers  provide  this  in- 
formation promptly  and  with- 
out question,  but  their  coopera- 
tion is  secured  more  easily  if  a 
printed  form  is  provided  for 
their  convenience. 

The  second  office  visit  con- 
sists of  a more  detailed  psycho- 
neurological assessment  of  the 
child.  With  practice  and  ex- 
perience each  physician  de- 
velops his  own  style  and  se- 
quencing. A good  model  for 
such  an  evaluation  can  be 
adapted  from  Richmond  Paine’s 
“Neurological  Examination  of 
Children.”13 

The  examination  consists  of 
nine  categories: 
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A.  General  intelligence  and 
emotional  status:  This  is  a con- 
tinuation of  the  first  visit  and 
can  be  done  in  a conversational 
manner  while  other  parts  of  the 
examination  are  being  con- 
ducted. The  greatest  amount  is 
learned  about  the  child  by  hav- 
ing him  talk  while  the  examiner 
listens.  The  physician  should  not 
bombard  the  patient  with  ques- 
tions requiring  “yes”  or  “no” 
answers  but  should  use  his  skills 
to  draw  out  the  child  verbally. 

B.  Language  function:  Spoken 
language  should  be  judged  for 
quality,  quantity  and  appropri- 
ateness during  the  conversation. 
In  addition,  a sample  of  hand- 
writing (or  printing)  is  essential 
to  evaluate  another  method  of 
communication  as  well  as  the 
fine  motor  skills  required.  A 
brief  sample  of  the  child’s  read- 
ing should  also  be  obtained  to 
assess  speed,  accuracy,  and  com- 
prehension. The  number  of 
words  per  minute,  the  number 
of  errors  per  minute,  and  the 
percentage  of  correct  answers  on 
questions  of  comprehension  pro- 
vide a very  objective  means  of 
judgment.  The  Readers  Digest 
publishes  a series  of  readers, 
graded  from  1 to  8 that  are  very 
useful  for  this  function.14 

C.  Head , Neck  and  Spine: 
Especially  important  here  are 
head  size  ( occipito-frontal  cir- 
cumference in  centimeters ) , 
headshape  (symmetry),  inspec- 
tion of  spinal  curvature,  palpa- 
tion of  skull  and  spine  for  ten- 
derness, and  auscultation  of  skull 
for  bruits  indicative  of  vascular- 
malformation. 

D.  Cranial  nerves:  No  de- 

tailed explanation  is  needed,  ex- 
cept to  note  that  visual  and  audi- 
tory screening  are  essential  parts 
of  this  phase  of  the  examination. 

E.  Station  and  gait:  This 

should  include  the  inspection  of 


heel  and  toe  walking  as  well  as 
tandem  gait  and  hopping,  which 
provide  additional  assessment  of 
coordination  and  motor  function. 

F.  Coordination:  In  addition 
to  the  traditional  heel-shin,  fin- 
ger to  nose,  and  thumb  to  index 
finger  approximation  tests,  it  is 
helpful  to  note  how  the  child 
performs  such  tasks  as  rapid 
alternating  movements,  toe  tap- 
ping, buttoning  and  shoe  tying, 
as  well  as  pitching  and  catching 
a ball.  Testing  for  maintenance 
of  posture  should  also  be  per- 
formed by  asking  the  child  to 
stand  with  feet  together,  arms 
outstretched  in  front  of  him,  and 
fingers  extended  and  separated. 

Children  with  specific  learning 
disabilities  will  frequently  have 
poor  coordination  of  some  de- 
gree, as  noted  in  their  perform- 
ance of  such  tasks.  There  are 
no  standardized  norms  for  these 
various  functions  in  the  primary 
grade  child.  Even  more  impor- 
tant, there  is  no  good  evidence 
that  high  quality  performance 
of  such  tasks  is  directly  related 
to  the  learning  process.  It  is  safe 
to  say,  however,  that  poor  func- 
tion of  fine  neuro-muscular  be- 
havior will  cause  difficulty  for 
a child  in  today’s  modem  ele- 
mentary school  program  al- 
though it  is  not  necessarily  a 
factor  causing  specific  learning 
disabilities. 

G.  Motor  function:  Muscle 

mass,  tonus  and  strength  should 
be  examined.  These  children 
rarely  have  abnormalities  with 
gross  motor  functioning. 

H.  Reflexes:  Deep  tendon, 

superficial,  and  pathologic  re- 
flexes are  noted.  Children  with 
specific  learning  disabilities  fre- 
quently have  exaggerated  deep 
tendon  reflexes. 

I.  Sensation:  This  consists  of 
the  standard  tests  for  touch, 
pain,  temperature,  vibration,  and 


position  sense,  stereognosis,  gra- 
phesthesia,  and  two  point  dis- 
crimination. 

The  above  format  may  be  sup- 
plemented by  additional  obser- 
vations of  the  child’s  drawing 
and  spelling  abilities.  Despite 
the  fact  that  the  physician  is  not 
a substitute  for  a psychologist  or 
an  educator,  he  nevertheless  can 
gain  a fairly  accurate  impres- 
sion of  the  child’s  psycho-neuro- 
logical strengths  and  weaknesses 
so  that  a worthwhile  behavioral 
description  can  be  made. 

3.  Accurately  describe  findings 

In  a child  with  specific  learn- 
ing disabilities  such  an  examina- 
tion may  reveal  soft  neurological 
findings  (e.g.  hypereflexia,  cho- 
reiform movements,  overflow  or 
mirroring  of  rapid  alternating 
movements,  poor  balance  and 
coordination,  etc.).  The  signifi- 
cance of  such  findings  is  contro- 
versial and  there  is  no  general 
agreement  as  to  whether  they 
represent  neuro-muscular  dys- 
function, maturation  lag,  varia- 
tions of  normal,  or  merely  the 
absence  of  learned  skills.  The 
safest  statement  is  that  at  pres- 
ent these  signs  cannot  be  said  to 
represent  brain  damage  in  the 
true  sense  of  the  word.  While 
such  findings  may  well  be  asso- 
ciated with  specific  learning  dis- 
abilities, they  are  not  in  them- 
selves causative  of  such,  and  can- 
not be  predictive  of  future  per- 
formance in  school. 

Several  investigators  ( Ozer, 
O’Hara,  Stott,  Zedler15-18)  are 
presently  attempting  to  estab- 
lish a calibration  system  for  an 
examination  such  as  described 
above.  But  at  the  present  time 
the  physician  in  practice  can 
most  benefit  the  patient  by  ac- 
curately describing  his  behavior 
and  performance,  so  that  his 
strengths  and  weaknesses  can  be 
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dealt  with  objectively  by  the  ap- 
propriate professional  worker  or 
by  the  parents.  Such  a report 
can  be  most  beneficial  if  it  is 
brief,  concise  and  free  from 
terminology  that  is  currently 
controversial  and  difficult  to  sub- 
stantiate in  an  objective,  scien- 
tific way.  For  instance,  instead 
of  saying  that  the  patient  is  hy- 
peractive and  distractible,  it  is 
more  meaningful  to  state  that 
he  attends  poorly  to  homework 
assignments  involving  reading, 
will  explore  a strange  room  by 
moving  around  touching  all  ob- 
jects, and  is  interested  in  the 
pursuit  of  large  muscle  games 
like  football.  In  addition,  a 
priority  listing  of  the  problems 
in  the  physician’s  own  judgment 
is  most  helpful  (e.g.  1.  difficulity 
reading,  2.  temper  tantrums 
when  he  doesn’t  get  his  own  way 
and  3.  is  a loner,  makes  friends 
with  difficulty,  keeps  friends 
with  difficulty). 

Most  physicians  find  this  de- 
scriptive task  extremely  difficult 
because  it  directly  opposes  the 
medical-pathological  model  of 
making  a diagnosis  before  pre- 
scribing treatment.  If  it  is 
agreed,  however,  that  specific 
learning  disabilities  is  a descrip- 
tive category  of  a combination 
of  signs  and  symptoms  rather 
than  a precise  diagnosis,  one  can 
then  proceed  comfortably  with 
remedial  procedures.  The  phy- 
sician, on  the  basis  of  his  ex- 
amination, has  no  more  right  in 
attributing  such  disabling  be- 
haviors to  unproven  pathologic 
processes  than  the  psychologist, 
on  the  basis  of  his  functional 
examination,  has  in  diagnosing 
an  organic  condition.  The  cause 
or  causes  of  learning  disabilities 
must  await  further  research,  but 
the  children  who  need  help  are 
waiting  right  now. 


4.  Use  of  drugs 

In  today’s  pill-conscious  so- 
ciety, any  behavioral  anoma- 
lies, such  as  those  described  in 
children  with  specific  learning 
disabilities,  are  thought  to  be 
an  indication  for  some  type 
of  medication.  Physicians  find 
themselves  under  great  pressure 
from  parents,  teachers,  psycholo- 
gists and  guidance  workers  to 
prescribe  “something”  for  these 
children.  Unfortunately  there 
are  neither  good  research  data 
nor  good  historical  data  to  sub- 
stantiate the  tremendous  overuse 
of  drugs  for  behavioral  disorders 
associated  with  specific  learning 
disabilities.  This  is  not  to  say 
that  certain  well-selected  and 
carefully  observed  children  do 
not  benefit  from  appropriate 
medication.  All  too  frequently 
the  busy  physician  either  gives 
no  prescription  or  dashes  off  his 
signature  for  a medication  that 
may  or  may  not  aid  such  a pa- 
tient. Once  the  diagnostic  cate- 
gory of  specific  learning  dis- 
ability has  been  isolated  from 
the  other  problems  of  learning, 
there  are  some  rules  that  the 
physician  can  follow  with  regard 
to  the  use  of  medication.  To 
supplement  the  following  discus- 
sion, the  reader  is  referred  to 
two  excellent  reviews  on  the  sub- 
ject by  Millichap10  and  Free- 
man.20 

A.  Trial  of  therapy:  The  two 
most  popular  drugs  used  in  the 
treatment  of  behavior  associated 
with  specific  learning  disabilities 
are  the  amphetamines  and 
methy lphenidate.  These  are 
both  central  nervous  system 
stimulants  or  sympathomimetic 
amines  which  when  given  to 
adults  or  older  adolescents  have 
an  excitant  effect,  along  with  the 
well  known  effects  of  anorexia 
and  initial  temporary  weight 
loss.  In  some  younger  children 


( less  than  12  years  of  age ) these 
drugs  have  an  unexplainable  op- 
posite effect  and  seemingly  de- 
crease motor  activity,  increase 
attentiveness  and  allow  greater 
organization  in  the  pursuit  of 
academic-type  tasks. 

There  are  very  few  good  re- 
search data  available  to  guide 
the  physician  in  the  indications 
for  or  the  effectiveness  of  their 
use.  At  the  same  time,  the  am- 
phetamines have  been  pre- 
scribed for  this  condition  for 
more  than  thirty  years.  They 
are  safe,  easy  to  administer, 
and  are  dramatically  effective  in 
a small  percentage  of  cases. 

Therefore,  a trial  of  therapy 
is  indicated  for  children  with 
specific  learning  disabilities  who 
have  associated  hyperactivity, 
distractibility,  marked  inatten- 
tiveness and  generally  disor- 
ganized behavior. 

B.  Careful  Observations:  The 
specific  behavior(s)  that  may  be 
changed  by  the  drug  should  be 
identified  and  quantified.  A 
week’s  objective  observation  of 
the  specific  behavior  should  be 
obtained  before  the  drug  is  in- 
troduced. Parents  should  be  in- 
structed to  pick  a time  period 
that  is  convenient  for  their 
schedule  and  note  the  number 
of  times  the  behavior  occurs  dur- 
ing that  time.  An  example  might 
be  the  number  of  minutes  per 
day  sitting  at  a desk  doing 
homework  assignments.  Teach- 
ers should  likewise  be  asked  to 
note  the  specific  behavior  one 
week  before  administration  and 
to  continue  observation  after 
medication  has  begun.  Attention 
to  assignments  (minutes  per  as- 
signment ) and  accuracy  of  work 
(number  of  problems  correct) 
are  examples.  If  less  objective 
measurements  are  used  the 
physician  never  really  knows 
whether  the  medication  specifi- 
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cally  effected  the  change  in  the 
child’s  behavior,  or  whether 
some  other  variable  is  responsi- 
ble, such  as  a placebo  effect. 

The  frequent  misuse  of  such 
drugs  comes  as  a result  of  the 
physician  feeling  he  has  to  do 
something  for  the  problem.  The 
prescription  is  written  and  the 
job  is  considered  complete. 
The  challenge  is  to  determine 
whether  or  not  the  drug  is 
worthwhile.  Parents  and  teacher 
can  determine  this  for  you  if 
objective  criteria  (rather  than 
subjective  opinion ) are  used  for 
drug  assessment. 

C.  Individual  dosage  effect: 
In  the  5-  to  12-year-old  age 
group  5 mg  dextroamphetamine 
sulfate  or  methylphenidate  is  a 
reasonable  starting  dose  in  the 
morning  before  school.  This 
dosage  may  be  increased  up  to 
10  to  15  mg  if  necessary.  An 
additional  5 mg  may  be  added 
at  noon  if  the  morning  dose  is 
found  to  be  effective  and  the 
afternoon  behavior  requires 
modification. 

Tolerance,  or  upper  dosage, 
levels  are  indicated  by  anorexia, 
loss  of  weight,  sleeplessness,  and 
abdominal  discomfort.  Most  chil- 
dren who  respond  at  all,  respond 
to  the  lower  dosages,  but  a trial 
of  therapy  is  not  adequate  unless 
the  individual  patient  is  titrated 
up  to  his  dosage  of  tolerance, 
and  then  reduced  to  a point  of 
maximum  effectiveness.  If,  after 
21  days  of  objectively  observed 
treatment  with  appropriate  in- 
creases or  decreases  of  dosage, 
there  is  no  beneficial  change,  the 
drug  should  be  discontinued. 

A few  children  react  adversely 
to  the  drug  with  excitability, 
hyperactivity  and  grossly  exag- 
gerated emotional  lability,  even 
after  the  first  one  or  two  doses. 
A re-trial  of  a smaller  dose,  2.5 


mg  instead  of  5 mg,  is  worth- 
while. 

Other  classes  of  drugs,  such  as 
sedatives  ( e.g.  phenobarbital ) or 
tranquilizers  (e.g.  the  pheno- 
thiazines),  are  not  indicated  or 
helpful  in  children  with  specific 
learning  disabilities.  Barbitu- 
ates  and  other  anticonvulsants 
are  reserved  specifically  for  seiz- 
ure disorders.  Tranquilizers  may 
be  indicated  for  emotionally  dis- 
turbed or  frankly  psychotic  pa- 
tients in  the  pediatric  age  group. 

D.  Medication  — an  adjunct: 
The  use  of  any  drug  in  the  treat- 
ment of  specific  learning  dis- 
abilities should  be  considered 
merely  an  adjunct  to  the 
total  approach  to  the  child’s 
problem.  If  effective  at  all,  it 
will  allow  an  entree  to  the 
child’s  behavorial  management 
and  educational  program.  Ex- 
cept for  rare  cases  it  probably 
should  not  be  continued  more 
than  one  to  two  years,  maxi- 
mum. If  an  effective  combined 
approach  can  be  set  up  between 
the  school  and  the  parents,  the 
long  range  pharmaceutical  ef- 
fects soon  will  be  outweighed  by 
the  environmental  effects.  A 
halfway  step  is  sometimes  used 
by  having  the  medication  admin- 
istered only  on  school  days  and 
not  on  weekends  or  during  vaca- 
tion periods. 

E.  Medication  — be  critical: 
Finally,  be  cautious  of  new 
claims  for  behavior  modifying 
drugs.  My  experience  has  shown 
that  only  a small  percentage  of 
patients  with  specific  learning 
disabilities  demonstrate  benefi- 
cial change  with  the  use  of  cen- 
tral nervous  system  stimulants. 
The  literature,  on  the  other 
hand,  is  replete  with  poorly  de- 
signed research  studies  claiming 
the  contrary. 

Familiarity  with  one  or  two 
well-established  drugs  (e.g.  dex- 


troamphetamine and  methlyphe- 
nidate)  allows  the  physician  to 
confidently,  yet  empirically,  of- 
fer a trial  of  therapy  which  may 
aid  in  the  management  of  the 
overall  problem. 

5.  The  electroencephalogram 

Throughout  the  thirty  years 
during  which  specific  learning 
disabilities  has  been  recognized, 
the  abnormal  EEG  has  fre- 
quently been  noted  as  a diag- 
nostic criterion.  This  cannot 
be  substantiated  by  . current 
evidence.911  Children  with  this 
disorder  often  have  minor  irreg- 
ularities or  “borderline”  electro- 
encephalograms, but  many  do 
not.  Unless  there  is  reason 
to  suspect  a convulsive  dis- 
order on  the  basis  of  the  med- 
ical history  or  the  physical  ex- 
amination, there  is  very  little  to 
be  learned  from  this  expensive 
laboratory  examination.  In  pa- 
tients where  a reasonable  de- 
gree of  suspicion  of  seizures  or 
seizure  equivalents  is  enter- 
tained, however,  the  EEG  may 
well  clarify  the  diagnosis  of  a 
convulsive  disorder.  Subjected 
to  pressures  similar  to  those  urg- 
ing him  to  use  medication,  the 
physician  will  often  find  him- 
self being  urged  to  obtain  “a 
brain  wave  test”  on  children 
with  specific  learning  disabili- 
ties. The  final  decision  must 
rest  on  one’s  best  medical  judg- 
ment. 

6.  The  physician  as  a counselor 

After  a child  has  been  deter- 
mined to  have  a specific  learn- 
ing disability,  all  the  inherent 
dangers  of  labelling  become 
manifest.  We  in  medicine  will 
freely  admit  that  we  are  now 
comfortable  because  the  patient 
has  been  categorized  and  “pig- 
eon-holed” and  we  can  proceed 
with  a “treatment.”  At  the  same 
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time  we  must  fight  against  the 
tendency  to  think  of  the  condi- 
tion as  a static  and  rigid  handi- 
cap. Instead,  we  must  think  of 
the  development  of  this  indi- 
vidual over  a period  of  time. 

With  such  children,  the  most 
valuable  contribution  a physi- 
cian can  make  must  come  from 
his  ability  to  counsel  and  inter- 
pret to  the  child  and  his  parents. 
After  confrontation  with  a va- 
riety of  professional  disciplines 
and  the  administration  of  a ser- 
ies of  elaborate  and  mysterious 
tests  and  programs,  the  patient 
and  his  family  are  frequently 
left  with  a cumulative  and  multi- 
farious bag  of  fragmented  mes- 
sages. 

The  parents  become  confused, 
lose  confidence  and  usually  be- 
come angry.  Soon  they  become 
uncooperative  and  unapproach- 
able to  any  and  all  helping 
hands.  Not  infrequently  they 
begin  shopping  and  searching 
for  other  modes  of  diagnosis  and 
treatments.  This  requires  addi- 
tional time,  energy— and  usually 
much  more  money. 

If  the  family  physician  or 
pediatrician  had  taken  steps  to 
carefully  explain  what  was  being 
done  and  why,  the  child  would 
most  likely  have  progressed 
much  more  rapidly  toward  a 
useful  adult  life.  The  physician’s 
availability  on  a periodic  sched- 
ule, his  broad  understanding  of 
the  problem,  and  his  ability  to 
counsel  lends  great  stability  to 
what  otherwise  is  a very  hap- 
hazard and  confusing  situation. 

In  order  to  accomplish  this 
task,  the  physician  must  do  two 
things.  First,  request  periodic 
progress  reports  from  the  schools 


and  other  organizations  working 
with  the  child,  and  second,  he 
should  schedule  the  patient  and 
his  parents  for  re-evaluation  vis- 
its much  as  children  with  other 
chronic,  handicapping  conditions 
are  checked  periodically.  The 
intervals  between  visits  are  de- 
pendent upon  the  severity  and 
complexity  of  the  problem.  If 
the  child  is  on  medication,  visits 
every  four  to  six  weeks  would 
be  appropriate. 

It  is  important  to  realize  that 
even  though  specific  learning 
disabilities  is  not  a condition 
analogous  to  a pathological  dis- 
ease state  found  in  the  pages  of 
a medical  textbook,  it  is  never- 
theless a handicapping  condition 
that,  if  unattended,  will  even- 
tually affect  the  child’s  overall 
health  and  development.  In  this 
day  and  age  of  community  and 
preventive  medicine,  such  a con- 
dition falls  heavily  in  the  realm 
of  the  practicing  physician  and 
he  will  be  frequently  consulted 
to  deal  with  such  children  and 
their  families.  The  physician’s 
success  in  counseling  such  fam- 
ilies is  dependent  on  an  open 
line  of  communication  between 
schools,  other  professional  child 
workers,  the  family,  and  his  of- 
fice. Services  of  a skilled  office 
assistant  as  well  as  appropriate 
use  of  the  telephone  will  allow 
the  busy  physician  to  remain  “on 
top  of’  the  situation  and  not 
cloaked  in  a web  of  confusion 
and  misunderstanding. 

conclusion 

This  discussion  has  provided  a 
means  of  assessment,  an  ap- 
proach to  treatment,  and  a meth- 
od of  management  for  children 
with  specific  learning  disorders. 


No  apologies  are  offered  to  the 
reader  who  walks  away  con- 
fused. I have  deliberately  not 
attempted  to  explain  such  con- 
cepts as  developmental  dyslexia, 
hyperkinetic  child  syndrome  or 
minimal  brain  damage.  Most 
certainly  these  titles  fall  into  the 
category  of  specific  learning  dis- 
abilities, but  until  more  is 
known  about  the  complexities  of 
the  human  brain  and  its  rela- 
tionship to  human  behavior, 
much  of  their  discussion  remains 
theoretical  and  impractical. 

While  behavioral  research 
continues  to  explore  such  things 
as  personality,  cognition,  percep- 
tion, and  reading,  it  would  seem 
more  useful  for  physicians  to 
apply  their  skills  and  knowledge 
in  programs  of  practical  man- 
agement of  such  problems.  It  is 
a physician’s  responsibility  to 
keep  abreast  of  new  develop- 
ments but,  of  equal  importance, 
he  should  lend  his  support  to 
specialized  programs  in  educa- 
tion and  greater  public  aware- 
ness of  the  subject. 

A program  for  accurate  diag- 
nosis, efficient  and  effective  eval- 
uation and  reasonable  approach 
to  treatment  and  management 
should  allow  the  physician  to 
handle  these  children  comfort- 
ably and  make  a substantial  con- 
tribution to  what  otherwise 
might  be  a grossly  neglected 
developmental  problem.  ■ 

Child  Development  and 
Mental  Retardation  Center 
University  of  Washington 
(98105) 

Chemical  Nomenclature 

generic  trade 

dextroamphetamine  Dexedrine 
methylphenidate  Ritalin 
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DUTIES  TO  OTHERS  AND  DUTIES  TO  OURSELVES 

Much  has  been  given  to  us,  and  much  will  rightly  be  expected  from  us.  We 
have  duties  to  others  and  duties  to  ourselves;  and  we  can  shirk  neither.  We  have 
become  a great  nation,  forced  by  the  fact  of  its  greatness  into  relations  with  the 
other  nations  of  the  earth;  and  we  must  behave  as  beseems  a people  with  such 
responsibilities.  Toward  all  other  nations,  large  and  small,  our  attitude  must  be  one 
of  cordial  and  sincere  friendship.  We  must  show  not  only  in  our  words  but  in  our 
deeds  that  we  are  earnestly  desirous  of  securing  their  good  will  be  acting  toward 
them  in  a spirit  of  just  and  generous  recognition  of  all  their  rights.  But  justice  and 
generosity  in  a nation,  as  in  an  individual,  count  most  when  shown  not  by  the  weak 
but  by  the  strong.  While  ever  careful  to  refrain  from  wronging  others,  we  must  be 
no  less  insistent  that  we  are  not  wronged  ourselves.  We  wish  peace;  but  we  wish  the 
peace  of  justice,  the  peace  of  righteousness.  We  wish  it  because  we  think  it  is 
right  and  not  because  we  are  afraid.  No  weak  nation  that  acts  manfully  and 
justly  should  ever  have  cause  to  fear  us,  and  no  strong  power  should  ever  be  able 
to  single  us  out  as  a subject  for  insolent  aggression. 

Theodore  Roosevelt 
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In  selected  cases  of  rheumatoid  arthritis 
with  acute  symptoms 


Response  to 


is  often  improved... 


rarely, 

patients  need 


others  need 


some 

patients  need 


many 

patients  need 


Many  patients  with  acute  rheumatoid 
arthritis  or  acute  episodes  of  chronic 
rheumatoid  arthritis  can  be  controlled 
by  increasing  the  dosage  25  mg  per 
day  (to  the  allowable  maximum)  until 
the  episode  subsides;  the  dosage 
should  then  be  reduced  gradually  to 
maintenance  levels.  Few  require  the 
maximum  (175-200  mg). 

In  the  event  the  patient  develops  ad- 
verse effects,  dosage  should  be  re- 
duced to  tolerated  levels  for  2 or  3 
days  and  then  gradually  increased  by 
25  mg  every  few  days  as  tolerated. 
G.l.  effects  may  be  minimized  by  giv- 
ing INDOCIN  with  food,  antacids,  or 
immediately  after  meals. 


Now  in  two  strengths 
25  mg  and  50  mg 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin, 
MSD)  cannot  be  considered  a simple  anal- 
gesic and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indi- 
cations. The  drug  should  not  be  prescribed 
for  children  because  safe  conditions  for 
use  have  not  been  established. 
CONTRAINDICATED: 

• in  aspirin-sensitive  asthmatics 

• during  pregnancy  or  lactation 

• in  children 

• INDOCIN  may  mask  the  signs  and  symp- 
toms of  peptic  ulcer  and  may  cause  ulcera- 
tion or  irritation  of  the  G.l.  tract. Therefore, 
do  not  give  in  active  peptic  ulcer,  gastritis, 
regional  enteritis,  ulcerative  colitis,  and 
use  with  caution  if  there  is  a history  of 
these  disorders. 

For  additional  prescribing  information, 
please  see  following  page. 
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In  selected  cases 
of  rheumatoid  arthritis 
with  acute  symptoms 

Response  to 

INDOCIN 

(lndomethacin|MSD) 
is  often  improved 
by  stepping  up 
dosage  daily 
until  a satisfactory 
result  is  obtained 


rarely, 

patients  need 


others  need 


some 

patients  need 


many 

patients  need 


initial  therapy 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  con- 
sidered a simple  analgesic  and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indications.  The  drug 
should  not  be  prescribed  for  children  because  safe  conditions  for 
use  have  not  been  established. 

Indications:  For  the  symptomatic  treatment  of  rheumatoid  arthri- 
tis, rheumatoid  (ankylosing)  spondylitis,  degenerative  joint  dis- 
ease (osteoarthritis)  of  the  hip,  and  gout. 

Contraindications:  INDOCIN  may  mask  the  signs  and  symptoms  of 
peptic  ulcer  and  may  itself  cause  peptic  ulceration  or  irritation 
of  the  G.l.  tract.  For  these  reasons  it  should  not  be  given  to  pa- 
tients with  active  peptic  ulcer,  gastritis,  regional  enteritis,  or 
ulcerative  colitis  (use  with  caution  if  there  is  history  of  these  dis- 
orders); aspirin-sensitive  asthmatics.  Safe  use  during  pregnancy 
or  during  lactation  has  not  been  established.  Should  not  be  pre- 
scribed for  children  because  safe  conditions  for  use  have  not 
been  established.  In  a few  cases  of  severe  juvenile  rheumatoid 
arthritis  receiving  INDOCIN  along  with  other  drugs,  severe  re- 
actions, including  fatalities,  have  been  reported. 

Warnings:  Patients  who  experience  dizziness,  lightheadedness,  or 
feelings  of  detachment  on  INDOCIN  should  be  cautioned  against 
operating  motor  vehicles  or  machinery,  climbing  ladders,  etc.  Use 
cautiously  in  patients  with  psychiatric  disturbances,  epilepsy,  or 
parkinsonism  since  it  may  aggravate  these  conditions. 
Precautions:  Use  cautiously  in  patients  with  a history  of  peptic 
ulcer,  gastritis,  regional  ileitis,  or  ulcerative  colitis  because  of 
its  potential  for  causing  G.l.  bleeding.  May  cause  single  or  mul- 
tiple ulceration  of  the  esophagus,  stomach,  duodenum,  or  small 
intestine,  and,  in  a few  instances,  severe  bleeding  and  perfora- 
tion with  a few  fatalities  have  been  reported.  May  potentiate  the 
ulcerogenic  effect  of  steroids,  salicylates,  or  phenylbutazone. 
Gastrointestinal  bleeding  with  no  obvious  ulcer  formation  has 
also  been  noted;  the  drug  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  obvious  or  occult  G.l.  bleeding,  some  pa- 
tients may  manifest  anemia,  and  for  this  reason  periodic  hemo- 
globin determinations  are  recommended.  G.l.  effects  may  be 
minimized  by  giving  the  drug  with  food  or  with  antacids  or  im- 
mediately after  meals.  In  common  with  other  drugs  that  have 
anti-inflammatory,  analgesic,  and  antipyretic  properties,  indo- 
methacin may  mask  the  signs  and  symptoms  of  infection;  avoid 
undue  delay  in  initiating  appropriate  treatment  of  the  infection; 
use  cautiously  in  patients  with  existing,  but  controlled,  infec- 
tions. As  with  any  new  drug,  patients  should  be  followed  care- 
fully to  detect  unusual  manifestations  of  drug  sensitivity. 
Adverse  Reactions:  Starting  therapy  with  low  doses,  with  grad- 
ual increases  when  necessary,  will  minimize  adverse  reactions. 
Central  Nervous  System:  Most  commonly,  headache  (usually  more 


severe  in  morning),  dizziness,  and  lightheadedness;  infrequently 
observed  reactions  include  mental  confusion,  drowsiness,  con- 
vulsions, coma,  depression,  and  other  psychic  disturbances, 
such  as  depersonalization;  CNS  effects  are  often  transient  and 
frequently  disappear  with  continued  treatment  or  reduced  dos- 
age. The  severity  of  these  effects  may  occasionally  require  ces- 
sation of  therapy.  Gastrointestinal .-  Most  commonly,  nausea, 
anorexia,  vomiting,  epigastric  distress,  abdominal  pain,  and 
diarrhea;  others  that  may  develop  are  ulceration,  single  or  mul- 
tiple, of  esophagus,  stomach,  duodenum,  or  small  intestine,  in- 
cluding perforation  and  hemorrhage  with  a few  fatalities  having 
been  reported;  G.l.  bleeding  without  obvious  ulcer  formation, 
increased  abdominal  pain  in  patients  with  preexisting  ulcerative 
colitis;  less  commonly,  stomatitis;  gastritis;  bleeding  from  the 
sigmoid  colon,  occult  in  type  or  from  a diverticulum,  and  per- 
foration of  preexisting  sigmoid  lesions  (diverticulum,  carcinoma); 
G.l.  reactions  not  known  definitely  to  be  attributable  to  indo- 
methacin include  development  of  ulcerative  colitis  and  of  regional 
ileitis.  Hepatic:  Rarely,  jaundice  and  hepatitis.  Cardiovascular- 
Renal:  Infrequently,  edema,  elevation  of  blood  pressure,  and 
hematuria.  Dermatologic-Hypersensitivity .-  Infrequently,  pruritus, 
urticaria,  angioneurotic  edema,  angiitis,  skin  rashes,  loss  of  hair, 
and  acute  respiratory  distress  including  sudden  dyspnea  and 
asthma.  Hematologic:  Infrequently,  leukopenia,  purpura,  and 
thrombocytopenia;  rarely,  agranulocytosis  and  bone  marrow  de- 
pression have  been  reported,  but  a definite  relationship  to  the 
drug  has  not  been  established;  since  some  patients  may  mani- 
fest anemia  secondary  to  obvious  or  occult  G.l.  bleeding,  periodic 
hemoglobin  determinations  are  recommended.  Eye-Ear:  Infre- 
quently, tinnitus,  blurred  vision,  hearing  disturbance,  and  orbital 
and  periorbital  pain.  Miscellaneous:  Rarely,  vaginal  bleeding, 
hyperglycemia,  and  glycosuria. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  bot- 
tles of  100  and  1000; 
capsules  containing 
50  mg  indomethacin 
each,  in  bottles  of  100. 

For  more  detailed  in- 
formation, consult  your 
Merck  Sharp  & Dohme 
representative  or  see 
the  package  circular. 


© MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  ft>mt  Pa  19486 
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OREGON 


Oregon  Medical  Association— mm  s.w.  park  place,  Portland,  Oregon  97205 


president  ].  Richard  Raines,  M.D.,  Portland 

secy-treas.  Lawrence  M.  Lowell,  M.D.  Portland 
executive  secy.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting,  Sept.  23-27,  1969,  Portland 


OMA  95th  Annual  Session— September  23-27 


Oregon  Medical  Association’s  95th  Annual  Ses- 
sion, which  combines  an  extensive  state-wide  scien- 
tific program  and  the  Sommer  Memorial  Lecture 
series  with  section  business  meetings,  as  well  as  the 
annual  meeting  of  the  OMA  House  of  Delegates, 
will  be  held  September  23-27  at  the  Memorial 
Coliseum,  Portland. 

Entire  session  will  be  conducted  in  the  Coliseum's 
recently-completed  combination  exhibit  and  assem- 
bly hall. 

Roy  A.  Payne,  OMA  vice  president  and  chairman 
of  the  Annual  Session,  urged  Oregon  physicians  to 
submit  scientific  papers  and  exhibits  to  OMA  head- 
quarters as  early  as  possible  so  the  scientific  meet- 
ing committee  could  be  preparing  the  program 
immediately. 

He  also  issued  an  invitation  to  artistic  doctors  and 
their  families  to  participate  in  the  ninth  Annual 
Physicians  Art  Exhibit,  held  in  conjunction  with  the 
Annual  Session. 

Nominating  Committee 

Robert  L.  Hare,  chairman  of  the  1969  Nominat- 


ing Committee  announced  that  the  Committee  is 
requesting  nominations  for  various  Association  of- 
fices to  be  elected  at  the  OMA  95th  Annual  Session. 
Dr.  Hare  said  nominating  forms  may  be  obtained 
from  Association  headquarters,  2164  SW  Park  Place, 
Portland,  Oregon  97205  and  should  be  returned  as 
soon  as  possible. 

Offices  open  for  nominations  and  incumbents  are 
as  follows:  President-Elect  Noel  B.  Rawls,  Vice 
President  Roy  A.  Payne,  Secretary-Treasurer 
Lawrence  M.  Lowell,  Speaker,  House  of  Delegates 
Louis  O.  Machlan,  Jr.,  Delegates  to  AM  A,  Ernest 
T.  Livingstone  and  Clinton  S.  McGill;  Alternate 
Delegates  to  AMA,  John  E.  Tysell  and  Augustus  M. 
Tanaka;  Member,  Committee  on  Publications,  Jon 
V.  Straumfjord. 

The  Nominating  Committee  elected  at  the  Mid- 
year Meeting  of  the  House  of  Delegates  includes 
Dr.  Hare,  Portland;  J.  Gordon  Grout,  Portland; 
Jack  E.  Battalia,  Portland;  Laurel  G.  Case,  Medford; 
and  Robert  B.  Litin,  Eugene. 


Refund  Received 


Trustees  of  the  Oregon  Medical  Association  voted 
to  return  several  thousand  dollars  to  members  who 
held  policies  in  the  Association’s  group  workman’s 
compensation  insurance  program  in  1967  at  the  May 
3 meeting  of  the  Board. 

The  carrier.  Industrial  Indemnity,  had  refunded 
the  sum  to  the  OMA  on  the  basis  of  an  excellent 


loss  experience  during  the  period  from  December 
31,  1966,  to  December  31,  1967. 

Participants  in  the  group  policy  during  that 
period  will  receive  a prorated  check  according  to 
the  percentage  the  individual  premium  paid,  less 
a ten  percent  allocation  for  administration  and  dis- 
tribution by  the  Association. 

continued  on  next  page 
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continued  from  page  565 

In  other  action,  the  Board  of  Trustees  responded 
negatively  to  Oregon  U.S.  Rep.  John  Dellenback’s 
inquiry  as  to  the  Association’s  disposition  in  regard 
to  H.R.  1,  which  would  establish  a military  medical 
academy. 

The  Board  expanded  on  their  opposition  to  the 
proposal  stating  that  the  school  would  probably  not 
be  able  to  graduate  physicians  for  at  least  a decade 
at  a time  when  the  physician  shortage  is  acute  now. 
Several  Board  members  countered  with  a proposal 
that  the  military  finance  two  places  in  each  medical 
school  in  the  country. 

The  Board  also  approved  a proposal  to  hold  a 
component  society  officers  conference  on  Saturday, 
July  26,  1969,  at  the  Rogue  Valley  Country  Club 
in  Medford.  The  president,  president-elect  and 
secretary  of  each  county  society  or  their  designees 
would  be  eligible  to  attend.  ■ 

OMA  Demonstrates  for  H.B.  1050 

Oregon  Medical  Association  cooperated  with  sev- 
eral Portland  news  media  in  conducting  a practical 
demonstration  of  the  physical  effects  of  various 
blood-alcohol  levels  in  support  of  Oregon  Legis- 
lative Assembly  House  Bill  1050. 

The  bill,  originally  sponsored  by  the  OMA  Com- 


mittee on  Traffic  Safety,  would  have  lowered  the 
blood-alcohol  level  from  .15  percent  to  .10  percent 
as  presumptive  evidence  of  intoxication  in  connec- 
tion with  a traffic  violation  or  accident. 

The  legislation  passed  the  Oregon  House  early 
in  the  recently  adjourned  session,  but  ran  into  some 
opposition  in  the  Senate,  and  on  May  5 had  been 
bogged  down  in  the  Senate  Highways  Committee 
for  some  time. 

The  demonstration  involved  testing  the  reactions, 
decision-making  ability  and  coordination  of  three 
participants  who  imbibed  until  they  reached  blood 
alcohol  levels  of  .13  percent. 

Richard  R.  Carter,  Chairman,  OMA  Commit- 
tee on  Traffic  Safety,  served  as  medical  ad- 
visor during  the  demonstration.  Dr.  Carter  com- 
mented that  the  demonstration  most  dramatically 
pointed  out  the  importance  of  the  legislation.  He 
noted  that,  though  each  participant  admitted  he 
was  not  able  to  drive  safely,  if  at  all,  and  that  all 
three  subjects  clearly  showed  symptoms  of  intoxi- 
cation and  loss  of  physical  coordination,  at  a blood 
alcohol  level  of  .13  percent  they  were  not  “legally” 
intoxicated  under  existing  Oregon  law. 

The  demonstration  engendered  wide  coverage  by 
local  media  as  well  as  newspaper  editorial  support 
for  H.B.  1050.  ■ 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 

Consulting  Psychiatrist 

Physicians 
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Memorial  Cancer  Lectures 


The  John  Tomlin  Memorial  Lectures,  a sym- 
posium for  dissemination  of  medical  knowledge 
about  cancer,  will  be  presented  at  the  Rogue  Valley 
Country  Club,  Medford,  Oregon,  July  25-26. 

guest  speakers 

Guest  speakers  will  be  Emerson  Day,  M.D.,  Di- 
rector, Strang  Clinic,  New  York;  Thomas  K.  Hunt, 
M.D.,  University  of  California  School  of  Medi- 
cine, San  Francisco,  California;  Malcolm  A.  Mc- 
Cannel,  M.D.,  Clinical  Associate  Professor  of  Oph- 
thalmology, University  of  Minnesota  Medical  School, 
Minneapolis,  Minnesota;  and  Garfield  Tourney, 
M.D.,  Professor  of  Psychiatry,  University  of  Iowa 
College  of  Medicine,  Iowa  City,  Iowa. 


program 

Friday,  July  25 

12:45  — Where  do  we  stand  on  breast  cancer  de- 
tection? Emerson  Day,  M.D. 

1:35  — Management  of  wound  healing  in  the  post- 
operative cancer  patient,  Thomas  K.  Hunt, 
M.D. 

2:40  — Tips  on  ocular  examination,  Malcolm  A. 
McCannel,  M.D. 

3:30  — Emotional  reactions  to  chronic  disease,  Gar- 
field Tourney,  M.D. 

6:30  — Banquet— wives  and  families  are  welcome 

7:40  — Adjournment  to  Shakespearean  Festival 

Saturday,  July  26 

8:30  — Breakfast  at  Rogue  Valley  Country  Club. 
Question  and  answer  period  with  speakers. 
John  Reynolds,  M.D.,  moderator 

9:30  — The  physician  and  the  dying  patient,  Gar- 
field Tourney,  M.D. 

10:15  — Eye  tumors  simulated  and  true  and  the 
family  doctor,  Malcolm  A.  McCannel,  M.D. 
10:50  — Endocrine  manifestations  of  neoplasms, 
Thomas  K.  Hunt,  M.D. 

11:25  — The  importance  of  routine  sigmoidoscopy, 
Emerson  Day,  M.D. 

12:00  — Informal  no-host  luncheon  with  guest 
speakers 

This  program  is  acceptable  for  six  prescribed 
hours  by  the  American  Academy  of  General  Prac- 
tice. 

The  Oregon  Shakespearean  Festival  will  present 
Romeo  and  Juliet,  Twelfth  Night,  King  John  and 
The  Tempest  July  24-27  in  Ashland. 
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Because  today’s 
skin  problems 
areharderto  hide... 
and  plain  topical  steroids, 
like  bikinis,  often  don’t 
provide  adequate  coverage... 
improve  therapeutic 
prospects  with 

Vioform1Hydrocortisone 

(iodochlorhydroxyquin  and  hydrocortisone) 

antifungal. ..antibacterial... 

anti-inflammatory. ..antipruritic 

Today's  "mini”  styles  and  maximum  skin  exposure  lend  urgency  to 
your  need  for  effective  dermatologic  preparations.  Of  these, 
plain  topical  steroids  enjoy  wide  use.  But  certain  common  skin  disorders— 
those  of  fungal  or  bacterial  origin,  and  skin  lesions  with  secondary 
infections— require  more  comprehensive  therapy.  In  fact,  plain  topical 
steroids  are  contraindicated  as  sole  therapy  in  these  cases.  That’s 
why  so  many  doctors  prescribe  Vioform-Hydrocortisone.  This 
combination  provides  the  anti-inflammatory  and  antipruritic  benefits 
of  hydrocortisone . . . plus  antibacterial  and  antifungal  actions. 

For  prescribing  information,  please  see  following  page. 


\ 


\ I 


Vioform- 

Hydrocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone) 
antifungal... 
antibacterial... 

anti-inflammatory... 

antipruritic 

Indications:  Most  acute  and  chronic  skin 
disorders  (consult  product  literature). 
Contraindications:  Should  not  be  used 
in  the  eye,  or  topically  in  the  presence  of 
tuberculosis,  vaccinia,  varicella,  or  other 
viral  skin  conditions. 

Precautions:  May  prove  irritating  to  sen- 
sitized skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain.  If  used 
under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pitui- 
tary-adrenal axis  suppression.  May  inter- 
fere with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of 
therapy  before  performing  these  tests. 
The  ferric  chloride  test  for  phenylketo- 
nuria (PKU)  can  yield  a false  positive  result 
if  Vioform  is  present  in  the  diaper  or  urine. 
Adverse  Reactions:  Rare:  local  burning, 
irritation,  itching.  May  cause  striae  at 
site  of  application  when  used  for  long 
periods  in  intertriginous  areas. 

Dosage:  Apply  a small  amount  to  af- 
fected areas  3 or  4 times  daily. 

Supplied:  Cream,  3%  iodochlorhydroxy- 
quin and  1%  hydrocortisone  in  a water- 
washable  base  containing  stearyl 
alcohol,  spermaceti,  petrolatum,  sodium 
lauryl  sulfate,  and  gylcerin  in  water; 
tubes  of  5 and  20  Gm.  Ointment,  3% 
iodochlorhydroxyquin  and  1%  hydro- 
cortisone in  a petrolatum  base;  tubes  of 
5 and  20  Gm.  Lotion,  3%  iodochlorhy- 
droxyquin and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearic 
acid,  cetyl  alcohol,  lanolin,  propylene 
glycol,  sorbitan  trioleate,  polysorbate  60, 
triethanolamine,  methylparaben,  propyl- 
paraben, and  perfume  Flora  in  water; 
plastic  squeeze  bottles  of  15  ml. 
Economical  Forms  for  Less  Severe 
Dermatoses:  Mild  Cream,  3%  iodochlor- 
hydroxyquin and  0.5%  hydrocortisone  in 
a water-washable  base  containing 
stearyl  alcohol,  spermaceti,  petrolatum, 
sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  Vi  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a petrolatum 
base;  tubes  of  'A  and  1 ounce.  2/39jimb 

C I B A 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 


ORMP  Receives  HEW  Grant 

A $648,731  grant  has  been  awarded  to  the 
Oregon  Regional  Medical  Program  by  the  Depart- 
ment of  Health,  Education  and  Welfare  to  continue 
the  seven  operational  projects  now  underway  in 
the  region. 

Oregon  Regional  Medical  Program  is  one  of  55 
regional  medical  programs  in  the  country  authorized 
under  Public  Law  89-239  to  develop  activities  to 
improve  the  quality  and  availability  of  the  diagnosis 
and  treatment  of  heart  disease,  cancer,  stroke,  and 
related  diseases. 

The  projects  in  Oregon  include  a traveling  circuit 
course  program,  conducted  by  the  University  of 
Oregon  Medical  School,  which  provides  continuing 
education  courses  three  times  each  year  at  18  loca- 
tions in  Oregon,  Idaho  and  Montana.  To  date,  42 
courses  have  been  presented  dealing  with  latest 
advances  in  prevention  and  treatment  of  heart  dis- 
ease, cancer,  stroke  and  related  diseases.  Over  800 
physicians  have  attended,  representing  102  different 
communities.  Courses  for  nurses  and  other  allied 
health  personnel  are  in  preparation  and  are  planned 
for  presentation  on  late  spring  and  fall  circuits. 

Salem  Memorial  Hospital,  Salem,  and  Sacred 
Heart  General  Hospital,  Eugene,  are  conducting 
two  ORMP  projects  to  train  coronary  care  nurses 
from  21  community  hospitals.  Each  hospital  is  pre- 
senting a series  of  three-week  training  sessions. 
During  their  first  nine  months  of  operation,  the  two 
programs  have  trained  59  nurses.  They  anticipate 
that  at  least  102  additional  nurses  will  complete 
courses  during  the  second  year  of  funding. 

The  new  grant  also  awarded  funds  for  the  con- 
tinuation of  four  interrelated  stroke  projects  con- 
ducted by  the  University  of  Oregon  Medical  School 
and  Good  Samaritan  Hospital  and  Medical  Center, 
Portland.  The  programs  are  designed  to  improve 
prevention,  early  diagnosis  and  treatment  of  stroke 
patients  and  to  provide  stroke  education  programs 
for  health  professionals.  The  four  projects  are  con- 
ducted in  cooperation  with  practicing  physicians 
throughout  the  region.  The  Oregon  Regional  Medi- 
cal Program  is  headquartered  on  the  UOMS  campus. 
All  grant  proposals  for  the  Oregon  region  are  ap- 
proved by  a 37-member  Regional  Advisory  Board 
which  is  broadly  representative  of  the  health  re- 
sources of  the  region.  Herman  A.  Dickel,  Portland, 
serves  as  Board  Chairman.  During  the  past  year 
the  Oregon  Board  has  approved  seven  additional 
projects  which  have  been  submitted  to  the  Di- 
vision of  Regional  Medical  Programs  of  HEW  for 
funding.  ■ 
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GRASS  ROOTS  STIRRINGS 


Organized  Medicine  and  Politics 

A Labor  Lobbyist’s  View 


Labor  lobbyist,  physician,  welfare  mother,  attorney— all  spoke  by  request 
on  Organized  Medicine  and  Politics.  They  presented  the  first  annual  “Great 
Decisions  in  Medicine”  program,  a feature  of  the  fall  1968  OMA  meeting. 
Sixth  speaker  was  Tommy  Scanlon. 

For  fourteen  years  Mr.  Scanlon  has  been  lobbyist  for  the  AFL-CIO  at 
the  Oregon  Legislature. 


Mr.  Scanlon:  I listened  to  an  attempt  to  define 
what  politics  is.  I thought  it  was  interesting.  But 
I think  that  this  close  to  November  5,  it’s  rather 
academic  to  be  talking  about  the  dictionary  defini- 
tion of  politics.  Yet  it’s  always  interesting  to  do  it. 

It  would  be  well,  I suppose,  if  we  all  went  back 
to  see  if  we  were  really  carrying  out  what  we  see 
our  objective  to  be  or  what  our  political  organization 
should  be. 

I was  phoned  the  other  night  and  the  statement 
was  made  that  this  discussion  was  on  “Medicine  and 
Politics.”  Right  away,  being  an  active  lobbyist  at 
the  State  Legislature,  and  as  we’re  all  of  a suspicious 
nature,  I thought  that  it  would  probably  mean 
“Medicine  and  Government,”  because  the  AMA  and 
its  political  activities  and  governmental  applications 
of  legislation  have  caused  some  controversy. 

Then  I thought  that  maybe  they  were  talking 
about  “Medicine  and  Legislation,”  because  when 
you  meet  like  this— I don’t  know  whether  you  meet 
once  a year  or  how  often  you  meet— you  probably 
talk  about  legislation  that  affects  your  profession. 
I don’t  know  whether  you  go  as  far  as  we  do— we 
stick  our  noses  into  citizen  legislation  generally,  not 
just  to  legislation  concerned  with  labor  and  man- 
agement affairs.  You  can  set  me  straight  probably 
in  your  written  questions. 

And  then  I thought  that  possibly  you  were  talking 
about  “Medicine  and  Lobbying.”  Really,  my  com- 
ment would  be  that  if  you  are  going  to  have  suc- 
cessful political  action  and  you  are  going  to  assume 
your  political  responsibilities  as  an  organization, 
that  you’re  concerned  with  all  of  these  things  in 
politics;  with  candidates,  with  measures,  with  legis- 
lation, with  the  politics  in  getting  that  legislation 
enacted,  and  don’t  forget  most  important— getting 
other  legislation  killed  that  would  adversely  affect 
the  legislation  that  you  want  to  achieve. 

I realize  that  this  doesn’t  sound  very  theoretical 


and  maybe  it  really  isn’t  fundamental,  I don’t  know. 
But  I just  wanted  to  bring  those  points  out. 

I also  wanted  to  have  a chance  to  set  clear  here, 
because  any  politically  active  public  organization 
like  the  AFL-CIO  is  in  the  public  eye,  a word  of 
explanation  as  to  how  we  arrived  at  our  political 
decisions  and  why  and  how  we  operate  in  the  field 
of  politics  as  we  do. 

Well,  number  one,  our  political  operation  is  di- 
rectly parallel  to  our  union  structure  at  all  levels, 
whether  it’s  local,  whether  it’s  county,  whether  it’s 
city,  whether  it’s  state  or  whether  it’s  national,  and 
it’s  governed  by  a constitution.  This  is  somewhat 
parallel  to  the  constitution  that  governs  our  various 
AFL-CIO  bodies. 

This  constitution  is  drawn  up  and  adopted  by 
delegates  to  our  state  convention.  They  come  from 
almost  all  of  the  unions  in  the  State  of  Oregon,  at 
least  those  unions  who  are  affiliated  with  our  state 
organization. 

Unlike  most  people  think,  our  state  organization, 
like  many  other  state  organizations,  does  not  enjoy 
the  affiliation  of  all  the  labor  unions  under  the 
AFL-CIO  banner.  That’s  because  we’re  a voluntary 
organization.  We’re  not  a union.  We’re  an  asso- 
ciation of  unions  brought  together  primarily  for 
legislative  and  political  needs  that  are  common  to 
all  of  the  groups. 

We  have  other  legislative  and  political  needs  that 
are  particular  to  particular  groups.  We  don’t  always 
agree  on  those,  so  we  all  go  our  separate  ways  at 
the  legislature  and  congress.  Sometimes  this  pro- 
duces a scandal  to  the  voters. 

I shouldn’t  forget  to  mention  either,  and  none  of 
us  have  mentioned  yet,  the  fact  that,  especially  in 
Oregon,  so  much  of  what  we  accomplish  by  legis- 
lation depends  on  the  individual  voter. 

The  great  problem  we  have  in  our  political  op- 
eration is,  number  one,  to  get  the  participation  of 


571 

Northwest  Medicine,  June,  1969 


the  member  at  the  level  or  the  levels  in  which  he  is 
a member.  The  other  thing  we  try  to  exercise  is 
patience,  and  not  get  too  discouraged. 

If  you  look  at  political  history  generally,  and 
political  action  generally,  and  the  achievement  of 
legislative  goals  generally,  you  will  find  that  these 
have  usually  not  been  achieved  by  the  action  of  the 
masses  as  a whole.  Direct  legislation  is  not  common 
at  the  national  level,  and  not  common  in  too  many 
states— Oregon  is  somewhat  of  an  exception. 

The  goals  are  achieved  by  people  who  have  an 
interest  in  political  action  and  have  a conviction 
about  legislation  and  the  need  for  it.  They  have  a 
program  and  a political  organization  which  they  use 
to  get  that  program  into  effect  at  all  levels,  and  to 
get  as  much  participation  by  the  public  at  large 
as  possible. 

Now  you  realize  this  is  a big  job.  Those  of  you 
who  are  working  at  AMPAC  know  what  a job  it  is. 
I’d  suggest  that  you  don’t  become  discouraged. 
When  I get  a little  discouraged  during  the  fourth 
month  in  the  legislature,  about  where  our  program 
is,  or  where  it  isn’t,  the  legislative  director  of  our 
organization  says,  “Well,  you  win  some  and  you 
lose  some.”  I think  that’s  the  attitude  you  have  to 
have  in  politics. 

Now  I think  it’s  no  secret  that  the  AMA  has  lost 
some  in  Congress  recently  but  I would  have  to  agree 
with  Dr.  Goodman,  and  this  is  not  in  criticism  of 
anyone  personally  or  the  organization,  but  I’ve  had 
a feeling,  following  the  process  of  Medicare  legis- 
lation, that  the  AMA  was  pursuing  a purely  negative 
program. 

I also  had  a feeling  that  your  political  operation 
was  not  too  realistic,  because  if  you  had  searched 


the  signs,  I think  you  would  have  seen  that  some 
type  of  Medicare  legislation  was  going  to  be 
adopted.  The  only  thing  that  I feel  badly  about 
is  that  you  people  did  not  have  the  effect  on  that 
legislation  that  you  should  have  had. 

We  have  to  depend  upon  you,  as  the  professionals 
in  the  field,  the  experts  in  the  field,  to  have  the 
right  kind  of  legislation.  We  couldn’t  depend  on 
you  because  you  said,  “No,  we  will  have  no  legis- 
lation, period.” 

Now  I have  been  encouraged,  since  that  time, 
having  read  in  the  papers  that  you’re  making  some 
changes  in  your  political  staff— the  staff  that  carried 
the  negative  program.  I may  be  right  or  I may  be 
wrong,  but  I’m  sure  that  I gathered  this  from  what 
I read  in  the  papers.  We  watch  the  papers  care- 
fully in  the  political  process,  and  you  learn  quite  a 
bit  by  reading  about  what  is  going  on.  It  helps 
your  approach. 

I would  conclude  by  saying  that  obtaining  legis- 
lation or  defeating  legislation  is  a job,  or  maybe 
you,  like  our  teachers,  prefer  to  talk  about  the 
profession.  I don’t  care  if  you  call  it  a job  or  a 
profession,  but  it  requires  practice,  experience,  hon- 
esty, conviction  and  interest.  It’s  no  small  job  to 
do.  You  have  to  keep  at  it,  and  the  people  who 
will  do  the  most  in  it  are  those  who  are  inclined 
to  political  action.  Not  everybody  is. 

As  an  example,  when  I first  went  to  represent 
the  AFL-CIO  in  the  legislature  here  in  1955,  I took 
my  wife  up  with  me  to  visit  the  legislature.  Now 
my  feeling,  attitude  and  interest  in  political  lobby- 
ing and  the  rest  of  it  is  expressed  in  the  fact  that 
I’m  still  at  the  job.  My  wife’s  attitude  is  expressed 
by  the  fact  that  she  hasn’t  entered  the  legislative 
halls  since  that  first  visit  in  1955. 


The  audience  wrote  the  following  notes  in  response: 

Thank  you  very  much  for  telling  us  how  organized  labor  carries  out 
its  legislative  activity.  It  sounds  a lot  like  organized  medicine’s  way. 

We  are  already  at  the  level  of  your  speech.  I woidd  like  to  hear  the 
next  speech  you  make  on  this  subject— i.e.  Lesson  *2. 

Very  informative. 

I sometimes  feel  the  motives  of  the  superstructure  of  the  unions  are  no 
purer  than  those  of  other  self-interest  groups. 

Are  they  really  interested  in  the  individual  and  in  the  total  welfare  of 
the  country  or  do  they  keep  up  the  constant  ferment  to  have  a reason  for  being, 
to  justify  their  existence? 

If  unions  claim  to  be  democratic  (or  representative)  as  all  organizations 
claim,  why  do  you  have  such  policies  as  compulsory  financial  contributions  to 
political  action?  Critical  examination  will  demonstrate  that  AMPAC  is  purely 
voluntary. 

AMA  purely  negative?  Positive  alternatives  were  offered  and  have  been 
since!  Examination  again  bears  this  out  to  be  truth. 
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Next  month  in  this  space  medical  student  Paid  Pennington  presents  his 

views. 

Like  it  or  not,  you  are  part  of  this  discussion.  As  you  speak  up  through 
OMA  and  OMPAC,  you  influence  partisan  politics  and  legislation. 

Silence  offers  no  escape.  When  you  do  not  speak,  when  the  OMA  does 
not  speak,  the  silence  is  deafening  and  of  equal  influence.  The  influence  of 
good  but  silent  men  can  serve  evil  ends. 

Openly  expressed  opinions  in  this  series  may  generate  discussion  and 
controversy.  We  hope  they  will.  The  “Great  Decisions”  we  make  in  1969  on 
Organized  Medicine  and  Politics  should  follow  examination,  throughout  this 
year,  of  all  views  and  conflicting  evidence. 

The  second  annual  “Great  Decisions  in  Medicine”  topic  has  been  selected 
by  poll  of  OMA  members.  It  is  important  enough  to  call  out  the  best  efforts 
of  2,000  trained,  capable,  prosperous,  influential  physicians.  We’ll  kick  it  off 
in  September. 

The  Grass  Roots  Committee 


Medical  Board  Licenses  31  Physicians 


Raymond  M.  Reichle,  Portland,  was  sworn  in  as 
the  newest  member  of  the  Board  of  Medical  Exam- 
iners for  the  State  of  Oregon  at  its  recent  meeting. 
Present  to  observe  the  swearing-in  ceremony  was 
Governor  Tom  McCall,  who  appointed  Dr.  Reichle 
to  the  post  and  who  also  announced  the  reappoint- 
ment of  Carl  R.  Kostol,  Baker,  to  serve  a second 
five-year  term. 

Re-elected  were:  David  E.  Reid,  D.O.,  Lebanon, 
chairman;  Allan  L.  Ferrin,  Salem,  vice  chairman; 
and  Carl  R.  Kostol,  secretary-treasurer. 

The  following  physicians  are  licensed  to  practice 
medicine  in  Oregon: 

George  Hamilton  Fettus,  III;  Gerald  Stanley 
Green;  Edward  Wilton  Hearn;  Arthur  Oleinick;  Ro- 
land Dale  Ostlund,  and  Myer  Shulman,  all  of 
Portland. 

Richard  Arkless,  Bremerton,  Washington;  Frank 
Lauman  Baynes,  Betty  Norma  Davis,  and  John 
Alexander  Galloway,  II,  Eugene;  John  Bartlett  Burr, 
United  States  Navy,  Long  Beach,  California;  Donald 
Allen  Burress,  Gresham;  Harry  Albert  Danielson, 
Phoenix,  Arizona;  Guy  Keel  Guffee,  Jr.,  Dallas, 
Texas;  Paul  Masura  Hamada,  Hood  River;  Richard 
Christian  Hammond,  Jr.,  Beaverton;  Elmer  Leroy 
Heap,  Mesa,  Arizona;  Robert  Bruce  Jacobson,  and 
Barry  Epperson  Knapp,  Medford;  Paul  Gene 
Jahnke,  McMinnville;  Robert  John  Koza,  Milwau- 
kie;  Laurus  Waldemar  Lehwalder,  Quincy,  Illinois; 
Junior  John  Loesch,  Miami,  Florida;  Elmer  Bow- 
man Miller,  Detroit,  Michigan;  Thomas  Jenson 
Muller,  Bend;  David  Homer  Munger,  and  Wayne 


Howard  Phillips,  Corvallis;  Robert  John  Oakes, 
Berkeley,  California;  Edward  Allen  Rhodes,  Kansas 
City,  Kansas  and  Charles  Wesley  Toland,  Iowa 
City,  Iowa.  ■ 


ACHROMYCIN  V 

TETRACYCLINE  HC1 
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Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

equanil: 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


Stroke  Care  Unit 


According  to  mythology,  Tantalus  was  punished 
in  Hades  by  the  sight  of  food  and  water  which 
he  could  never  quite  reach.  Similar  is  the  torment 
to  victims  of  a stroke  who  often  perceive  objectives, 
but  cannot  unscramble  opaque  signals  the  body  re- 
ceives, or  doesn’t  receive  at  all. 

Involving  itself  with  this.  Good  Samaritan  Hos- 
pital and  Medical  Center,  Portland,  has  established 
a Stroke  Care  Unit— believed  to  be  the  second  of  its 
kind  in  the  nation— as  a new,  innovative  means  of 
caring  for  patients  with  stroke.  The  Unit  multiplies 
care  in  at  least  two  dimensions. 

It  focuses  team  care  of  the  stroke  patient  as  early 
as  the  stroke  or  its  symptoms  can  be  detected;  and 
it  aims  toward  swifter  and  better  rehabilitation  of 
patients. 

Team  evaluation  of  stroke  in  the  outpatient  clinic 
by  physician  referral  is  important.  These  availabili- 
ties include  physiotherapist,  occupational  therapist, 
psychologist,  speech  pathologist,  neurologist,  intern- 
ist, neuro-surgeon,  neurology  and  surgical  residents, 
biomedical  physicist,  social  worker,  neuropathologist, 
psychiatrist  and  physical  therapist.  These  specialties 
represent  the  spectrum  of  treatment  to  the  inpatient, 
also  by  physician  referral. 

Swift  return  of  the  patient  to  normalcy  involves 
either  a rehabilitation  institute  or  an  extended  care 
facility  with  follow-up  evaluation  in  the  clinic  for 
Cerebrovascular  Disease.  This  may  take  several 
weeks,  or  if  highly  successful,  the  patient  is  sent 
home. 

philosophy  of  action 

The  plan  subscribes  to  a physician  philosophy- 
encouraging  physical  action  by  stroke  victims  to 
improve  the  likelihood  of  their  overcoming  the 
effects  of  paralysis— or  at  least  to  improve  individual 
function.  In  this  philosophy  is  also  the  belief  that 
deep  depression  might  be  avoided  by  quickly  re- 
turning the  patient  to  the  real  world,  not  a synthetic 
accommodation  to  his  ailment. 

The  program  resembles  one  successfully  estab- 
lished at  St.  Luke’s  Hospital  in  New  Bedford, 
Massachusetts,  and  reported  by  an  exhibit  at  the 
American  Heart  Association  meeting  in  Miami, 
Florida,  in  October,  1968,  by-  Bertram  Howard,  di- 
rector of  the  St.  Luke’s  program. 

The  cerebrovascular  program  includes,  for  the 
moment,  an  inpatient  care  facility  of  nine  beds.  This 
facility  is  woven  into  the  hospital’s  outpatient  clinic 
for  stroke  as  are  all  hospital  services.  The  clinic  is 
available  to  any  patient,  regardless  of  place  of  resi- 
dence, for  evaluation  and  treatment  of  either  inter- 


mittent vascular  insufficiency  or  completed  stroke  on 
the  referral  by  his  physician.  To  introduce  the 
service,  invitational  brochures  were  mailed  to  phy- 
sicians in  Oregon  and  Southwest  Washington  as 
well  as  other  regional  and  national  organizations. 

outpatient  study 

As  much  of  the  work-up  as  possible  will  be  done 
on  an  outpatient  basis.  Complete  history  and  physi- 
cal examinations  will  be  taken  on  every  patient  with 
routine  studies  such  as  EEG,  EKG,  lumbar  punc- 
ture, and  x-rays  when  need  is  indicated.  Also  easily 
accessible  are  special  studies  including  ophthalmo- 
dynamometry and  transcutaneous  ultrasonic  direc- 
tional blood  velocity  examination.  Should  the  need 
be  presented,  four-vessel  arteriography  visualizing 
the  entire  course  of  the  brachiocephalic  arteries 
will  be  performed.  Patients  with  cardiac  irregu- 
larities that  possibly  are  responsible  for  their  stroke 
will  be  studied  with  cardiac  telemetry  to  identify 
cardiac  arrhythmia. 

With  a nagging  encouragement  to  referring  phy- 
sicians to  participate  in  conferences  and  patient 
consultation,  the  Stroke  Care  Unit  provides  evalua- 
tion by  the  entire  team  of  the  Rehabilitation  Evalua- 
tion Service.  Regular  conferences  are  held  weekly 
to  discuss  patient  disposition. 

Therapeutic  recommendations  are  made  to  the 
referring  physician  for  those  seen  as  outpatients. 
The  final  disposition  is  made  during  consultation 
with  the  referring  physician,  thus  transferring  the 
primary  function  of  doctor-patient  relationship 

continued  on  page  578 
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where  it  began.  If  the  patient  needs  hospitalization 
and  it  is  decided  jointly  that  his  condition  can  best 
be  treated  in  the  Stroke  Care  Unit,  he  may  be 
admitted. 

Every  effort  is  made  to  promote  ambulation  and 
rehabilitation  as  quickly  as  possible  after  the  onset 
of  the  stroke.  Each  patient  admitted  to  the  Unit 
will  be  seen  by  the  Rehabilitation  Evaluation  Service 
which  is  provided  without  charge  as  long  as  the 
grant  from  the  Regional  Medical  Program  for  Heart 
Disease,  Cancer  and  Stroke  is  in  effect.  The  hos- 
pital and  Unit  is  federally  funded  with  $50,000  a 
year  for  three  years.  There  are  three  other  phases 
of  study,  all  working  cooperatively  with  the  one  at 
Good  Samaritan;  1.  a surgical  study  at  the  Univer- 
sity of  Oregon  Medical  School  by  Harold  Paxton; 
2.  an  educational  program  and  satellite  clinic  in 
Bend  by  S.  Spence  Meighan  of  the  Good  Samaritan 
Hospital  staff;  3.  a study  of  diet  by  Roy  Swank, 
UOMS.  Director  of  the  Stroke  Care  Unit  is 
Robert  S.  Dow,  head  of  the  hospital’s  department 
of  neurology. 

Historically,  a clinic  for  patients  with  cerebro- 
vascular disease  has  been  in  existence  at  the  hos- 
pital since  1961.  For  three  years,  beginning  in  1962, 


this  effort  was  jointly  supported  by  the  Heart  Dis- 
ease Control  Program  of  the  United  States  Public 
Health  Service,  the  Oregon  State  Board  of  Health 
and  the  Oregon  Heart  Association.  The  Clinic  was 
continued,  in  a limited  way,  as  part  of  the  regular 
outpatient  service  beginning  in  1965  until  it  was 
again  funded  as  a part  of  the  Stroke  Program  under 
the  Oregon  Regional  Medical  Program. 

team  work 

Now  the  nine-bed  unit  involves  the  concentration 
of  disciplines  from  team  evaluation  to  specially 
trained  graduate  nurses,  licensed  practical  nurses— 
all  guided  in  the  daily  treatment  of  patients  with 
strokes.  Physical  and  occupational  therapists  and 
the  necessary  equipment  for  their  work  are  available 
in  the  Unit.  Treatment  is  given  to  indigent  patients 
who  are  selected  for  teaching  purposes,  or  by  private 
physicians  at  the  conclusion  of  the  work-up  in  the 
clinic  or  on  discharge  from  the  Stroke  Care  Unit. 
Complete  follow-up  evaluation  is  obtained  periodic- 
ally on  every  patient  seen. 

The  entire  stroke  program  offers  unusual  oppor- 
tunity for  increasing  the  knowledge  and  improving 
the  performance  of  physicians,  nurses,  social  workers 
and  other  professional  personnel  in  the  search  for 
improved  methods.  Particularly  helpful  is  the  team 
evaluation— especially  at  the  outpatient  level.  The 
Unit  provides  the  setting  for  regularly  scheduled 
staff  conferences  for  discussion  of  patients,  problems 
and  recent  advances;  it  opens  the  door  to  profes- 
sional personnel  seeking  specialized  experience;  it 
expands  the  experience  potential  for  observation  by 
interns,  residents,  student  nurses  and  other  profes- 
sional workers,  and  will  ultimately  involve  films, 
slides,  printed  material  and  speakers  for  medical 
society  and  hospital  staff  meetings. 

Further  information  about  referring  patients  to 
this  facility  may  be  obtained  by  writing:  Stroke 

Program,  Good  Samaritan  Hospital  and  Medical 
Center,  1015  N.W.  22nd  Avenue,  Portland,  Ore- 
gon 97210  or  phoning:  (503)  224-1600,  Extension 
437,  Portland,  Oregon.  ■ 
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“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOL8 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  ( 1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC8 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 
Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC8 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available : anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


AN-IN-91-4C 


WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  seat*u,  Washington  98115 


president  William  E.  Watts,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  14-17,  1969,  Seattle 


General  Format  Set  for  Scientific  Program 
at  WSMA  Annual  Meeting 


Three  continuing  medical  education  courses  will 
be  part  of  the  Scientific  Program  during  the  Annual 
Meeting  of  the  Washington  State  Medical  Asso- 
ciation, September  14-17,  1969,  Olympic  Hotel, 
Seattle.  Belding  H.  Scribner,  Professor  of  Medicine, 
University  Hospital,  Seattle,  has  agreed  to  present 
a four-hour  refresher  course  which  will  deal  with 
selected  topics  related  to  the  bedside  management 
of  fluid  balance  problems.  Particular  emphasis  will 
be  given  to  the  problems  of  sodium  and  water 
needs.  The  course  will  consist  of  two  2-hour  ses- 
sions on  Monday  morning,  September  15  and  Tues- 
day morning,  September  16. 

Robert  A.  Bruce,  Professor  of  Medicine,  Univer- 
sity Hospital,  Seattle,  will  offer  a course  on  “Cardiac 
Work  Evaluation”— an  overall  evaluation  of  the  heart 
disease  patient  relative  to  his  functional  capacity 
and  his  vocational  capabilities  to  perform  produc- 
tive work.  Dr.  Bruce’s  course  will  run  concurrently 
with  the  course  offered  by  Dr.  Scribner.  Preregis- 
tration forms  for  both  courses  will  be  mailed  to  the 
WSMA  members  early  in  August. 

“Injuries  of  the  Knee,”  a course  in  sports  medi- 
cine, will  be  offered  by  Harry  H.  Kretzler,  Jr.  and 
Ivar  Birkeland,  Jr.,  both  of  Seattle.  This  course, 
open  to  all  physicians,  is  a two-hour  session  sched- 
uled for  Wednesday  morning,  September  17.  The 
course  will  feature  recent  concepts  for  care  of  knee 
injuries  most  commonly  seen  in  everyday  practice. 
Preregistration  will  not  be  required  but  room  size 


will  limit  attendance  to  approximately  sixty  physi- 
cians. 

General  Practice  Session 
for  Prescribed  Credits 

A General  Practice  Session  is  planned  for  Mon- 
day, September  15.  Sponsored  jointly  by  the  Wash- 
ington Academy  of  General  Practice  and  WSMA, 
application  has  been  made  to  the  AAGP  to  permit 
four  hours  prescribed  (Class  I)  credit.  Guest  speak- 
ers will  include  John  E.  Steinhaus,  Professor  and 
Chairman,  Department  of  Anesthesiology,  Emory 
University  School  of  Medicine,  Atlanta,  and  Gerald 
L.  Klerman,  Associate  Professor  of  Psychiatry  at 
Yale  University  School  of  Medicine. 

Three  General  Scientific  Sessions  Scheduled 

The  first  General  Session  of  one-hour  duration  on 
Monday,  September  15,  will  feature  Albert  A.  Kat- 
tus.  Chief,  Division  of  Cardiology,  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville  and  Gerald 
Klerman  of  Yale.  A four-hour  General  Session  on 
Tuesday  will  feature  Albert  Kattus  with  Norman 
Shumway,  Chief,  Division  of  Cardiovascular  Sur- 
gery, Stanford  University.  The  third  General  Scien- 
tific Session  is  scheduled  for  Wednesday  morning 

continued  on  page  585 
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JUDGE  ANTIBIOTIC f 0 1 NTMENTS  HERE 


Mil 

m\iA  X 

MvH 

Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  w'ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Picture  of 
low  back  pain 

Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility ...  stop  pain-spasm  feedback 

by  providing : 

a nonsalicylate  analgesic:  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte m 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  ct  al Gastroenterology  44:146, 
1963.  4.  Berman,  H.  H.,  ct  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Thcr.  5:871,  1964. 

• U.S.  PATENT  NO.  2,895,87? 


( McNEII ) 

McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 
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Bourns  and  Wilt,  and— 


In  April  1969,  Tom  Bourns  and  Sinclair  Wilt  had 
practiced  on  Bainbridge  Island  for  23  years, 
both  are  over  30,  and  pushing  60,  but  neither  is 
threatening  to  retire.  Nor  does  their  community 
have  intention  of  retiring  them.  Now,  as  during 
most  of  the  last  23  years,  they  are  the  only  physi- 
cians on  the  Island.  The  Island  population  when 
they  came  was  3,000-4,000,  and  now  is  8,000-9,000, 
with  considerable  seasonal  fluctuation.  Bainbridge 
is  now  half  an  hour  by  ferry  from  Seattle,  but 
schedules  are  not  always  convenient. 

In  April  the  Island  community,  sparked  by  their 
chamber  of  commerce,  gathered  in  an  “Honor  the 
Doctors”  night.  Bainbridge  High  School  Auditorium 
was  oversold.  All  available  chairs  were  brought  in. 
After  every  seat  was  filled  there  was  still  a standing 
crowd  that  ringed  the  large  auditorium  and  over- 
flowed into  the  corridors.  All  to  honor  Bourns 
and  Wilt. 

Why?  There  was  no  milestone,  no  death  to  eulo- 
gize, no  wedding  or  birth,  no  politics,  no  retirement 
or  gold  watch  ceremony.  Instead,  there  was  an 
overflow  of  the  dam  that  held  back  feelings  of 
appreciation.  Appreciation  for  countless  home  calls 
and  phone  calls  and  personal  services,  for  contin- 
uous faithful  duty,  for  sympathetic  attitude  and 
personal  consideration.  These  accumulated  items  of 
seeming  trivia  and  minutiae  burst  the  dam. 

The  talks,  the  songs,  the  presentations,  the  testi- 
monials, the  stories  and  the  recollections  related 
that  night  were  vividly  and  touchingly  presented. 
Few  men  have  achieved  such  overwhelming  heart- 
felt respect  and  recognition.  Noteworthy,  the  ac- 
colade seemed  generated  not  just  by  the  assiduous 
performance  of  duty,  but  by  the  humanity,  humor, 
kindliness  and  sympathy  with  which  it  had  been 
rendered. 

The  general  medical  community,  students  in 
training,  medical  school  teachers,  and  those  who 
are  seeking  to  organize  medical  practice  and  its 
practitioners  of  the  future,  or  of  the  present,  might 
do  well  to  study  Bourns  and  Wilt  (or  for  that  mat- 
ter countless  other  dedicated  physicians  and  their 
practices) . 

Bourns  and  Wilt  have  had  no  malpractice  suits 
or  threats  (large  specialist  clinics  take  note).  They 
refer  patients  frequently.  Their  rule  of  thumb  is 


WILLIAM  E.  WATTS,  M.D. 


to  refer  whenever  they  feel  the  patient’s  interest 
might  be  better  served  by  consultation.  Consultants 
who  work  with  them  tell  me  that,  if  anything,  they 
refer  too  often.  They  do  no  major  surgery,  not  even 
appendectomies.  However,  they  do  handle  uncom- 
plicated fractures,  minor  traumatic  surgery,  office 
surgery  and  tonsillectomies. 

Interestingly,  they  have  had  a special  problem 
with  OB.  Due  to  irregular  ferry  schedules,  for 
years  they  have  delivered  most  of  their  patients 
in  their  offices  and  have  sent  them  home  by  ambu- 
lance a few  hours  later.  Their  nurses  and  staff  par- 
ticipate day  or  night.  In  some  thousand  deliveries 
they  believe  this  method  as  safe  for  their  patients 
as  any  other.  Now,  however,  because  more  OB’s  are 
insured  for  hospital  care,  they  are  arranging  more 
hospital  deliveries. 

Bourns  and  Wilt  pride  themselves  on  their  friend- 
ly relations  with  all  surrounding  physicians— even 
the  big  city  types.  They  are  both  sons  of  physicians 
and  know  the  possessiveness,  provinciality  and  ter- 
ritoriality that  characterized  the  practice  of  that 
day.  They  have  carefully  avoided  the  concept  of 
the  old-time  general  practitioner  who  considered 
himself  all  things,  and  the  only  thing,  for  all  people, 
and  who  considered  his  patients  his  territorial  do- 
main. Instead,  with,  or  ahead  of  their  times,  they 
have  served  the  real  needs  of  their  patients  in  co- 
operation with  their  colleagues. 

Comment,  too,  might  be  made  that  these  two 
men,  both  strong  personalities  and  individualistic  in 
philosophy,  have  managed  to  remain  in  partnership 
for  23  years.  And  their  wives  and  families  have 
lived  on  the  same  island.  Their  loyal  staff,  devoted 
and  dedicated  people,  have  remarkable  records  of 
continuity  of  service.  Young  physicians  as  yet  un- 
settled should  keep  these  factors  in  mind. 

Nor  did  they  isolate  themselves  from  community 
life.  Each  served  on  the  school  board,  and  partici- 

continued  on  page  585 
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continued  from  page  581 

preceding  the  President’s  Luncheon.  Included  in 
the  program  for  the  Wednesday  General  Session  will 
be  Edith  L.  Potter,  Fort  Myers,  Florida,  formerly 
of  the  University  of  Chicago. 

Specialty  Sessions 

Specialty  Scientific  Sessions  tentatively  are  sched- 
uled for  ophthalmology,  anesthesiology,  psychiatry 
and  pediatrics.  The  Ophthalmology  Scientific  Ses- 
sion will  be  presented  all  day  Monday,  September 
15  and  Tuesday  morning,  September  16,  featuring 
as  guest  speaker  Robert  C.  Watzke,  Associate 
Professor,  Ophthalmology,  University  of  Iowa  Med- 
ical Center,  Iowa  City.  The  Anesthesiology,  Psy- 
chiatry and  Pediatric  Scientific  Sessions  -will  be  pre- 
sented Monday  afternoon.  John  Steinhaus,  Atlanta, 
will  be  featured  speaker  at  the  Anesthesiology  Sci- 
entific Session  and  Gerald  Klerman,  New  Haven, 
will  be  guest  speaker  at  the  Psychiatric  Session. 
William  Silverman,  Chief,  Perinatology  Section, 
Children’s  Hospital,  San  Francisco,  has  agreed  to 
appear  on  the  Monday  afternoon  Pediatric  program. 

Special  Programs 

Several  special  programs  have  been  arranged, 
including  a panel  presentation  of  a case  approach 
to  cyanosis  of  the  newborn.  Warren  G.  Guntheroth, 
Head,  Pediatric  Cardiology,  University  Hospital, 
Seattle,  will  moderate  the  panel  which  will  include 
William  A.  Silverman,  San  Francisco  as  a guest 
member  of  the  panel.  Each  member  of  the  panel 
will  present  a brief  discussion  of  his  area  of  partic- 
ular interest.  Thereafter,  there  will  be  a discussion 
session  among  members  of  the  panel  and  the  audi- 
ence. 

John  Paul  Shields,  Spokane,  will  moderate  a panel 
on  the  management  of  patients  who  have  acquired 
valvular  cardiac  disease,  Tuesday  morning  Sep- 
tember 16.  Members  of  the  panel  will  include: 
Donald  Ballew,  Yakima;  Gordon  A.  Logan,  Seattle; 
G.  Hugh  Lawrence,  Seattle;  J.  Ward  Kennedy,  Se- 
attle; and  K.  Alvin  Merendino,  Seattle.  A discussion 
session  among  panelists  and  members  of  the  audi- 
ence again  is  anticipated. 

A special  scientific  program  on  emergency  med- 
ical care  of  the  critically  injured  patient  will  be 
part  of  the  program  Wednesday  morning,  Septem- 
ber 17.  The  program  will  incorporate  the  panel  ap- 
proach and  will  include  a discussion  of  training 
para-medical  personnel. 

New  approaches  to  continuing  medical  educa- 
tion will  be  presented  with  the  cooperation  of  the 
Regional  Medical  Programs,  Education  and  Support 
Unit.  A room  will  be  set  aside  in  the  Olympic  Hotel 


to  demonstrate  educational  equipment  that  physi- 
cians may  utilize  at  their  convenience.  Staff  assist- 
ants will  be  available  to  help  select  recorded  ma- 
terial and  put  them  into  the  machines. 

Round  Table  Discussions,  which  were  well  re- 
ceived at  last  year’s  meeting,  will  be  scheduled 
again  this  year  on  Tuesday  morning,  September  15. 
Preregistration  forms  listing  the  subject  for  each 
round  table  and  name  of  discussion  leader  will  be 
mailed  to  WSMA  members  in  August. 

Program  Available  in  Mid-Summer 

The  “desk  copy”  of  the  General  and  Scientific 
Program  will  be  mailed  to  WSMA  members  in 
early  August.  A preliminary  program  will  appear 
in  the  July  issue  of  northwest  medicine.  ■ 


Seattle  Internist  Named  President-Elect 

fames  W.  Haviland,  Seattle,  was  recently  chosen 
as  president-elect  of  the  American  College  of  Physi- 
cians at  the  College’s  50th  Annual  Session  in  Chi- 
cago. 

Dr.  Haviland  is  an  internist  in  private  practice 
and  clinical  professor  of  medicine  at  the  Univer- 
sity of  Washington  School  of  Medicine.  He  will 
become  president  of  the  15,000-member  specialty 
society  at  its  51st  Annual  Session  April  13-17,  1970 
in  Philadelphia,  Pa.  ■ 


President’s  Page 
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pated  in  politics  and  other  affairs  of  the  Island. 
They  were  spoken  of  as  quiet  leaders. 

Dedication  to  profession;  devotion  to  each  pa- 
tient; service  with  dignity,  humility,  humor,  sym- 
pathy and  individual  human  respect— such  phrases 
seemed  to  express  the  feelings  of  this  Island  com- 
munity to  these  physicians. 

The  principles  guiding  these  two  physicians 
are  those  that  have  always  been  accepted  and 
followed  by  good  physicians— everywhere.  These 
two,  however,  have  met  an  unique  challenge  to 
serve  an  island  community,  and  have  received  a 
remarkable  accolade  for  their  performance. 

Drs.  Bourns  and  Wilt,  your  colleagues  join  in  the 
salute.  ■ 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

EOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


Inner  Sites... 


In  Cystitis.. .Azo  GantanoP 
focuses  analgesic-antibacterial 


The  mucosa: 
specific  analgesia 
usually  within  30  minutes 


Azo  (phenazopyridine  HCI)  ef- 
fects specific  mucosal  analgesia, 
relieving  the  dysuria,  discomfort 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 


Cantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  b.i.d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
spectrum  of  Gantanol  includes 
E.  coli  and  a variety  of  other 
susceptible  gram-negative  and 
gram-positive  pathogens  in  uri- 
nary tract  infections. 

Interstitial  fluids: 
ready  diffusion  of 
antibacterial 


Gantanol  (sulfamethoxazole)  is 
readily  diffused  into  interstitial 
fluids  to  provide  efficient  anti- 
bacterial activity  at  foci  of  infec- 
tion. This  distribution,  plus  con- 
tinuous antibacterial  levels  in 
blood  and  urine,  has  afforded 
effectiveness  in  the  majority  of 
infections  in  which  it  has  been 
used. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Urinary  tract  infections  with 
associated  pain  or  discomfort  when  due 
to  susceptible  organisms;  prophylacti- 
cally  in  urologic  surgery,  catheterization 
and  instrumentation. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  newborn,  infants  during 
the  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


nephritis,  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  gastro- 
intestinal disturbances. 

Warnings:  Use  only  after  critical  appraisal 
in  patients  with  liver  damage,  renal  dam- 
age, urinary  obstruction  or  blood  dys- 
crasias.  If  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  pro- 
longed therapy,  blood  counts  and  liver 
and  kidney  function  tests  should  be  per- 
formed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  fol- 
lowed closely  since  renal  impairment 


may  cause  excessive  drug  accumulation. 
Occasional  failures  may  occur  due  to 
resistant  microorganisms.  Not  effective 
in  virus  and  rickettsial  infections. 

Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  Stevens- 
Johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  Gantanol* 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI.) 


Are  We  a Collective  Bargaining  Agency? 


Many  doctors  have  expressed  the  fear  that  the 
purpose  of  the  American  Association  of  Med- 
ical Assistants  is  to  obtain  wage  increases  and  the 
fabulous  fringe  benefits  promised  by  many  labor 
leaders.  I ask  you— do  I look  like  a shop  steward? 
I’d  like  you  to  note  that  tonight  I am  wearing  what 
I refer  to  as  my  “dress  whites.”  As  a medical  assist- 
ant, these  are  a meaningful  reminder  of  my  every- 
day role  which  is  to  serve— not  demand! 

Let’s  examine  for  a moment  the  different  roles 
played  by  the  personnel  in  a medical  office.  First 
and  foremost  is  the  physician  who  makes  it  all 
possible.  Many  livelihoods  depend  upon  his  train- 
ing and  ability  to  function  freely  and  creatively. 
The  laboratory  technologist,  x-ray  technician,  in- 
halation therapist,  registered  nurse,  licensed  prac- 
tical nurse,  nurse’s  aide,  dietitian,  physical  thera- 
pist and,  indeed  the  medical  assistant  are  just  a 
few  of  the  people  whose  jobs  depend  on  the  doc- 
tor’s use  of  their  special  skills.  Because  of  the  vast 
proliferation  of  medical  knowledge  in  recent  years, 
even  a physician  who  is  board  certified  must  keep 
informed  about  the  latest  research  developments  in 
his  particular  specialty  by  reading,  attending  post- 
graduate seminars,  meetings,  etc.  Few  people  are 
as  well  educated  in  so  many  areas  as  the  doctor. 
His  education  includes  both  theory  and  practice, 
not  only  of  medicine  but  also  in  business,  sociology 
and  the  newfangled  specialty  called  “psychology  of 
human  relations.”  Does  it  make  sense,  then,  for 
him  to  be  occupied  with  routine  office  matters 
while  his  patients  are  kept  waiting?  Of  course  not! 
He  needs  the  help  of  an  assistant  who  is  as  com- 
petent in  office  management  as  he  is  in  the  practice 
of  medicine. 

Next,  let’s  discuss  the  function  of  a registered 
nurse  in  a medical  office.  Traditionally,  in  many 
offices  a devoted  RN  helped  the  doctor  minister 


Delivered  by  Mrs.  Nancy  Fortin  at  the  2nd  Annual  Meet- 
ing of  the  Washington  State  Association  of  Medical  Assist- 
ants, Richland,  Washington,  May  24,  1969. 


MRS.  NANCY  FORTIN 

President,  Washington  State 
Association  of  Medical  Assistants 


to  his  patients  and  often,  during  his  absence,  was 
entrusted  with  decisions  involving  medical  judg- 
ment. She  was  a graduate  of  a four-year  school 
and  well  informed  about  symptoms,  diseases  and 
patient  care.  But  how  well  prepared  was  she  for 
management  of  a medical  office?  It  was  often 
necessary,  even  in  small  offices,  to  employ  auxiliary 
personnel  to  handle  the  many  other  facets  of  the 
practice.  The  formal  training  of  a nurse  has  never 
been  designed  to  include  preparation  for  the  fast 
and  accurate  typing  of  medical  reports,  processing 
of  insurance  claims,  expertise  on  fee  schedules,  filing 
systems  or  financial  records.  Dorland  defines 
“nurse”  as  “a  person  who  takes  care  of  the  sick, 
wounded  or  enfeebled,  especially  one  who  makes 
a profession  of  it.”  The  modern  graduate  nurse  is 
all  of  this  and  more;  her  training  now  qualifies  her 
to  teach  and  supervise  the  various  paramedical 
groups  needed  to  augment  patient  care.  This  is 
where  you  will  find  most  graduate  nurses  today; 
they  work  in  hospitals,  nursing  homes  or  other  med- 
ical facilities  where  they  direct  the  activities  of 
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LPN’s,  aides,  and  the  new  two-year  RN  whose 
education  has  prepared  her  primarily  for  bedside 
care.  We  owe  a great  deal  to  these  nursing  super- 
visors and,  rather  than  bemoan  their  loss  to  the 
medical  office,  where  their  skills  could  be  partially 
utilized,  we  should  be  aware  that  it  is  the  quality 
of  their  talent,  judgment  and  dedication  which  now 
determines  institutional  care  available  to  the  pa- 
tient. Along  with  this  additional  responsibility  came 
well  deserved  salary  increases— but  it  should  be 
mentioned,  in  passing,  that  these  were  negotiated 
primarily  with  hospital  administrators  and  comp- 
trollers. 

As  the  role  of  the  professional  nurse  has  become 
more  specialized  in  its  application  to  nursing  and 
education,  doctors  in  private  practice  have  learned 
to  depend  more  fully  on  the  capabilities  of  that 
new  invention,  the  medical  assistant.  Historically, 
this  might  have  been  a surprised  medical  secretary 
who  suddenly  found  she  needed  to  learn  sterile 
techniques,  or  a technician  who  was  asked  if  she 
wouldn’t  like  to  brush  up  on  her  typing  and  ter- 
minology, just  to  “fill  in.”  Those  of  us  who  were 
frantically  recruited  to  provide  solutions  for  the 
chaotic  management  problems  in  some  offices  know 
the  uncertainties  and  frustrations  of  entering  what 
was  actually  a brand  new  field.  I,  like  many  of  you 
here  tonight,  have  worked  to  meet  this  challenge 
through  continuing  education. 

The  medical  assistant,  however,  has  brought  a 
different  and  more  diversified  point  of  view  to 
medical  office  management.  Lacking  the  RN’s 
conditioned  tendency  toward  physician-deification, 
a medical  assistant  tends  to  regard  her  employer 
more  objectively,  aware  of  his  capacity  to  be  merely 
human.  She  has  been  moved  to  compassion,  seeing 
this  master  of  the  stethoscope  or  scalpel  struggling 
to  keep  up  with  an  ever-increasing  amount  of  paper 
work,  and  is  motivated  to  relieve  him  of  this  and 
other  pressures  which  lessen  his  effectiveness  in 
performing  his  major  function,  that  of  healing  the 
sick. 

Does  the  medical  assistant’s  customary  division 
of  office  management  and  the  practice  of  medicine 
into  separate  entities  detract  from  her  usefulness? 
Many  doctors  believe  not.  On  the  contrary,  they 
find  it  stimulating  to  practice  medicine  in  an  office 
run  by  an  assistant  who  is  an  expert  in  her  own 
field— one  who  knows  enough  about  medicine  to 
understand  its  objectives,  yet  be  fully  aware  of  her 
own  limitations. 

Achievement  of  this  degree  of  proficiency  for 
every  medical  assistant  is  the  purpose  of  this  or- 
ganization. We  are  concerned  with  education,  not 
with  wages  and  hours!  Experience  has  shown  that 
an  appreciative  physician  pays  his  assistant  gener- 


ously when  she  is  sufficiently  skilled  to  merit  it. 

The  Certification  Program  administered  by  the 
AAMA  and  its  Certifying  Hoard  is  our  means  of 
establishing  professional  standards  and  goals  for 
medical  assistants.  Successful  completion  of  the 
written  examination  identifies  the  Certified  Medical 
Assistant  (CM A)  as  an  expert  in  specialized  areas 
of  knowledge.  Every  member  of  the  Washington 
State  Association  of  Medical  Assistants  who  wants 
to  achieve  professional  status  should  prepare  for 
the  Certification  Examination.  We  must  continue 
to  seek  out  medical  assistants  in  unaffiliated  areas 
and  offer  our  help  and  experience  in  qualifying 
for  certification.  Only  by  such  widespread  partici- 
pation can  we  obtain  acceptance  for  the  proven 
individual  accomplishments  of  present  and  future 
medical  assistants. 

No,  we  are  not  a union.  We  are,  rather,  striving 
to  achieve  the  highest  objective  of  a professional 
association— which  is  to  dedicate  the  best  talents 
of  its  members  to  the  profession  it  serves.  In  our 
relationship  to  the  healing  arts  we  are  uniquely 
motivated.  The  medical  assistant  who  strives  for 
excellence  in  the  skills  she  brings  to  the  doctor  is 
compensated  by  not  only  the  usual  pride  of  accom- 
plishment but  also  by  knowing  that  she  contributes, 
through  him  and  the  added  capacity  for  service  she 
gives  him,  to  the  enrichment  of  mankind.  ■ 


HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur. 
Vesiculation,  ulceration  or  necrosis  may  occur  at  test  site  in 
highly  sensitive  persons.  The  test  should  be  used  with  cau- 
tion in  patients  known  to  be  allergic  to  acacia,  or  to  thimero- 
sal  (or  other  mercurial  compounds). 

LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York 

473-9 
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HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases 
as  TB,  leukemia,  pneumonia  and  syphilis.  Use  the 
blue  Histoplasmin  LEDERTINE™  Applicator  as  the 
first  step  in  differential  diagnosis  and  as  a routine 
step  in  physical  examinations  for  the  permanent  rec- 
ords of  your  patients. 
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•(■Warning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic 
ulcer,  ulcerative  colitis,  mental  depression,  renal  impairment  or 
shutdown.  Warnings:  Consider  the  possibility  of  sensitivity  reac- 
tions in  patients  with  history  of  allergy  or  bronchial  asthma.  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with 
antihypertensive  therapy,  may  be  associated  with  small  bowel 
lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred. 
Such  tablets  should  be  used  only  when  indicated  and  when  ade- 
quate dietary  supplementation  is  not  practical.  They  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea, 
vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise  cau- 
tion, since  thiazides  cross  the  placental  barrier  and  may  cause 
fetal  or  neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered 
carbohydrate  metabolism;  adverse  reactions  seen  in  the  adult  may 


occur  in  the  newborn.  Use  reserpine  in  women  of  child- 
bearing age  only  when  essential  to  patient  welfare.  In- 
creased respiratory  secretions,  nasal  congestion,  cyano- 
sis, and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers.  Precautions:  Butisol  (butabarbital)  — 
Exercise  caution  in  moderate  to  severe  hepatic  disease. 
Elderly  or  debilitated  pa- 
tients may  react  with 
marked  excitement  or  de- 
pression. Hydrochlorothi- 
azide-May induce  elec- 
trolyte imbalance;  when 
used  with  digitalis  or  one 
of  its  glycosides  and  in  pa- 
tients with  severe  hepatic 
insufficiency,  cardiac  ar- 
rhythmias or  symptoms  of 
impending  hepatic  coma  may 
occur.  Discontinue  and  in- 
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The  “beauty” of  Butiserpazide  is  that  it  adds 
the  mildly  sedative  effect  of  Butisol  (butabarbital) 
to  the  classic  thiazide/reserpine  formula. 

“It  would  appear  that  the  addition  of  an 
anxiety-relieving  agent  [Butisol]  to  a drug 
combination  utilizing  well-established 
compounds  proved  useful  in  reducing  hypertensive 
symptoms  in  over  half  the  patients. . . 

That’s  the  “Buti”of 

BUTISOL®  (butabarbital)  30  mg.  + reserpine  0.1  mg.  + hydrochlorothiazide  25  or  50  mg. 

You  have  a choice  of  2 strengths.  Just  one  tablet  once  or  twice  a day  is  usually  sufficient. 

Butiserpazide-25  Prestabs®  ‘Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50  Prestabs®  ‘Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


stitute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hy- 
pochloremic alkalosis,  is  contraindicated  in  hepatic  disease.)  May 
produce  elevated  serum  uric  acid  levels  (and,  infrequently,  gout)  or 
reduce  glucose  tolerance,  altering  insulin  requirements  in  dia- 
betics. Reserpine— Observe  for  signs  or  symptoms  of  peptic  ulcer  or 
ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in 
history  of  mental  depression.  May  produce  cardiac  arrhythmias 
when  used  with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks  before 
surgery;  inform  the  anesthetist  in  event  of  emergency  surgery.  Ex- 
ercise caution  in  history  of  epilepsy.  Discontinue  1 to  2 weeks  be- 
fore ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions.-  Dizziness,  drowsiness,  weakness,  nasal  conges- 
tion, leg  cramps,  nausea,  palpitations,  superficial  skin  bruises, 
palmar  erythema,  headache,  dehydration,  skin  rash,  “hangover," 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia, 


photosensitivity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  throm- 
bocytopenia, leukopenia,  agranulocytosis,  aplastic  anemia,  anorexia, 
gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated 
by  alcohol,  barbiturates,  or  narcotics),  increased  salivation  and 
gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina- 
like syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  ner- 
vousness, paradoxical  anxiety,  rarely  atypical  Parkinsonian  syn- 
drome, central  nervous  system  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of 
mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased 
libido.  Usual  Adult  Dosage:  Butiserpazide®-25  or  BUTISERPAZIDE®- 
50:  1 tablet  daily  or  b.i.d.  When  used  with  other  antihypertensive 
agents  reduce  dosage  of  both  drugs  about  50%  and  observe  care- 
fully for  changes  in  blood  pressure.  / \ 

Before  prescribing  or  administering.  I "IM" TVTT1  T T,  I 
see  package  insert. 

1.  Coodley.  E.  L..  Curr.  Therap.  Res.  mcneil  laboratories,  inc. 

4 460.  1962.  FORT  WASHINGTON,  PA.  19034 
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IDAHO 


Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 


president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


A Message  from  the  President 


The  77th  annual  meeting  of  the  Idaho  Medi- 
cal Association  will  be  held  at  Sun  Valley 
July  2-5,  1969  with  our  association  serving  as 
host  for  the  Rocky  Mountain  Medical  Confer- 
ence, made  up  of  the  medical  associations  of 
Montana,  Wyoming,  Colorado,  New  Mexico, 
Utah  and  Nevada.  I urge  your  enthusiastic  sup- 
port and  attendance  at  this  outstanding  meeting. 

The  1969  Program  Committee  under  the  capa- 
ble chairmanship  of  John  R.  McMahon,  Poca- 
tello, has  prepared  an  excellent  scientific  pro- 
gram covering  a variety  of  interesting  topics. 
I think  you  and  your  family  will  find  the  social 
events  entertaining. 

It  is  your  meeting,  organized  by  your  medical 
association  to  present  you  three  full  days  of 
professionally  profitable  scientific  sessions  and 
personal  enjoyment  with  your  Idaho  colleagues 
and  those  from  our  neighboring  states. 

Not  the  least  important  is  the  review  of  our 
past  year  and  the  charting  of  our  course  for  the 
coming  year  through  the  work  and  actions  of 
our  House  of  Delegates.  Many  important  de- 
cisions will  be  made  by  your  component  society 
delegates. 


O.  D.  HOFFMAN,  M.D. 


I would  like  to  see  this  meeting  one  of  the  best 
that  we  have  ever  presented.  I do  hope  that  you 
will  assist  us  in  achieving  this  goal.  A lot  of 
team  effort  by  many  of  your  colleagues  has  gone 
into  the  myriad  details  of  arranging  and  plan- 
ning the  77th  annual  meeting.  Your  support  is 
sincerely  solicited. 

6 ( >7  A. 
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Idaho  News  Notes 
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Featured  Speaker  for  the  IMA  annual  meeting 
will  be  Gerald  D.  Dorman,  New  York  City,  presi- 
dent-elect of  the  American  Medical  Association,  who 
becomes  President  of  the  AMA  in  New  York  City 
the  week  following  our  meeting.  Dr.  Dorman’s  ad- 
dress, to  be  given  in  the  Opera  House  at  12:30  pm 
on  the  Fourth  of  July  is  entitled  “THE  MODERN 
PHYSICIAN— advisor,  advocate  and  citizen.” 

Special  Guest  will  be  Mrs.  John  M.  Chenault, 
Decatur,  Alabama,  president  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association.  John 
M.  Chenault,  who  is  an  officer  in  the  Alabama 
Medical  Association,  and  a member  of  the  Board 
of  Trustees  of  the  American  Medical  Association, 
will  accompany  his  wife  to  our  meeting. 

Guest  Speakers  for  the  Scientific  Program  ar- 
ranged by  Program  Chairman  McMahon  and  mem- 
bers of  his  committee  are: 

george  e.  Cartwright,  Salt  Lake  City,  Pro- 
fessor and  Head,  Department  of  Internal  Medicine, 
University  of  Utah  College  of  Medicine. 

Patrick  j.  doyle,  Portland,  Associate  Professor, 
Department  of  Otolaryngology,  University  of  Oregon 
Medical  School. 

william  l.  donnellan,  Chicago,  Assistant  Pro- 
fessor of  Surgery,  The  Childrens  Memorial  Hospital, 
Northwestern  University  Medical  School. 

edward  c.  hill,  San  Francisco,  Associate  Pro- 
fessor, Obstetrics  and  Gynecology,  University  of 
California  School  of  Medicine. 

paul  a.  farrer,  Montreal,  Head,  Nuclear  Med- 
icine Section,  Department  of  Therapeutic  Radiology, 
Royal  Victoria  Hospital  of  McGill  University  Faculty 
of  Medicine. 


Reservations 

Advance  Announcement  and  Reservation  cards 
have  been  mailed  to  all  members.  If  you  need 
another  one,  please  let  us  know.  Accommodations 
are  available  in  the  Lodge  Apartments,  The  Lodge 
and  the  Challenger  Inn.  Most  of  the  rooms  in  the 
Lodge  and  Challenger  have  been  remodeled. 

Special  Notice  to  Members  of  the 
House  of  Delegates 

The  first  meeting  of  the  House  of  Delegates  of 
the  Idaho  Medical  Association  will  be  held  in  the 
Lodge  Dining  Room  beginning  at  10  am,  Wednes- 
day, July  2,  1969. 

All  Delegates  will  receive  information  for  their 
consideration  prior  to  the  first  meeting  of  the  House 
of  Delegates. 

President  Hoffman  has  supervised  the  appoint- 
ment of  the  following  delegates  to  serve  on  the 
House  of  Delegates  Committees  for  the  1969 
Meeting: 

Nominating  Committee : Leon  W.  Nowierski, 
Boise,  Chairman.  John  R.  Moritz,  Sun  Valley;  Asael 
Tall,  Rigby,  and  Wilbur  H.  Lyon,  Coeur  d’Alene. 

Legislation  and  Public  Relations:  Roland  D. 
Brooks,  Moscow,  Chairman.  John  M.  Ocker,  Jr., 
Boise;  Royal  G.  Neher,  Shoshone,  and  Glenn  W. 
Corbett,  Idaho  Falls. 

Insurance,  Medical  Affairs  and  Welfare:  Frank 
W.  Crowe,  Boise,  chairman;  H.  Thad  Scholes,  Twin 
Falls;  Dennis  L.  Wight,  Pocatello,  and  Ronald  K. 
Panke,  Kellogg. 

Officers  and  Secretary:  Clayton  C.  Morgan, 
Boise,  chairman;  John  T.  Brockley,  Coeur  d’Alene; 
Gerald  C.  Bauman,  Caldwell,  and  O.  R.  Cutler, 
Preston. 

Miscellaneous  Business:  Maurice  E.  Scheel, 

Wendell,  chairman;  O.  V.  Baumann,  Lewiston; 
Ronald  P.  Rawlinson,  Emmett,  and  George  L.  Voelz, 
Idaho  Falls. 


starkey  d.  davis,  Seattle,  Assistant  Professor, 
Department  of  Pediatrics,  University  of  Washington 
School  of  Medicine. 

edgar  c.  white,  Houston,  Department  of  Sur- 
gery, the  University  of  Texas  Medical  Center,  and 
M.D.  Anderson  Hospital  and  Tumor  Institute. 

Salvatore  p.  lucia,  San  Francisco,  Professor 
of  Preventive  Medicine,  University  of  California 
Medical  School. 


Officers  Elected 

The  North  Idaho  Medical  Service  Bureau,  Inc., 
held  its  annual  meeting  in  Lewiston  April  17  and 
re-elected  the  following  officers:  President  Robert 
L.  Olson,  Lewiston;  Vice  President  J.  Burton  Britz- 
mann,  Moscow;  Secretary-Treasurer  O.  V.  Bau- 
mann, Lewiston. 

Newly  elected  directors  include  John  E. 

continued  on  page  5.9 6 


593 

Northwest  Medicine,  June,  1969 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


A ■ • ■ • £ 

Achrocidm 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROC/DIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-formkig  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young  infants. 
Teeth—  yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver—  cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 


348-8 
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now 
she  can 

cope*** 


thanks  to 


SODIUM® 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  [}A  gr.)  to  30  mg.  (}/2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (14  gr.), 

30  mg.  (14  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (K  gr.),  30  mg.  (J4  gr.). 

( McNEII ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 
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Rockwell,  Jr.,  Grangeville  and  Walter  W.  Seibly, 
Clarkston.  Hold-over  directors  are:  H.  E.  Bonebrake, 
Kellogg;  Donald  D.  McRoberts,  Lewiston;  Dan  E. 
Stipe,  Lewiston,  and  Galen  Rogers,  Clarkston. 

New  officers  elected  by  the  Idaho  Thoracic 
Society  during  its  Respiratory  Disease  Conference  in 
Boise,  are:  President  Lehman  N.  Sterling,  Twin 
Falls;  Vice  President  Charles  E.  Reed,  Caldwell; 
Secretary-Treasurer  Fritz  Dixon,  Boise,  and  Mem- 
bers-at-Large  Charles  A.  Terhune,  Burley,  and  Leon 
W.  Nowierski,  Boise.  Thirty  physicians  registered 
for  the  session. 

At  the  related  meeting  of  the  Idaho  Tubercu- 
losis and  Respiratory  Disease  Association,  John  M. 
McKain,  Twin  Falls,  was  re-elected  as  a director 
and  Robert  F.  Holdren,  Boise  was  elected  to  the 
board. 

Statewide  Blue  Shield  Program? 

A meeting  between  officers  and  administrative 
staff  of  the  North  Idaho  Medical  Service  Bureau  and 
the  South  Idaho  Medical  Service  Bureau  was  held 
in  Lewiston,  May  3.  Discussion  centered  around 
the  subject  of  possible  amalgamation  of  the  two 
bureaus  into  a Statewide  Blue  Shield  Program. 

Participating  were:  Robert  L.  Olson,  Lewiston, 
president,  NIDMSB;  Kenneth  E.  Droulard,  Nampa, 
president,  SIMSB;  Asael  Tall,  Rigby,  P.  Blair 
Ellsworth,  Idaho  Falls,  representing  SIMSB;  J.  B. 
Britzmann,  Moscow,  and  Donald  K.  Worden,  Lewis- 
ton, representing  NIDMSB.  John  M.  Ayers,  Mos- 
cow, president-elect,  Idaho  Medical  Association,  and 
William  R.  Tregoning,  Boise,  secretary-treasurer, 
also  attended. 

Others  who  participated  in  the  conference  in- 
cluded E.R.W.  Fox,  Coeur  d’Alene,  councilor,  Idaho 
Medical  Association  District  No.  One;  H.  E.  Bone- 
brake,  Kellogg;  Dan  E.  Stipe  and  O.  V.  Baumann, 
Lewiston;  Mr.  Armand  L.  Bird,  executive  secretary, 
Idaho  Medical  Association;  Mr.  John  C.  Goplerud, 
executive  director;  Mr.  Wayne  Olin,  assistant  direc- 
tor; Mr.  Reed  Clements,  Council;  North  Idaho 
Medical  Service  Bureau,  all  of  Lewiston,  and  Mr. 
Dan  L.  Duncan,  vice  president,  Idaho  Hospital 
Service,  administrators  of  the  South  Idaho  Medical 
Service  Bureau. 

State  Board  of  Medicine 

Governor  Don  Samuelson  completed  the  mem- 
bership of  the  Idaho  State  Board  of  Medicine  April 
22  when  he  announced  appointment  of  Arthur  S. 
Cudmore,  D.O.,  Boise,  to  a term  of  four  years  as 
the  osteopath  member.  The  addition  of  an  osteopath 
to  the  Board  of  Medicine  was  provided  for  in  the 
amendments  to  the  Idaho  Medical  Practice  Act  ap- 
proved by  the  40th  Idaho  Legislature.  Dr.  Cudmore 


was  born  in  Washington,  D.C.,  March  25,  1918, 
graduated  from  the  Kirksville  College  of  Osteo- 
pathy and  Surgery,  Kirksville,  Mo.,  February  27, 
1943.  He  was  licensed  to  practice  in  Idaho  July  1, 
1948  on  the  basis  of  endorsement  of  credentials 
from  the  State  of  Missouri,  and  has  practiced  in 
Boise  since  that  time. 

The  next  regular  meeting  of  the  Board  of  Med- 
icine will  be  held  in  Boise  beginning  July  14.  Other 
members  include:  Robert  E.  Lloyd,  Boise,  chairman; 
Orland  B.  Scott,  Kellogg,  vice  chairman;  Dan  E. 
Stipe,  Lewiston;  G.  Curtis  Waid,  Idaho  Falls;  Fred 
H.  Helpenstell,  Nampa,  and  Ben  E.  Katz,  Twin 
Falls,  and  Commissioner  of  Law  Enforcement  Mr. 
Warner  C.  Mills,  Boise. 

Appointed 

Duane  A.  Daugharty,  Coeur  d’Alene,  and 
Wayne  F.  Allen,  McCall,  have  been  appointed  by 
President  Hoffman  to  represent  the  association  on 
the  Advisory  Committee  for  a proposed  Laboratory 
Improvement  Program  sponsored  by  the  Society 
of  Idaho  Pathologists  and  the  WICHE  Mountain 
States  Regional  Medical  Program. 

Cancer  Advisory  Committee 

Chairman  Quentin  E.  Howard,  Boise,  and  mem- 
bers of  the  association’s  Cancer  Advisory  Committee 
met  in  Boise,  with  representatives  of  the  Idaho 
Division,  American  Cancer  Society.  Items  discussed 
included  the  Central  Cancer  Registry,  a proposed 
pamphlet,  speech  therapy  and  oral  cytology.  Mem- 
bers attending  were  Chairman  Howard,  William  H. 
Cone,  Lewiston  and  A.  Scott  Earle,  Sun  Valley. 
Excused  were  Melvin  M.  Graves,  Pocatello  and 
Ronald  K.  Panke,  Kellogg. 

Proposed  Amendments 

The  Bylaws  Committee  of  the  Idaho  Medical 
Association  met  in  Boise  to  consider  proposed 
amendments  in  the  Association  Bylaws.  Members 
of  the  committee  are  Chairman  Judson  B.  Morris, 
Boise;  Elizabeth  L.  Munn,  Caldwell,  and  V.  V. 
Telford,  Twin  Falls. 

Blue  Cross  Elects 

Joseph  M.  Thomas,  Boise,  was  elected  a member 
of  the  corporate  Board  of  Directors  of  Blue  Cross 
of  Idaho  at  the  organization’s  annual  meeting  in 
Boise,  April  18.  Dr.  Thomas  succeeds  C.  Clifford 
Johnson,  also  of  Boise,  whose  term  expired  and 
who  was  ineligible  for  re-election.  Dr.  Thomas’  term 
is  for  three  years.  Other  physician  members  of  the 
board  are  William  P.  Marineau,  Moscow,  and  A. 
Scott  Earle,  Sun  Valley.  Leonard  O.  Thompson, 
Boise,  is  president  of  Blue  Cross  of  Idaho. 
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REFERRALS 


Columbia  View  is  a 23-bed  hospital 
and  clinic  which  maintains  a positive 
reality-oriented  atmosphere 
tailored  to  psychiatric  care. 


24-hour  hospital  with 
facilities  and  staff  for 
complete  inpatient  and 
outpatient  care. 


Diagnostic  evaluations. 


Treatment  modalities  for 
both  short  and  long-term 


care. 


Indoor  and  outdoor 
recreation. 


• Park-like  site  has  a 
majestic  vista  of  the 
Columbia  River  and 
Portland,  Oregon. 


Staff  open  to  all 
qualified  physicians. 


Private  and  semi-private 
bedrooms. 


Established  1969 


Special  programs 
for  day,  night  or  weekend 
hospitalization. 

5001  Columbia  View  Drive,  Vancouver,  Washington  98661 


Send  for  descriptive  illustrated 
brochure  and  pre-registration 
forms. 

■ Telephone:  (206)  694-8408 


when 


acute  pain 


^TERp 


CRES 


nexv  nonnarcotic 


an  algesic 


ti  ll  ^SPseals 

ponstel 

"*'«*  m Pa,M 


i 


for  help  In  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PONSTEL  — INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY:  PONSTEL  is  a single 
entity  with  a single  indication  — pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications:  PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning : If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions:  Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day. 
Most  frequently  reported  side  reactions  in  3,205  observations  on  1,985  subjects  over  a period  of  from 
1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28),  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema, 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira- 
tion. Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 
anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  sigmoidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 
TWo  patients  receiving  2,000  mg.  per  day,  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  & Company. 

PARKE,  DAVIS  & COMPANY,  DETROIT,  MICHIGAN  48232 


’ 


PARKE-DAVIS 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  E.  F.  Leibold,  M.D.,  Rt.  1,  Box  6,  Forks,  Wa.  98331. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  with  1 other 
physician  in  beautifully  situated  Cascade  town  80  miles  east 
of  Seattle  by  4-lane  super-highway.  New  clinic  building  ad- 
jacent to  17-bed  hospital.  Basic  salary,  office,  personnel 
provided  by  local  pre-paid  medical  plans  plus  opportunity 
to  use  all  facilities  for  additional  private  practice.  Excel- 
lent climate,  schools  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann 
Lower,  Roslyn  Cle  Elum  Beneficial  Association  Hospital. 
Cle  Elum;  or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


GENERAL  PRACTITIONER  WANTED-Beautiful  Olympic  Penin- 
sula. Year  'round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


GEMERAL  PRACTITIONERS  NEEDED-Excellent  opportunity 
for  two  GP’s  to  develop  rewarding  practices  in  an  ex- 
panding progressive  community  of  6,000,  servicing  a 
population  of  14,000.  Several  types  of  group  association 
and  off-time  coverage  available.  Located  in  the  heart  of 
beautiful  Puget  Sound  country.  Mild  year  'round  climate 
offers  best  in  hunting,  fishing,  boating,  water  sports,  snow 
skiing  and  mountain  climbing.  Six  physicians  greatly 
overloaded.  New  $2>2  million  56-bed  general  hospital 
opened  October  1968.  Substantial  income  supplement  plus 
other  financial  assistance  designed  to  make  easy  transi- 
tion available  to  selected  physicians.  Reply  in  confidence 
to  Mr.  J.  B.  Stentz,  Shelton  General  Hospital  Foundation, 
P.  O.  Box  444,  Shelton,  Wa.  98584. 


GP'S  NEEDED— To  join  group  of  4 GP's  in  ideal  general 
practice  in  suburban  community  one-half  hour  from 
Seattle,  Wash.  Small  local  hospital.  OB,  surgery  and 
trauma  work  as  desired.  High  income  per  simple  system — 
all  incentive,  no  seniority.  Alternating  call  system,  thus 
good  hours.  Unlimited  recreation — mountains  and  salt 
water.  Contact  R.  H.  Eddings,  M.D.,  Snoqualmie  Valley 
Clinic,  Snoqualmie,  Wa.,  98065.  (206)  888-2299  or  222-5712. 


ORTHOPEDIST— The  80  physician  Permanente  Clinic  seeks 
an  additional  orthopedist.  Board  certified  or  board  eligible. 
Partnership  after  2 years  if  mutually  satisfactory.  Progres- 
sive increments,  retirement  and  other  benefits.  Starting 
income  $30,000.  Norman  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


PARTNERSHIPS— General  practitioner  in  modern  new  clinic 
in  high  income  Portland  suburb  wishes  associates, 
GP’s  or  specialists.  Management  and  starting  salary  or  % 
offered.  R.  R.  Foggia,  M.D.,  3993  S.W.  Lake  Grove  Ave„ 
Lake  Oswego,  Ore.  97034.  Phone  636-5660  - 228-8474. 


UROLOGIST— The  80  physician  Permanente  Clinic  seeks  a 
3rd  urologist.  Board  certified  or  board  eligible.  Partnership 
after  2 years  if  mutually  satisfactory.  Progressive  incre- 
ments, retirement  and  other  benefits.  Starting  income 
$30,000.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland.  Ore.  97217. 


GENERAL  PRACTITIONERS— Several  positions  for  those  inter- 
ested in  working  in  multi-specialty  80-man  clinic,  in  out- 
patient dept.,  emergency  room,  operating  room.  Partner- 
ship in  two  years  if  mutually  satisfactory.  Starting  income 
$22,800,  insurance  benefits  and  retirement  program.  Lewis 
E.  Hughes,  M.D.,  The  Permanente  Clinic,  5055  North 
Greeley,  Portland,  Oregon  97217. 


SURGEONS— The  80-physician  Permanente  Clinic  seeks  an 
additional  general  surgeon  and  a vascular  surgeon.  Board 
certified  or  board  eligible.  Partnership  after  2 years  if 
mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  Starting  income  $24,000.  Lewis  E. 
Hughes,  M.D.,  The  Permanente  Clinic,  5055  North  Greeley, 
Portland,  Oregon  97217. 


GENERAL  PRACTITIONERS,  INTERNISTS— Or  both.  Town  of 
6.000,  surrounding  population  12,000  with  only  3 physicians. 
Modern  60-bed  hospital,  well  equipped  medical,  surgery, 
OB  and  coronary  care  unit.  Excellent  specialist  help 
available  within  20  miles.  Contact  Mr.  C.  E.  Pritchard, 
Central  Memorial  Hospital,  Toppenish,  Wa.  98948. 


BUSY  G.P.  WANTS  ASSOCIATE-New  office,  adequate  for 
two,  located  5 miles  E.  of  Twin  Falls,  90  miles  S.  of  Sun 
Valley.  Ideal  for  skiers  or  sportsmen  in  prosperous  irri- 
gated farm  community.  Near  140-bed  hospital  with  out- 
standing equipment  and  staff.  Full  privileges  available. 
Community  growing  and  needs  two  physicians.  Terms 
negotiable.  V.  Ellis  Knight,  M.D.,  Kimberly,  Idaho  83341. 


GP,  INTERNIST  AND/OR  PEDIATRICIAN— Wanted  to  associate 
with  established  GP  in  new  Med. -Dental  Center  located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Financial  arrangement  open,  leading  to  partnership,  if 
desired.  Write  Box  33-A,  Northwest  Medicine,  500  Wall 
St..  Seattle.  Wa.  98121. 


SITUATIONS  WANTED 


OB-GYN— Will  complete  residency  June  1970  and  desire  to 
join  a group  practice  in  the  Northwest,  preferably  in  Se- 
attle area.  Draft  exempt.  G.  V.  Tweed,  M.D.,  Kansas  City 
Gen.  Hosp.,  & Med.  Center,  24th  & Cherry  St„  Kansas 
City,  Mo.  66108. 


THORACIC  CARDIOVASCULAR  SURGEON-Board  certified, 
licensed  in  Washington  State,  would  like  to  join  a group, 
or  would  appreciate  information  regarding  a suitable 
location  for  practice.  Contact  J.  S.  Mirany,  M.D.,  121  N. 
Pine,  Chicago,  111.  60644. 


PHYSICIAN— Licensed  in  Washington  State  desires  part- 
time  employment  with  general  practitioner  in  the  Seattle 
area.  Write  Box  41-A.  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


URGENT 

Wanted— February  and  May,  1969  issues 
Northwest  Medicine, 

Postage  Reimbursed 
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DISCUSSION  OPPORTUNITY 


VACATION  COLLEGE-Enjoy  keeping  up  with  the  world 
of  ideas,  the  big  ones,  that  help  you  understand  con- 
temporary American  society?  Vacation  College,  on  the 
beautiful  University  of  Oregon  campus,  offers  you  an 
unusual  opportunity  if  you  do.  For  eight  days  this  sum- 
mer, August  17-24,  you  can  become  part  of  a small  resi- 
dential college  community.  No  exams  or  credit  are  given; 
the  only  entrance  requirement  is  interest.  After  attend- 
ing morning  classes,  afternoons  are  free  for  reading,  tours 
or  recreational  activities.  For  a brochure,  write  the  di- 
rector—Vacation  College,  College  of  Education,  University 
of  Oregon,  Eugene,  Oregon  97403. 


OFFICE  SPACE 


BEND,  OREGON— Medical  office  for  rent.  Perfect  for  indi- 
vidual practitioner.  One-year  sublease  to  start.  For 
additional  information,  phone  (503)  382-8311. 


PHYSICIAN'S  OFFICE— Located  at  3601  S.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash 
98104. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Eully  serviced 
professional  office*  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


Interested  in 

Industrial  Medicine 

7 

■ 

The  Boeing  Company  has  sev- 
eral openings  for  qualified  physi- 
cians, both  full  and  part  time. 
Assignments  are  in  the  Seattle, 
Renton  and  Everett  areas  in  con- 
nection with  Boeing's  Occupa- 
tional Medicine  Clinic. 

For  complete  information,  in- 
cluding the  nature  of  the  work  and 
schedule  arrangements,  please 
telephone  Franz  Bartl,  M.D.,  at 
(206)  237-7291.  Boeing  is  an 
equal  opportunity  employer. 


OFFICE  SPACE  AVAILABLE— F°r  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine.  500  Wall  St.,  Seattle,  Wa.,  98121. 


EDMONDS  MEDICAL  OFFICES— New  Deluxe  Award  Design. 
Carpeting,  drapes,  built-ins.  Up  to  1,600  sq.  ft.  Near  hos- 
pital. 2411-5th  St.  S.E.  (same  as  212th  S.W.).  PR  8-4333  or 
PR  8-2205. 


FOR  RENT  OR  SALE— Office  across  street  from  hospital  in 
Auburn,  Wa.,  write  Box  37-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wa.  98121. 


GYNECOLOGIST  WANTED— For  last  vacancy  in  attractive 
medical  building  close  to  hospital.  Unusual  opportunity 
in  growing  community  of  Eastern  Washington.  Contact 
Mr.  Howard  Baker,  Mgr.,  Medical  Arts  Bldg.,  P.O.  Box  704, 
Pasco,  Wa.  99301. 


ONLY  PHYSICIAN  IN  FAST  GROWING-Seattle,  Wa.,  subur- 
ban community  (school  enrollment  2,500)  is  leaving  Sept. 
1969  for  health  reasons.  Fully  equipped  office  in  shopping 
center  with  two  dentists.  Two  major  new  hospitals  16 
minutes  away.  Evening  and  weekend  coverage.  Unusual 
opportunity.  Phone  (206)  432-4751. 


SPACE— In  new  Medical  Dental  Center,  Redmond,  Wash 
1,200  sq.  ft.,  floor  plan  and  interior  will  be  finished  to 
suit  tenant.  Population  of  service  area  20,000,  growing 
rapidly.  Good  hospitals  and  schools.  Write  Lewis  D.  Fink, 
M.D.,  8359-164th  Ave.  N.E.,  Redmond,  Wa.  98052. 


UNIVERSITY  VILLAGE  MEDICAL  CENTER-Space  could  accom- 
modate two  physicians.  Modern,  parking.  $3.75  sq.  ft., 
LA  2-2340. 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTIINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 
Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 

0j9H Wfc  LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company.  Pearl  River.  New  York 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual— July  13-17,  1969,  New 

York  Citv:  June  21-25,  1970.  Chicago; 
June  20-24,  1971,  Atlantic  City. 


AMA  Clinical— Nov.  30-Dec.  3,  1969, 

Denver;  Nov.  29-Dec.  2.  1970,  Bos- 
ton; Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association— Annual 
Meeting,  July  2-5,  1969,  Sun  Valley; 
July  1-5,  1970,  Sun  Valley;  June  30- 
July  4,  1971,  Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico— Sept.  24-27,  1969,  Albu- 

querque, New  Mexico. 

Exec.  Sec.,  Mrs.  Virginia  E.  Bryant, 
Phoenix,  Ariz. 


North  Pacific  Pediatric  Society— Sept. 
28-Oct.  1,  1989,  Northshore  Lodge, 
Coeur  d’Alene,  Idaho. 

Pres.,  William  A.  Jaquette,  Jr.,  Mer- 
cer Island,  Wash. 

Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting.  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland. 

Pres  Bruce  R.  Zimmerman,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 

Northwest  Society  of  Plastic  Surgeons— 
Annual  Meeting,  Mar.  4-7,  1970,  Sun 
Valley,  Idaho. 

Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 


Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  22-24,  1970, 
Portland,  Ore. 

Pres.,  John  Loomis,  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


West  Coast  Allergy  Society.  Annual 
Meeting,  Nov.  13-15,  1969,  HUton 
Inn,  San  Diego 

Pres.,  Roy  R.  Matteri.  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


OREGON 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov.;  Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting  April  1970. 

Pres.,  Walter  C.  Lobitz,  Jr.,  Portland 
Sec.,  Troy  G.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks,  Salem 
Sec.,  Narain  B.  Jetmalani,  Salem 


Oregon  Pathologists  Association— 2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October-April.  University  Club, 
Portland  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Society  of  Allergy  — Annual 
Meeting,  September  1969. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri  fOrt.,  Nov..  Jan. 
through  May).  Heathman,  Portland. 
Annual  Meeting,  Nov.  22,  1969. 
Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Sneietv  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings.  Congress  Hotel.  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May.  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting  April  24,  1970. 

Pres.,  Edward  M.  Scott,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May.  Sept.-Nov.);  An- 
nual Meeting,  May  26,  1970. 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville, 
Ore. 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Donald  M.  Keith,  Seattle 
Sec.,  Edward  W.  Bigler,  Bellevue 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  March  9,  1970. 

Pres.,  Rick  L.  Johnson,  Seattle 
Sec.,  James  E.  Stroh,  Jr.,  Seattle 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.);  Annual  Fall  Assembly, 
Sept.  19-20,  1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Fri. 

(Sept.-Mav).  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan. 
30-31,  1970,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly- 
Annual  Meeting,  April  4,  1970. 
Pres.,  Richard  Miller,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  2,  1970. 

Pres.,  Wayne  Zimmerman,  Tacoma 
Sec.,  Arthur  P.  Wickstrom,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy — 
Northwest  Allergy  Forum,  May 
1970. 

Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 


Washington  State  Society  of  Anes- 
thesiologists— Quarterly.  Seattle. 

Annual  Meeting,  Sept.  13,  1969. 
Pres.,  Richard  L.  Pokorny,  Spokane 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Albert  W.  Bostrom,  Yakima 
Sec.,  Richard  E.  Muzzall,  Yakima 
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12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 


del 
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FLAG  YE 

brand  of  metronidazole 


Cures 

Trichomonal 


Infection 
in  Both 

Although  Trichomonas  vaginalis  infection 
occurs  in  only  5 to  10  per  cent*  of  men, 
careful  diagnosis  will  demonstrate  the 
condition  in  about  half  of  all  husbands  of 
infected  women.  Nine  investigators* 
reported  an  average  incidence  of  50.8  per 
cent  in  exposed  consorts. 

Many  clinicians  have  achieved  a high  degree 
of  success  in  treating  trichomonal  vaginitis 
only  after  they  have  recognized  the 
importance  of  sexual  partners  in 
perpetuating  the  infection.  Crowley* 

Indications:  Flagyl  is  indicated  in  the  treatment 
of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history 
of  blood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy, 
especially  if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with 
concomitant  ingestion  of  alcohol.  The  taste  of 
alcoholic  beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per  cent, 
are  diarrhea,  dizziness,  vaginal  dryness  and 
burning,  dry  mouth,  rash,  urticaria,  gastritis, 
drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric 
distress,  dysuria,  depression,  vertigo,  incoordina- 


SEARLE 


has  asserted,  “it  was  not  until  we  acted 
on  this  key  premise  that  we  were  able 
to  obtain  positive  and  lasting  results 
in  our  management  of  recurrent 
vaginal  trichomoniasis.” 

Simple  ten-day  oral  treatment  with  Flagyl 
virtually  assures  elimination  of  established 
trichomonal  infection  in  men.  In 
twenty-two  of  twenty-seven  studies*  data 
on  the  results  of  treating  male  patients 
revealed  that  all  men  treated  with  Flagyl 
were  cured. 

tion,  ataxia,  abdominal  cramping,  constipation, 
stomatitis,  numbness  or  paresthesia  of  an 
extremity,  joint  pains,  confusion,  irritability, 
weakness,  cystitis,  pelvic  pressure,  dyspareunia, 
fever,  polyuria,  incontinence,  decreased  libido, 
nasal  congestion,  proctitis  and  pyuria.  Elimination 
of  trichomonads  may  aggravate  candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten  days. 

A vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  used,  one  vaginal 
insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days;  concurrently  two  oral 
tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days  in 
conjunction  with  treatment  of  his  female  partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

^Complete  list  of  references  on  request. 
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No  Hepatitis  in  Over 
12  Years  of  Use 

Plasmanate 


Plasma  Protein  Fraction 
(Human),  5%,U.S.P . 

An  alternative  to  stored  pooled  plasma 


PLASMANATE®' 
Plasma  Protein  Fraction 
(Human),  5%,  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

Heat  T reated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na—  110  mEq  L 
Cl  — 50  mEq  L 
K -0.25  mEq  L 

Na— 154  mEq  L 
Cl  -124  mEq  L 
K — .03  to  .05  mEq  L 

Na— 142  mEq  L 
Cl  -103  mEq  L 
K - 5 mEq  L 

Plasma 

Proteins 

Present 

Albumin  —88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  —57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 
Gamma  Globulin— 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4Vz% 

Plasmanate  is  available  in  50  ml.  vials  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  sets. 

World  Leader  in  Human  Plasma  Fractions 
CUTTER  J?GJt&i&tasue4.r  Inc.,  Berkeley,  Calif.  94710 

or 
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from  Upjohn? 


If  you  share  the  increasing  concern  about  laboratory 
reliability,  you'll  be  interested  in  LABORATORY  PRO- 
CEDURES. A separate  division  of  The  Upjohn  Com- 
pany, it  is  planned  to  eventually  encompass  a 
national  network  of  regional  laboratories.  The  first 
regional  center  is  now  serving  physicians  in  thewestern 
states. 

No  laboratory  is  perfect.  But  the  Laboratory  Procedures 
approach  is  a big  step  in  the  right  direction.  Why? 
Because  Laboratory  Procedures  starts  with  a qualified 
professional  and  technical  staff.  Utilizes  advanced 
instrumentation  and  sophisticated  procedures.  Em- 
phasizes computer-assisted  automated  analysis  wher- 
ever possible.  And  builds  in  quality  control  through- 
out. 


One  result  is  the  attainment  of  high  standards  in  re- 
producible accuracy.  Another  is  the  efficiency  in  per- 
formance of  clinically  meaningful  group  tests  which 
help  make  the  private  practice  of  preventive  medicine 
more  practical. 

Ready  to  serve  you  and  your  patients 

Laboratory  Procedures  offers  you  a functional,  easy-to- 
use  system  for  collecting  samples,  ordering  tests,  and 
submitting  specimens  by  mail  for  a wide  line  of  pro- 
cedures. And  billing  is  specific  by  test  and  patient — 
no  minimums,  maximums  or  contract. 

Put  the  scientific  experience  and  research  orientation 
of  Upjohn  to  work  on  your  laboratory  needs  now. 
Write  for  more  information:  Department  A, 
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Division  of  The  Upjohn  Company 

P.O.  Box  6000,  Inglewood,  California  90301 
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the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.1’2-3'4'5-6’7’8 
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Cell  Wall:  Multilayered  structure 
which,  with  the  cytoplasmic  mem- 
brane, forms  the  cell  envelope. 
Outermost  or  L membrane  consists 
of  triple-layered  membrane  50-55 
A thick.  Middle  layer,  G layer,  50- 
55  A thick,  appears  homogenous  but 
some  evidence  that  it  is  composed 
of  regularly  spaced  globular  elements. 
Inner  or  M layer,  40-45  A thick, 
separates  outer  cell  wall  from 
underlying  cytoplasmic  membrane.3 


Ahigh 

index  of 
E.  cbli 


Nucleus:  Bacterial  nucleus 
containing  DNA  fibers;  often 
or  more  nuclear  bodies  per  cell 
are  seen  since  cell  division 
lags  behind  nuclear  division.4 


Capsule:  Thin  gel-1 
covering  cell  envelope, 
occurring  in  encapsu 
variants  of  E.  coli  j 

(producing  mucoid  colonies).3 


Cytoplasmic  Membrane: 

Triple-layered  membrane, 
50-55  A thick.3 


Artist's  rendition  of  E.  coli.  As  with  most  strains  of  E.  coli,  these  have  flagella  and  are  motile 


How  high  is  the  “index  of  suspi- 
cion” for  E.  coli  in  urinary  tract 
infections? 

Recently  it  has  been  estimated 
that  about  86  per  cent  of  positive 
cultures  in  first  attacks  of  uri- 
nary tract  infection  are  E.  coli1 
It  has  been  similarly  noted  that 
“The  coliform  group,  especially 
E.  coli,  accounts  for  approxi- 
mately 90  per  cent  of  initial  in- 
fections  ”2 


Consider  w i d e-s pect r u m 
Gantanol®  (sulfamethoxazole) 
for  its  high  “index  of  confidence” 
— its  proven  effectiveness 
against  E.  coli  and  other  sensi- 
tive gram-negative  and  gram- 
positive pathogens.  Therapeutic 
levels  of  Gantanol  in  blood  and 
urine  are  achieved  within  2 hours 
after  a 2-Gm  starting  dose,  with 
ready  diffusion  into  interstitial 
fluids.  Responsive  infections 


generally  clear  within  5to7days, 
with  relief  of  symptoms  usually 
seen  within  24  to  48  hours. 
Gantanol  (sulfamethoxazole) 
also  earns  its  high  “index  of  con- 
fidence” because  Gantanol  ther- 
apy is  relatively  free  from  com- 
plications, includingthe  problem 
of  bacterial  resistance  or  super- 
infection. 

Convenient,  economical  dosage 
schedule:  b.i.d. 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Acute  and  chronic  urinary 
tract,  respiratory  and  soft  tissue  in- 
fections due  to  susceptible  microor- 
ganisms; prophylactically  following 
diagnostic  instrumental  procedures 
on  genitourinary  tract. 

Contraindicated  in  sulfonamide-sensi- 
tive patients,  pregnant  females  at 
term,  premature  infants,  or  newborn 
infants  during  first  3 months  of  life. 
Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  or  renal 
damage,  urinary  obstruction  or  blood 
dyscrasias.  Deaths  reported  from  hy- 
persensitivity reactions,  Stevens- 
Johnson  syndrome,  agranulocytosis, 
aplastic  anemia  and  other  blood  dys- 
crasias. In  closely  intermittent  or  pro- 
longed therapy,  blood  counts  and  liver 
and  kidney  function  tests  should  be 
performed.  Clinical  data  insufficient 
on  prolonged  or  recurrent  therapy  in 
chronic  renal  diseases  of  children 
under  6 years. 

Precautions:  Occasional  failures  may 
occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and 


rickettsial  infections.  Sulfonamides 
not  recommended  for  therapy  of  acute 
infections  caused  by  group  A beta- 
hemolytic  streptococci.  At  present, 
penicillin  is  drug  of  choice  in  acute 
group  A beta-hemolytic  streptococcal 
infections;  although  Gantanol  has 
produced  favorable  bacteriologic  con- 
version rates  in  this  infection,  data 
insufficient  on  long-term  follow-up 
studies  as  to  its  effect  on  sequelae  of 
rheumatic  fever  or  acute  glomerulo- 
nephritis. If  other  treatment  cannot 
be  used  and  Gantanol  is  employed  in 
such  infections,  important  that  ther- 
apy be  continued  in  usual  recom- 
mended dosage  for  at  least  1 0 days. 
Observe  usual  sulfonamide  therapy 
precautions,  including  adequate  fluid 
intake.  Use  with  caution  if  history 
of  allergies  and/or  asthma.  Follow 
closely  patients  with  renal  impairment 
since  this  may  cause  excessive  drug 
accumulation.  Need  for  indicated  lo- 
cal measures  or  surgery  not  obviated 
in  localized  infections. 

Adverse  Reactions:  Depending  upon 
the  severity  of  the  reaction,  may  with- 
draw drug  in  event  of  headache, 
nausea,  vomiting,  urticaria,  diarrhea, 
hepatitis,  pancreatitis,  blood  dys- 


crasias, neuropathy,  drug  fever, 
Stevens-Johnson  syndrome,  skin  rash, 
injection  of  the  conjunctiva  and  sclera, 
petechiae,  purpura,  hematuria  and 
crystalluria. 

Dosage:  Adults  — 2 Gm  (4  tabs  or 
teasp.)  initially,  then  1 Gm  b.i.d.  or 
t.i.d.  depending  upon  severity  of  in- 
fection. Children  — 0.5  Gm  (1  tab  or 
teasp.)/ 20  lbs  initially,  followed  by 
0.25  Gm/ 20  lbs  b.i.d. 

How  Supplied:  Tablets,  0.5  Gm,  bot- 
tles of  50.  Suspension,  10%,  0.5 
Gm/  teasp,  bottles  of  16  oz. 

References:  1.  Vernier,  R.  L.,  in  Patient 
Care  Feature:  Patient  Care,  1- 20  (Feb.) 
1967.  2.  Beeson,  P.  B.:  "The  Infectious 
Diseases,”  in  Beeson,  P.  B.,  and  McDer- 
mott, W.  (eds.):  Cecil-Loeb  Textbook  of 
Medicine,  ed.  12,  Philadelphia,  W.  B. 
Saunders  Company,  1967,  p.  230.  3.  De 
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This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Operating  Room  Technicians 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

As  our  health  facilities  expand,  there  is  an  ever 
diminishing  number  of  people  to  man  these  facilities. 
The  operating  room,  the  therapeutic  center  of  a 
hospital,  has  been  increasingly  crippled  by  person- 
nel shortages.  This  is  not  a temporaiy  situation  but 
one  for  which  permanent  accommodation  must  be 
found. 

During  the  past  year  the  Association  of  Operating 
Room  Nurses,  the  Association  of  Operating  Room 
Technicians  and  Seattle  Community  College  have 
assembled  a formal  course  in  operating  room  tech- 
nology which  will  be  offered  for  the  first  time  this 
winter  for  two  quarters.  It  is  designed  to  train 
young  people  from  18  to  30  to  assist  surgeons,  anes- 
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thesiologists  and  nurses  in  the  operating  room. 
Prerequisites  are  a high  school  education,  an  inter- 
est in  the  field,  good  health,  integrity,  emotional 
maturity— and  because  surgeons  are  involved— a 
sense  of  humor. 

The  responsible  groups  are  anxious  to  get  a good 
class  started.  Physicians  are  in  a position  to  advise 
young  people  in  health  fields.  Any  help  in  referring 
young  people  into  this  field  would  be  valuable  to 
the  health  facility  as  well  as  the  community.  Have 
prospective  students  call  Seattle  Community  College 
for  details,  (206)  324-3500,  Ext.  361  or  362;  or 
write  to  Mrs.  Dorothy  Norquist,  Seattle  Community 
College,  1718  Broadway  Avenue,  Seattle,  Washing- 
ton 98122. 

Sincerely, 

J.  THOMAS  PAYNE,  M.D. 

The  True  Criterion 

Richland,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Common  and  unfortunate  usage  has,  in  the  vo- 
cabulary of  many,  caused  the  term  conservative  to 
be  equated  with  non-surgical.  By  this  inaccurate 
reasoning,  all  surgical  treatment  is  radical  or,  at 
least,  non-conservative. 

Much  surgery,  in  fact,  fulfills  the  true  criterion 
of  conservatism.  It  quite  often  salvages  that  which 
would  be  forfeited  by  specious  inaction. 

What  is  conservative  about  allowing  a cryptorchid 
testis  to  atrophy  without  operation?  Or  pertinacious 
antibiotic  therapy  for  recurrent  urinary  infection 
without  correction  of  the  obstructive  cause? 

The  daily  surgical  schedules  of  most  hospitals  list 
operations  to  conserve  such  items  as  vision,  renal 
function,  joint  mobility,  and  intestinal  continuity,  to 
name  but  a few. 

One  will  concede  that  surgical  disciplines  have 
their  intramural  distinctions  between  conservatism 
and  non-conservatism.  This  is  also  true  within  the 
area  of  medical  management. 

Let  us,  then,  accord  more  honesty  to  our  termi- 
nology by  classifying  treatment  as  either  surgical  or 
non-surgical.  That  done,  conservative  will  have  truer 
meaning,  as  well  as  truer  antonyms,  to  wit,  aggres- 
sive, radical,  ablative,  and  vigorous,  as  examples. 

Very  sincerely, 

HAROLD  J.  ELLNER,  M.D. 
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“What  shall  I order?” 


First  of  all,  he  needs  more 
blood.  Then  I’d  maintain 
him  on  milk  and  Maalox.” 


Works  well  • Doesn’t  constipate  • Tastes  good  • Economical 

Supplied:  Maalox  Suspension  (12  fl.  oz.) . Also  available:  Maalox  No.  1 Tablets  (0.4  Gm.)  : no  sugar, 
low  sodium  content.  Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength  for  double  antacid  action. 


WILLIAM  H.  RORER.  INC. 

Fort  Washington,  Pa.  19034 


THE  NUMBER  ONE  ANTACID 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


| 


They  don’t  feel  they  “suffer” 
from  hypertension... 

that’s  the"Buti”part 
of  Butiserpazide. 


The  “Buti”  part  of  Butiserpazide— the  mildly 
sedative  action  of  Butisol  acting  in  concert  with  the 
classic  thiazide/reserpine  formula— proved 
helpful  in  one  study  in  reducing  hypertensive 
symptoms  in  over  half  the  patients.1 

Among  the  symptoms  showing  “striking”  overall 
improvement  were  headache,  nervousness, 
palpitation  and  dizziness.  Nor  is  that  all  there  is  to 
the  “beauty”  of  Butiserpazide.  Clinical 
comparisons  have  also  shown  that  many  patients 
respond  with  smooth,  uniform  lowering  of  blood 
pressure2. . . at  times  below  the  levels  achieved  with 
previous  therapy1,2. . . as  well  as  a lowered 
incidence  of  drug  side  effects.  (The  usual  dosage 
is  just  1 tablet  once  or  twice  a day. ) 

You  have  a choice  of  2 strengths: 

Butiserpazide-25 

Prestabs®*  Tablets 

Butisol®  (butabarbital)  30  mg.f;  hydrochlorothiazide 
25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg. t;  hydrochlorothiazide 
50  mg.;  reserpine  0.1  mg. 

Lowers  blood  pressure 
so  smoothly  that  patients  are 
often  untroubled  by  either 
the  disease ...  or  therapy 


fWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other 
ingredients,  in  outer  layer;  15  mg.  of  Butisol  in  a 
specially  coated  core  for  delayed  release,  to  approximately 
equalize  duration  of  action  for  all  components. 


v 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  childbearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide—  May  induce  electrolyte  imbalance;  when  used  with  digi- 
talis or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insufficiency, 
cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may  occur.  Dis- 
continue and  institute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and  hypochlore- 
mic alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic  alkalosis, 
is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum  uric  acid 
levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering  insulin 
requirements  in  diabetics.  Reserpine—  Observe  for  signs  or  symptoms  of  peptic 
ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to 
2 weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg 
cramps,  nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  head- 
ache, dehydration,  skin  rash,  “hangover,”  systemic  disturbances,  diarrhea, 
itching,  vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xan- 
thopsia, purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic 
anemia,  anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycos- 
uria, vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by 
alcohol,  barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion, 
increased  intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias, 
bradycardia,  flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely 
atypical  Parkinsonian  syndrome,  central  nervous  system  sensitization  (mani- 
fested by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness 
of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido. 
Usual  Adult  Dosage:  BUTlSERPAZlDE5-25  or  BUTISERPAZIDE<®-50:  1 tablet  daily 
or  b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  insert.  References  1 Coodley.  E L Curr 
Ther  Res.  4 460  (Sept  ) 1962  2.  Johnson.  H J , Jr  Penn  Med  J 67  35  (May)  1964. 

McNeil  Laboratories,  Inc. 

Fort  Washington,  Pa.  19034 


I MeNEIL 

V 


Dulcolax... so  predictable 
you  can  almost  set  patients  by  it. 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 

Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax  bisacodyl 


UNDER  LICENSE  FROM  BOEHRINGER  INGELHEIM  G M B H <jt l®l  GEIGY  PHARMACEUTICALS  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY,  NEW  YORK  10502 


DU-6681 


NOTES: 


Government  competition  with  free  enterprise  will  be 
studied  if  a bill  prepared  by  Representative  Gene  Snyder, 
of  Kentucky,  is  passed.  The  Hoover  Commission  (first 
1947-49,  second  1953-55)  reported  985  separate  areas  in 
which  the  government  was  competing  directly  with  privately 
operated  business  but  that  was  before  the  Great  Society, 
and  the  War  on  Poverty.  No  one  now  knows  what  the  number 
would  be  today.  The  National  Federation  of  Independent 
Business  supports  the  proposed  legislation. 


AMA  Congress  on  Occupational  Health  will  be  held  in 
St.  Louis,  September  15-16.  Northwest  participants:  Forrest 
Rieke,  Portland,  and  Quentin  Mack,  Boise.  A feature  of  the 
meeting  will  be  an  address  by  Charles  A.  Berry,  Director 
of  Medical  Research,  NASA  Spacecraft  Center,  Houston — "U.  S. 
Man  on  the  Moon." 


Wounds  don't  heal  when  the  patient  is  on  steroids ? 

Try  vitamin  A locally.  It  works  when  given  by  mouth  but 
not  so  well  and  can  interfere  with  steroid  systemic  effect. 
Vitamin  A is  antagonistic  to  steroid's  anti-inflammatory 
effect.  It  has  no  effect  in  wounds  if  the  patient  is  not 
taking  steroids.  This  discovery  is  by  Thomas  K.  Hunt, 
University  of  California  School  of  Medicine,  San  Francisco. 

Emergency  service  courses  for  ambulance  attendants, 
policemen,  firemen,  and  others  are  being  given  this  year 
by  the  Committee  on  Injuries  of  the  American  Academy  of 
Orthopaedic  Surgeons,  at  Salt  Lake  City,  Phoenix,  New 
Orleans,  San  Diego,  Morgantown,  Atlanta,  Akron,  Boston, 
Madison,  Portland,  San  Antonio,  San  Francisco,  Denver, 

New  York,  St.  Louis,  Dallas,  Miami,  and  Chattanooga. 


Use  of  wood  in  house  construction  may  be  on  the  way 
out.  We  are  running  out  of  timber  and  may  have  to  use 
metal,  plastics,  or  other  material  for  house  building. 

A bill  before  the  Congress  would  limit  government  loans  to 
those  using  new  technologies  and  materials  in  home  construc- 
tion. 


Intracellular  bodies  called  peroxisomes  were  so  named 
by  DeDuve  and  a colleague  of  Louvain  University.  DeDuve 
was  the  discoverer  of  lysosomes.  The  peroxisomes  are 
similar  aggregations  of  enzymes,  providing  ability  to  reduce 
oxygen  to  hydrogen  peroxide  and  hydrogen  peroxide  to  water. 
They  have  been  observed,  and  their  activities  have  been 
identified,  in  some  plant  cells.  Their  participation 
in  mamalian  physiologic  processes  is  not  yet  known. 

H.L.H. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

* ^ (Thioridazine  HC1) 


effectiveness  in 
mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril* 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-169 


A 

SANDOZ 


Picture  of 
low  back  pain 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLETS 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . .stop  pain-spasm  feedback 

by  providing: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxatit  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14-3 16, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  ct  al Gastroenterology  44  *•  146, 
1963.  4.  Berman,  H.  H.,  ct  al.:  Dis.  Nerv. 
Syst.  25: 430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Thor*  5:871,  1964. 

MCNEILLABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


McNEIL ) 


• U.S.  PATENT  NO.  2,895,87? 


for  potent  bronchodilation  and  decongestion 


Older-style  units  must  be 
hurriedly  assembled  at  time 
of  patient’s  need. 


Bronkometer  tpr  eliminates 
waste  motions.  Just  twist  away 
mouthpiece  and  press  top. 


twist  • press  • relief 


Bronkometer  tpr 

(isoetharine  0.6 %;  phenylephrine  HCI  0.125%;  thenyldiamine  HCI  0.05%)  ™ 

* 

in  bronchial  asthma,  emphysema,  chronic  bronchitis 


Always  ready  for  instant  use.  No  assembly,  no  loose  pieces. 

Closed,  clean  dispenser.  Mouthpiece  stays  cleaner,  unit  can’t  activate  accidentally. 
Requires  no  shaking.  Bronkometer  formula  is  a solution,  not  a suspension. 

Unique  formula  with  Isoetharine  f acts  with  minimal  sympathomimetic  side  effects. 


t Dilabron®,  brand  of 
isoetharine 


COMPOSITION:  Each  ml  of  solution  supplies  at  the  mouthpiece  20 
metered  doses  of  350  meg  isoetharine  methanesulfonate  (0.6%), 
70  meg  phenylephrine  HCI  (0.125%)  and  30  meg  thenyldiamine 
HCI  (0.05%)  with  saccharin  and  menthol  plus  fluorochlorohydro- 
carbons  as  inert  propellants.  Preserved  with  ascorbic  acid  0.1% 
and  alcohol  30%. 

RECOMMENDED  DOSAGE:  The  average  dose  is  one  or  two  inhala- 
tions. Occasionally,  more  may  be  required.  It  is  important,  however, 
to  wait  one  full  minute  after  the  initial  one  or  two  inhalations  in 
order  to  be  certain  that  another  is  necessary.  In  most  cases,  inhala- 
tions need  not  be  repeated  more  often  than  every  four  hours, 
although  more  frequent  administration  may  be  necessary  in  severe 
cases. 

PRECAUTIONS:  Although  Bronkometer  is  relatively  free  of  toxic 
side  effects,  too  frequent  use  may  cause  tachycardia,  palpitation, 
nausea,  headache,  changes  in  blood  pressure,  anxiety,  tension, 
restlessness,  insomnia,  tremor,  weakness,  dizziness  and  excitement 
as  is  the  case  with  other  sympathomimetic  amines.  Bronkometer 
should  not  be  administered  along  with  epinephrine  or  other  sym- 


pathomimetic amines  as  such  drugs  are  direct  cardiac  stimulants  and 
may  cause  excessive  tachycardia.  They  may,  however,  be  alternated 
if  desired. 

Dosage  must  be  carefully  adjusted  in  patients  with  hyperthyroidism, 
hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  car- 
diac reserve  and  in  individuals  sensitive  to  sympathomimetic  amines, 
since  over-dosing  may  result  in  tachycardia,  palpitation,  nausea, 
headache  or  epinephrine-like  side  effects. 

HOW  SUPPLIED:  Bronkometer  tpr  Actuator  and  10  ml  Refill  (Code 
No.  1184);  Bronkometer  10  ml  Refill  only  (Code  No.  1183); 
Bronkometer  10  ml  Vial  with  Oral  Nebulizer  (Code  No.  1193); 
Bronkometer  20  ml  Vial  with  Oral  Nebulizer  for  desk  or  bedside 
(Code  No.  1182). 

BREON  LABORATORIES  INC.  90  Park  Aveuo,  New  York,  N.Y.  10016 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 
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Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.:  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood—  anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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One  of  these  disposables  comes  prefilled. 

Its  unit  dose  - in  non  reactive  glass 
cartridge  - is  premeasured. 

The  cartridge  is  clearly  labeled: 
drug  name,  strength,  control  number. 

Even  expiration  date  where  appropriate. 

You’re  more  confident  that  the  patient  gets. . . 


. . . just  what  the  doctor  ordered 
with  the  Tubex  Closed  Injection  System. 

Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tubex 
sterile  cartridge-needle  units.*  No  multi-dose  vials  to 
bother  with;  no  unlabeled  syringes  to  cause  confusion. 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can’t  transmit  infection.  And  there's 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tubex 
line,  empty  sterile  cartridge-needle  units  are  available. 

TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 
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One  suppository  morning 
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ANUSOL8 


soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 


Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


ANUSOL-HCf 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 
Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUGESIC8 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 
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EDITORIAL 


The  Laboratory  Question 


Many  important  questions  have  been  raised 
by  entry  of  business  firms  into  commercial 
operation  of  clinical  laboratories.  Answering 
them  correctly  will  not  be  easy,  but  it  will  be 
important.  And  the  wrong  answers,  if  widely 
accepted  during  the  current  period  of  clamor 
for  change,  could  initiate  trends  no  one  wants. 

Sharp  reaction  has  greeted  appearance  of  ad- 
vertisements for  a commercially  operated  labo- 
ratory in  a number  of  medical  journals,  including 
this  one.  Tenor  of  the  complaints  is  that  labo- 
ratory operation  is  part  of  the  practice  of  medi- 
cine and  that  commercial  firms  should  not  be 
permitted  to  advertise  in  a publication  owned 
and  produced  by  the  medical  profession. 

One  of  the  questions  raised  by  recent  appear- 
ance of  these  advertisements  was  answered  by 
legal  action  announced  just  as  this  issue  was 
about  to  go  on  the  press.  The  U.  S.  Department 
of  Justice  and  the  College  of  American  Patholo- 
gist agreed,  June  14,  to  compromise  settlement 
of  a suit,  instituted  by  the  Department  in  1966. 
The  College  was  charged  with  alleged  price 
fixing  and  boycott  agreements  to  keep  non- 
members out  of  the  laboratory  business.  The 
consent  decree,  expected  to  be  made  final  about 
a month  after  the  agreement,  provides  that  the 
College  shall  not  suggest  fee  schedules  and  shall 
not  restrict  anyone  from  owning  and  operating 
a laboratory.  Furthermore,  the  College  has 
agreed  not  to  impede  anyone  from  accepting 
advertising  or  exhibits  from  any  person. 

This  outcome  was  anticipated  by  most  of  the 
policy  making  bodies  responsible  for  journal 
publication  and  the  anticipation  was  a large 
factor  in  the  decision  to  accept  the  advertising. 

Obtaining  answer  to  another  important  ques- 
tion is  not  likely  to  be  any  easier  or  any  less 
painful.  Is  one  who  operates  a laboratory  prac- 
ticing medicine?  From  the  foregoing,  it  might 
be  concluded  that  the  answer  is  no.  But  the 
question  cannot  be  answered  with  one  word. 

It  is  obvious  that  one  without  medical  edu- 
cation can  set  up  a laboratory  and  perform  a 
multitude  of  tests— a mere  matter  of  training  and 
technique,  not  of  education.  The  operator  can 
be  a Doctor  of  Philosophy  and  his  results  can 
be  precise,  but  he  cannot  be  practicing  medicine. 

The  criterion  cannot  be  simply  the  operation 
of  the  laboratory  and  any  acceptance  of  such  a 
principle  would  be  dangerous.  The  test  of  the 


practice  of  medicine  cannot,  and  should  not,  be 
the  mere  possession  of  a medical  degree  and  a 
license  to  practice.  It  is  not  what  one  has,  but 
what  one  does,  that  makes  the  distinction.  The 
practice  of  medicine  involves  care  for  the  patient 
who  is  ill,  injured,  or  distraught.  Medical  care 
is  a complex  action  for  benefit  of  a complex 
individual.  It  cannot  be  delivered  by  perform- 
ing a single  act  or  a series  of  acts,  done  routinely 
as  by  technicians.  A nurse  can  take  tempera- 
ture, count  pulse  and  record  blood  pressure,  but 
she  is  not  practicing  medicine. 

If  a physician  accepts  a sample  of  blood, 
makes  tests,  and  reports  results  to  another  phy- 
sician, the  first  physician  cannot  be  practicing 
medicine.  He  has  done  nothing  that  a tech- 
nician cannot  do.  He  has  operated  a business 
to  serve  physicians  in  practice  and  conduct  of 
his  business  does  not  differ  from  that  of  the 
pharmacist  who  also  serves  under  the  practicing 
physician’s  direction.  If,  however,  he  obtains 
a history,  examines  the  patient  and  confers  with 
the  referring  physician,  he  is  practicing  medi- 
cine. He  is  then  acquainted  with  some  of  the 
complexities  of  the  patient’s  illness,  or  non- 
illness, that  cannot  possibly  appear  in  a labora- 
tory report.  And  his  advice  will  reflect  his 
knowledge  of  medicine  as  applied  to  the  unique 
problem  of  a unique  patient. 

But  there  remains  the  most  important  question 
of  all— the  question  of  evil  when  a practicing 
physician  pays  a laboratory  at  rates  made  possi- 
ble by  modern  equipment  but  charges  his  patient 
according  to  another  scale.  This  is  reprehensible 
practice  and  should  not  be  tolerated  by  an  hon- 
orable profession.  The  benefits  of  modern  labo- 
ratory methods  need  no  elaboration  here.  They 
are  well  known.  And  there  is  nothing  wrong 
with  any  method  of  laboratory  operation  that 
will  produce  reliable,  accurate  information.  But 
there  is  something  terribly  wrong  if  the  benefits 
of  such  operation  are  not  made  available  to  the 
patient— at  cost  reflecting  economies  available. 

The  ultimate  and  most  important  question, 
therefore,  is  not  who  operates  the  laboratory,  or 
how,  but  how  do  we  bring  the  benefit  to  the 
patient?  The  question  is  not  directed  toward 
the  ethics  of  business  but  to  the  ethics  of  the 
medical  profession.  The  question  is  for  us.  We’d 
better  answer  it— now. 

II.L.H. 
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The  Biological  Behavior  Of  Living  Versus  Killed 
Homologous  Aortic  Valves  Transplanted  In  The  Dog 


HITOSHI  MOHR  I,  M.D./ DENNIS  D.  REICHENBACH,  M.D. 
ROBERT  W.  BARNES,  M.D. /EDWARD  A.  RITTENHOUSE,  M.D. 
K.  ALVIN  M E R E N D I N O,  M.  D„  Seattle,  Washington 


Laboratory  studies,  using  dogs,  show  that 
non-viable  aortic  valve  homografts  preserved 
with  betapropiolactone  retain  function  longer 
than  fresh  grafts.  Biologic  changes  in  patients 
given  betapropiolactone  sterilized  aortic  homo- 
grafts are  similar  to  those  observed  in  the  dog 
but  failure,  when  it  occurs,  is  much  later. 


Previous  experiments  in  our 
laboratory  have  demon- 
strated low  antigenicity  of  the 
homologous  aortic  valve  and 
that  the  subcoronary  position 
may  be  an  immunologically 
privileged  site.1-2  In  these  experi- 
ments, we  have  shown  absence 
of  accelerated  skin  graft  rejec- 
tion following  subcutaneously 
implanted  homograft  valves,  de- 
spite histologic  evidence  con- 
sistent with  an  immune  reaction 
against  valve  graft  tissue.  Donor 
leaflet  cell  survivals  in  subcoro- 
nary transplanted  aortic  valves, 
despite  the  presence  of  second- 
set  skin  graft  rejection  from  the 
same  donor,  have  also  been 
demonstrated. 

Clinically,  homograft  aortic 
valves  had  been  considered  to 
function  satisfactorily  for  many 


years.31  However,  our  own  re- 
cent experiences  and  those  of 
others  with  late  development  of 
leaflet  disruption  are  disturb- 
ing/-7 Because  of  dissatisfaction 
with  nonviable  grafts  and  the 
demonstration  of  prolonged 
function  of  fresh  valve  grafts 
in  the  descending  aorta,  some 
institutions  are  now  advocating 
the  use  of  fresh  aortic  valves/-10 

We  designed  the  following 
experiment  to  determine  the 
functional  and  biological  altera- 
tions occurring  in  homologous 
aortic  valves,  either  viable  or 
nonviable,  after  prolonged 
periods  of  time. 

materials  and  methods 

We  carried  out  single  cusp 
replacements  of  the  homologous 
aortic  valve  in  40  mongrel  dogs. 


We  used  fresh  viable  grafts  and 
betapropiolactone  (BPL)  steri- 
lized nonviable  grafts  and  trans- 
planted them  orthotopically 
under  total  circulatory  arrest 
with  the  aid  of  surface  induced 
deep  hypothermia.2-11  Valve 
grafts  were  obtained  from  fe- 
male donors  and  transplanted 
into  male  recipients.  We  excised 
the  fresh  grafts  under  sterile 
conditions  and  transplanted 
them  within  90  minutes  of  pro- 
curement. BPL-valves  were 
stored  at  4C  in  lactated  Ringer’s 
solution  or  stored  at  -80C  as 
frozen  grafts. 

Postoperatively,  we  gave  these 
animals  tetracycline  and  peni- 
cillin for  two  weeks,  but  used 
no  immunosuppressive  drugs  or 
anticoagulants.  Animals  were 
killed  at  intervals.  Histologic 
studies  and  tissue  culture  studies 
were  made  of  the  leaflet  free 
edge  for  subsequent  sex-chroma- 
tin body  analysis  to  identify  cell 
origin.12 

RESULTS 


Presented  at  Annual  Meeting  of  Seattle  Surgical  Society,  Seattle,  Washington, 
January  24-25,  1969. 

From  the  Departments  of  Surgery  and  Pathology  and  First  Surgical  Service  of  the 
University  Hospital,  University  of  Washington  School  of  Medicine,  Seattle, 
Washington. 

This  study  was  aided  in  part  by  funds  accruing  from  N.I.H.  Grant  No.  5-ROl- 
HE03379  and  the  Washington  State  Heart  Association. 

Dr.  Mohri  is  Assistant  Professor,  Department  of  Surgery.  Dr.  Reichenbach  is 
Assistant  Professor,  Department  of  Pathology.  Dr.  Barnes  is  Resident,  Depart- 
ment of  Surgery.  Dr.  Rittenhouse  is  Resident,  Department  of  Surgery.  Dr. 
Merendino  is  Professor  and  Chairman,  Department  of  Surgery. 


mortality 

There  were  no  operative 
deaths.  Eleven  dogs  later  suc- 
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Fig.  X.  Photomicrograph  of  a sex-chromatin  body  positive  cell  and  alterations 
of  proportion  of  sex-chromatin  body  positive  cells  in  the  leaflet  fibroblast 
cultured  explant.  Arrow:  sex-chromatin  body.  ( Aceto-orcein  stain  x900.) 


cumbed  to  graft  infection  or 
thromboemboli  during  the  fol- 
low-up period  up  to  three  and 
one-half  years.  The  incidence  of 
graft  infection  was  slightly 
higher  in  the  nonviable  graft  re- 
placement series,  although  it 
was  statistically  not  significant. 

viabilities 

Identification  of  sex-chromatin 
positive  cells  (female  cells)  in 
tissue-cultured  leaflet  fibroblasts 
demonstrated  that  viable  donor 
leaflet  cells  survived  for  at  least 
12  months  after  transplantation. 
The  percentage  of  sex-chromatin 


positive  cells,  however,  grad- 
ually decreased  as  time  passed, 
Figure  1.  On  the  other  hand, 
BPL-sterilized  grafts  were  dead 
tissue  and  no  cells  grew  in  leaf- 
let tissue  culture  until  the 
twelf th  month,  when  fibroblastic- 
tvpe  cells,  all  sex-chromatin 
negative,  appeared. 

alterations  in  graft 

Gross  appearances.  Up  to 
three  postoperative  months,  vi- 
able grafts  showed  edematous 
thickening  of  the  leaflet  result- 
ing in  slightly  impaired  mobil- 
ity. Although  leaflets  returned 


to  nearly  normal  thickness  and 
pliability  at  about  four  months, 
they  began  gradually  to  increase 
in  thickness  and  became  stif- 
fened. At  12  months  leaflet 
thickness  was  1.5  to  2 times  that 
of  the  original,  although  there 
was  occasionally  some  focal 
thinning,  and  the  leaflet  still 
possessed  some  mobility.  Thick- 
ening of  the  leaflet  progressed 
further  and  at  around  two  years 
leafllets  became  three  to  four 
times  thicker  than  original  and 
were  almost  immobile. 

BPL-sterilized  leaflets,  how- 
ever, remained  pliable  even  two 
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Fig.  2.  Alterations  in  leaflet  cellularity  of  a fresh  viable  graft.  A.  This  specimen  obtained  two 
and  one-half  months  postoperative  demonstrates  donor  cell  proliferation  in  the  leaflet.  The 
leaflet  is  thickened  and  there  is  increased  ground  substance.  (Hematoxylin  and  eosin  stain  x60.) 
B.  The  specimen  obtained  three  weeks  postoperatively  is  shown  in  higher  magnification.  Pro- 
liferating elongated  connective  tissue  cells  and  mitosis  (arrows)  are  seen.  (Hematoxylin  and 
eosin  stain  xl55.)  C.  Eleven  months  after  orthotopic  placement,  leaflet  cellularity  is  decreased. 
(Hematoxylin  and  eosin  stain  x60.) 


and  one-half  years  after  trans- 
plantation. The  leaflets  were 
somewhat  thinner  than  normal 
until  six  months  postoperatively, 
but  were  nearly  normal  thick- 
ness by  12  months.  In  the  later 
specimens,  leaflet  thickness  in- 
creased slightly  but  remained 
less  than  1.5  to  2 times  that  of 
the  original. 

Calcification  of  the  leaflet  it- 
self, in  either  viable  or  nonviable 
grafts,  did  not  occur  except 
when  grafts  were  infected.  The 
aortic  wall  and  myocardial  por- 
tions of  the  graft,  however,  be- 
came scarred  and  calcified. 
These  calcifications  appeared  to 
be  more  extensive  in  association 
with  viable  grafts. 

Histologic  alterations,  leaflet. 
Plump,  oval  and  elongated 
donor  cells  proliferated  in  the 
viable  graft  leaflet  for  up  to 
three  months,  and  mitoses  of 


these  cells  were  frequently  seen, 
Figure  2-A,B.  Some  polymor- 
phonuclear leukocytes  and 
macrophages  appeared  in  the 
leaflets  of  early  specimens,  but 
plasma  cells  and  lymphocytes 
were  rarely  seen.  The  prolifera- 
tion of  donor  cells  gradually 
subsided  and  the  cellularity  re- 
turned to  near  normal  at  around 
four  months.  In  the  later  speci- 
mens leaflet  celluarity  decreased 
but  donor  leaflet  cells  (chroma- 
tin positive)  continued  to  be 
identified,  Figure  2-C.  Segmental 
or  diffuse  acellular  areas  accom- 
panying focal  leaflet  thinning 
appeared  in  the  late  specimens, 
Figure  3-A,B,C. 

In  contrast  to  the  viable  valve 
grafts,  the  nonviable  valve  leaf- 
lets remained  essentially  acellu- 
lar, Figure  4,  although  in  early 
specimens  some  debris  of  nuclei 
or  dead  cell  outlines  were  oc- 


casionally observed.  At  12 
months,  oval  and  elongated  cells 
appeared  in  the  outer  surface  of 
the  leaflets.  Presumably  these 
host  derived  cells  repopulated 
the  acellular  graft  leaflet  struc- 
ture through  host  fibrous  sheath 
extension  over  the  leaflet. 

Host-graft  function.  Histologic 
reactions  of  the  host-graft  junc- 
tion were  similar  in  both  viable 
and  nonviable  grafts,  except  for 
slightly  accelerated  cellular  re- 
actions in  the  viable  group. 
Macrophages,  polys,  plasma 
cells  and  lymphocytes  appeared 
in  the  junction  in  the  early  post- 
operative period  and  gradually 
became  more  prominent.  Macro- 
phages or  polys  gradually  in- 
vaded the  base  of  the  graft  and 
were  accompanied  by  the  for- 
mation of  fibrous  tissue  and 
capillary  infiltration.  Plasma 
cells  and  lymphocytes,  however, 
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Fig.  3.  Late  development  of  segmental  acellular  area  in  viable  grafts.  A.  This 
specimen  obtained  ten  months  postoperatively  shows  a focal  area  of  thinning 
and  acellularity  near  the  base  of  the  leaflet.  (Hematoxylin  and  eosin  stain  x4.) 
B.  Higher  magnification  of  the  distal  portion  of  the  leaflet;  existence  of  donor 
leaflet  cells  are  demonstrated.  (Hematoxylin  and  eosin  stain  x40.)  C.  Higher 
magnification  of  the  acellular  segment.  (Hematoxylin  and  eosin  stain  x40.) 


Fig.  4.  Alterations  in  the  leaflet  of  the  BPL-sterilized  graft.  This  specimen 
removed  four  months  postoperatively  shows  no  thickening  and  edema  of  the 
leaflet  and  the  leaflet  is  acellular.  ( Verhoeff-Van  Gieson  stain  x40.) 


were  usually  seen  in  the  host 
side  along  the  junction  and 
rarely  appeared  within  the  graft. 
These  cellular  reactions  gradu- 
ally subsided  and  at  12  months 
only  small  numbers  of  cells  were 
seen  around  suture  materials.  In 
addition  to  these  healing  pro- 
cesses in  the  host-graft  junction 
and  the  base  of  the  graft,  carti- 
laginous metaplasia  often  de- 
veloped in  the  junction  area.  In 
the  later  specimens,  there  was 
often  calcification  of  the  com- 
missural posts,  aortic  wall  and 
myocardial  portions  of  the  graft. 

Host  substitution.  Host  substi- 
tution of  the  graft  began  within 
three  months.  Fibroblastic  cells 
and  capillaries  invaded  the  base 
of  the  graft  to  a minor  degree, 
and  some  endothelial  cell  ex- 
tension in  continuity  with  host 
endocardium  developed.  The 
most  significant  host  substitution 
of  the  homologous  aortic  valves 
was  host  fibrous  sheath  exten- 
sion over  both  surfaces  of  the 
grafts.  The  sheath  extended  over 
the  host-graft  junction  and  then 
gradually  over  the  leaflet  from 
both  the  host  aortic  and  ven- 
tricular endocardial  surfaces. 
This  connective  tissue  extension 
was  usually  more  prominent  on 
the  ventricular  surface  of  the 
leaflet  than  on  the  aortic  side. 

In  the  nonviable  grafts,  the 
sheath  nearly  covered  the  leaflet 
on  the  ventricular  surface  by 
twelve  months.  However,  in  the 
viable  grafts  they  were  some- 
what delayed,  but  by  two  years 
the  leaflets  were  almost  com- 
pletely covered.  The  thickness 
of  the  sheath  also  varied  be- 
tween nonviable  and  viable 
grafts.  In  nonviable  grafts  these 
sheaths  were  fairly  thin  for  at 
least  two  and  one-half  years  and 
did  not  interfere  with  leaflet 
movement,  Figure  5-A,B;  how- 
ever, in  viable  grafts  they  were 
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quite  thick  and  often  resulted  in 
leaflet  immobility,  Figure  5-C,D. 

Additional  evidence  of  host 
substitution  of  the  nonviable 
graft  was  seen  in  the  specimens 
obtained  at  12  months.  Through 
host  fibrous  sheath  extensions, 
oval  and  elongated  fibroblastic 
type  cells  infiltrated  into  the 
superficial  portion  of  the  non- 
viable graft  leaflet,  Figure  6-A. 
Furthermore,  a new  elastic  layer 
was  formed  in  the  fibrous  inti- 
mal  sheath  on  the  ventricular 
surface  parallel  to  the  donor 
elastic  lamella,  Figure  6-B.  De- 
spite this  evidence  of  host  sub- 
stitution of  the  nonviable  graft 
leaflet,  the  leaflets  remained  pli- 
able and  thin.  The  presence  of 
host  derived  fibroblastic-type 
cell  which  might  repopulate  the 
viable  graft  was  difficult  to 
judge  in  the  presence  of  viable 
donor  leaflet  cell.  However,  new 
elastic  layer  formation  in  the 
sheath  was  also  seen  in  the 
viable  grafts,  although  it  was 
delayed  when  compared  with 
nonviable  grafts. 

discussion 

Host  substitutions  of  non- 
viable grafts,  such  as  a new 
elastic  layer  formation  and  fibro- 
blastic type  cell  repopulation, 
without  significant  interference 
of  leaflet  movement,  suggests 
the  possible  creation  of  a new, 
viable,  functioning  valve,  uti- 
lizing a dead  leaflet  skeleton. 
Such  host  substitutions  have  also 
been  observed  in  clinical  speci- 
mens, but  it  develops  more 
slowly  than  in  experimental  ani- 
mals. Theoretically,  the  trans- 
planted nonviable  grafts  in  hu- 
mans may  be  expected  to  func- 
tion for  a long  time  unless  leaflet 
destruction  develops  before  sig- 
nificant substitution  is  estab- 
lished. The  recent  increasing 
incidences  of  late  dysfunction  of 


Fig.  5.  Host  substitution  of  the  grafted  leaflet.  A.  BPL-sterilized  valve  grafts 
obtained  four  months  postoperatively.  The  leaflet  is  thin  and  pliable.  Thin 
fibrous  tissue  extended  over  the  base  of  the  leaflet  on  the  ventricular  surface 
from  the  host  endocardium.  ( Verhoeff-Van  Gieson  stain  x4.)  B.  BPL-sterilized 
valve  grafts  removed  12.5  months  postoperatively.  The  connective  tissue  sheath 
now  extends  over  nearly  the  entire  ventricular  surface  of  the  leaflet  (seen  only 
to  arrow  because  of  tangential  cut  of  leaflet)  and  about  two-thirds  of  the  aortic 
surface  of  the  leaflet.  In  higher  magnification,  there  is  endothelial  covering  of 
the  sheath.  (Verhoeff-Van  Gieson  stain  x4.)  C.  Viable  homograft  valve  obtained 
four  months  postoperatively  shows  connective  tissue  sheath  extension  for  a short 
distance  on  both  surfaces  of  the  leaflet.  The  sheath  is  still  thin  and  the  leaflet 
was  pliable.  (Verhoeff-Van  Gieson  stain  x4.)  D.  Viable  valve  graft  removed  23 
months  postoperatively  shows  prominent  thickening  of  the  valve  leaflet  by  the 
connective  tissue  extension.  This  leaflet  was  completely  immobile.  (Verhoeff- 
Van  Gieson  stain  x4.) 


BPL-valves  in  our  own5  and 
Barratt-Boyes0 13  series,  and  of 
the  ethylene  oxide  sterilized 
valves  in  Ross’  series,7  is  of 


concern  despite  satisfactory  ini- 
tial results.  Judging  from  our 
clinical  experience,  graft  infec- 
tion or  later  dilatation  of  the 


635 

Northwest  Medicine,  July,  1969 


Fig.  6.  Host  substitution  of  the  nonviable  graft  leaflet.  A.  Within  the  elastic  layer  of  the  same 
donor  leaflet  as  shown  in  Figure  5-B  are  seen  many  elongated  or  oval  fibroblastic-like  cells 
(arrows)  which  were  derived  from  the  host.  ( Verhoeff-Van  Gieson  stain  x64.)  B.  Host  connective 
tissue  extension  (S)  over  the  same  leaflet,  which  is  covered  by  endothelium  and  contains  many 
oval  and  elongated  cells.  A thin  elastic  layer  (E)  was  formed  in  this  sheath  on  the  ventricular 
surface  of  the  graft.  (Verhoeff-Van  Gieson  stain  x64.) 


host  aortic  annulus  are  among 
the  many  possible  causes  of  late 
homograft  valve  dysfunction.  In 
our  clinical  series,  seven  patients 
developed  leaflet  rupture  (10.3 
percent  of  68  operative  sur- 
vivals) and  two  developed  cen- 
tral leakage  during  a follow-up 
study  of  48  months.  Six  of  those 
with  leaflet  rupture  had  ex- 
perienced signs  or  symptoms 
suggestive  of  endocarditis  or 
systemic  infection  at  some  time 
during  the  postoperative  course, 
although  only  one  was  proven 
positive  by  blood  culture.  In 
later  histologic  studies  of  the 
valve  specimens,  organisms 


were  morphologically  demon- 
strable in  four  of  those  with 
negative  blood  cultures.  In  two 
specimens  the  organism  was  a 
small  fungus  and  the  other  two 
were  a small  coccobacillary 
organism  which  as  yet  re- 
mains unidentified.  The  organism 
is  morphologically  compatible 
with  the  mycoplasmas.  Recently 
we  have  found  a similar  organ- 
ism in  an  experimental  animal  in 
which  a human  BPL-sterilized 
valve  was  transplanted,  Figure 
7.  Extensive  serological  and  mi- 
crobiological investigations  have 
failed  to  identify  this  organism. 
Currently,  bacterial  L-forms  are 


considered  as  a possibility  and 
further  evaluation  is  under  way. 

In  two  other  patients  who 
showed  massive  regurgitation  at 
the  central  leaflet  coaptation 
area,  the  leaflets  appeared  gross- 
ly normal.  In  these  patients 
the  host  annulus  diameter  was 
larger  than  that  at  initial  opera- 
tion, and  in  one  of  the  patients 
host  annulus  diameter  increased 
by  5 mm. 

Late  valve  dysfunction  may 
also  have  some  connection  with 
methods  of  sterilization  and 
preservation.  Irradiated  valve 
grafts  and  fresh  preserved  valve 
grafts  have  been  utilized  with 
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Fig.  7.  An  electron  photomicrograph  of  the  small  organism  seen  in  the  leaflet. 
These  organisms  were  found  in  a BPL-sterilized  frozen  human  leaflet  trans- 
planted in  a dog.  The  leaflet  appeared  to  be  infected.  Many  irregular  shaped, 
single  unit  membrane  (arrows)  small  organisms  with  granular  and  dense  material 
in  the  cytoplasm  are  seen.  (Uranyl  acetate  lead  hydroxide  x52,000.) 


satisfactory  initial  results.  How- 
ever, the  duration  of  follow-up 
of  these  valve  grafts  has  not  yet 
been  adequate  to  permit  any 
conclusion. 

With  irradiated  valve  grafts, 
Kirklin14  reported  a diminished 
incidence  of  late  development 
of  aortic  insufficiency  murmur 
as  compared  to  his  own  series 
with  BPL-valves.  Late  develop- 
ment of  aortic  insufficiency  mur- 
mur is  the  most  significant  com- 
plication in  homologous  aortic 
valve  transplantation  and  its  in- 
cidence ranges  40  to  80  percent. 
In  Kirklin’s  series  the  incidence 
was  14  percent  at  an  average 
followup  of  nine  months,  al- 
though it  did  increase  from  7 
percent  at  the  time  of  discharge. 
Further  follow-up  study  of  these 
irradiated  valve  series  beyond  a 
period  of  two  to  three  years  will 
be  of  interest. 

Fresh  valve  grafts  also  ap- 
peared to  function  satisfactorily 
with  follow-up  for  1 to  1.5 
years.10'15  Recently,  however, 
Bigelow,  et  al,  have  reported 
sudden  destruction  of  fresh  aor- 
tic valves  used  for  mitral  valve 
replacement  at  24  months  fol- 
lowing insertion.10  This  suggests 
that  fresh  homograft  valves  may 
undergo  dysfunction  later. 

Angell8  (Shumway’s  series)  re- 
ported that  the  transplanted 
fresh  leaflet  remained  pliable  at 
eight  months,  although  focal 
thinning  of  the  leaflet  devel- 
oped.17 Discrepancies  in  obser- 
vations of  leaflet  pliability  be- 
tween animals  and  humans  may 
be  related  to  species  difference, 
or  to  the  early  death  of  donor 
cells  in  the  clinical  series.  Duran 
and  Whitehead  have  demon- 
strated experimentally  that  leaf- 
let cells  of  grafts  preserved  in  a 
balanced  electrolyte  solution 
died  in  the  early  post-transplan- 
tation period  even  though  they 


were  living  at  insertion.18  Most 
clinical  fresh  valves  are  also 
used  after  preservation  in  a bal- 
anced electrolyte  solution;  thus 
early  donor  cell  death  after 
transplantation  also  can  be  ex- 
pected. 

At  the  present  time  we  are  un- 
certain as  to  the  best  method  of 
sterilization  and  preservation  for 
aortic  valve  grafts.  Only  after 
long-term  follow-up  study  can 


definite  conclusions  be  reached. 
This  does  not  mean  abandon- 
ment of  the  use  of  homografts, 
but  it  demands  continued  search 
for  better  methods  of  prepara- 
tion and  preservation. 

summary  and  conclusions 

Utilizing  40  mongrel  dogs,  we 
studied  functional  and  biologic 
alterations  of  viable  and  non- 
viable  homograft  aortic  valves, 
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followed  up  to  three  and  one- 
half  years. 

In  both  viable  and  nonviable 
valves,  host  immune  reactions 
were  minimal  and  valve  grafts 
functioned  for  long  periods. 
Donor  cells  in  the  fresh  grafts 
remained  viable  for  at  least  12 
months.  However,  viable  grafts 
were  gradually  thickened  and 
stiffened  by  a host  fibrous  sheath 
extension  over  them.  Nonviable 
grafts  remained  pliable  through 
the  postoperative  period. 

Leaflet  calcification  did  not 
develop  in  either  type  of  graft 
in  the  present  follow-up  period 


except  when  grafts  were  in- 
fected. The  aortic  wall  and  myo- 
cardial portions  of  the  graft 
were  calcified  in  later  speci- 
mens. 

Host  substitution,  such  as 
fibroblastic-type  cell  repopula- 
tion into  the  nonviable  leaflet 
and  a new  elastic  layer  forma- 
tion in  the  host  fibrous  sheath, 
was  observed  and  the  possibility 
of  creating  a new  viable  func- 
tioning valve  utilizing  the  dead 
valve  leaflet  skeleton  was  sug- 
gested. 

In  68  patients,  some  of  whom 
have  been  followed  more  than 


four  years  after  aortic  valve  sub- 
stitution with  a betapropiolac- 
tone  sterilized  homograft  valve, 
the  same  biological  changes 
have  been  observed  as  in  the 
dog.  However,  changes  appear 
delayed  by  comparison. 

It  is  concluded  that  the  homo- 
logous, nonviable  aortic  valve 
graft  can  function  for  a long 
time  without  rejection  or  de- 
struction in  animals.  Better 
methods  of  valve  graft  preserva- 
tion and  preparation  should  be 
sought.  ■ 

Department  of  Surgery 
University  of  Washington 
School  of  Medicine  (98105) 
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Operative  Cholangiography 

PHILIP  C.  JOLLY,  M.D. /JOEL  W.  BAKER,  M.D./JOHN  H.  WALKER,  M.D. 
HELEN  M.  SCHMIDT,  M.D.,  Seattle,  Washington 


The  authors  have  evaluated  the  accuracy  of  operative  cholangiography 
by  comparing  the  immediate  benefits  of  the  procedure  and  the  late  clinical 
status  of  the  patients.  The  cystic  duct  cholangiogram  proved  to  be  the  most 
accurate  method  of  evaluating  the  status  of  the  common  duct,  superior  to  either 
clinical  judgment  or  open  instrumentation.  On  this  basis,  choledochotomy  was 
avoided  in  175  patients  with  strong  clinical  indications  for  exploration.  When 
the  surgeons  clinical  opinion  that  no  common  duct  stones  were  present  was 
reinforced  by  a negative  cholangiogram,  late  choledocholithiasis  was  reduced  to 

0.3  percent.  Routine  cholangiography  detected  unsuspected  common  duct  stones 
in  6.3  percent  of  380  patients  for  whom  there  was  no  clinical  suspicion  of  common 
duct  disease.  The  cholangiogram  was  quite  useful  in  avoiding  unnecessary  chole- 
dochotomy in  the  patient  with  acute  cholecystitis.  The  completion  cholangiogram 
after  common  duct  exploration  was  valuable  in  avoiding  the  overlooked  stone. 


Value  of  the  operative  chol- 
angiogram has  been  debated 
since  the  first  article  on  the  sub- 
ject was  published  in  1937.1 
Many  surgeons  have  remained 
skeptical  of  its  usefulness,  pri- 
marily because  of  technical  diffi- 
culties in  obtaining  satisfactory 
roentgenograms  for  precise  in- 
terpretation. Other  surgeons 
have  failed  to  appreciate  the 
various  indications  for  operative 
cholangiography.  In  our  ex- 
perience, operative  cholan- 
giograms  are  particularly  useful 
in  any  of  the  following  circum- 
stances: 

1.  Routine  cholangiograms 
will  detect  the  unsuspected  com- 
mon duct  stone. 

2.  The  cholangiogram  may 
enable  the  surgeon  to  avoid  un- 
necessary common  duct  explo- 
ration when  there  is  a clinical 
indication  for  choledochotomy. 

3.  The  completion  cholan- 
giogram, done  after  common 
duct  exploration,  will  avoid 
overlooking  a missed  common 
duct  stone. 


Presented  at  annual  meeting  of  Seattle 
January  24-25,  1969. 


Most  surgeons  still  do  not  use 
cholangiography  often  enough 
to  become  familiar  with  its  indi- 
cations and  facile  in  its  per- 
formance. Because  of  the  avail- 
ability of  high  quality  roent- 
genograms in  the  operating 
suite,  a casual  approach  to  this 
diagnostic  modality  is  no  longer 
justified  in  larger  medical  cen- 
ters. 

case  material 

All  patients  who  required  re- 
moval of  the  gallbladder  in  the 
Virginia  Mason  Hospital  for  be- 
nign disease  during  the  11-year 
period  from  1955  to  1966  were 
included  in  this  analysis;  1,363 
cholecystectomies  were  per- 
formed for  chronic  cholecystitis 
and  97  for  acute  cholecystitis; 
671  patients  had  cystic  duct 
cholangiograms  and  226  had 
completion  cholangiograms  per- 
formed after  the  common  duct 
exploration.  There  were  no 
complications  attributable  to 
operative  cholangiography. 

Surgical  Society,  Seattle,  Washington, 
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TABLE  1 

Common  Duct  Exploration 
Chronic  Cholecystitis 


Common  duct  suspect 

CD  Exploration 

because  of: 

Positive 

Negative 

N % 

N % 

Clinic  findings  — N = 162 

87  54 

75  46 

Positive  cystic  duct 

cholangiogram®  — N = 116 

90  78 

26  22 

* One  patient  who  had  positive 

cholangiogram  was  not  explored 

at  the  time 

of  the  first  operation  but  returned  for  removal  of  a common  duct  stone,  18 
months  later. 

TABLE  2 

Unnecessary  Common  Duct  Exploration 

Common  Duct  Stone  Recurrent  Common  Duct  Stone 


Clinically  Suspect 

Proven 

Probable 

N % 

N * 

Negative  Cvstic  Duct  Cholangiogram 
N = 175 

2 1 

5 3 

Negative  Common  Duct  Exploration 
N = 75 

1 1 

3 4 

An  effort  was  made  to  evalu- 
ate the  results  of  operation  in 
all  1,460  patients.  Follow-up 
data  were  obtained  on  73  per- 
cent of  the  patients  from  one  to 
13  years  after  operation.  An 
additional  7 percent  of  the  pa- 
tients had  information  available 
from  2 to  12  months  after  opera- 
tion and  20  percent  were  con- 
sidered inadequately  evaluated. 
Removal  of  a common  duct 
stone  at  re-operation  or  at  au- 
topsy, or  definite  visualization  of 
a stone  by  intravenous  cholangi- 
ography were  accepted  as  evi- 
dence of  proven  recurrence. 
Biliary  colic,  cholangitis  and  ele- 
vation of  the  serum  bilirubin  or 
alkaline  phosphatase  were  ac- 
cepted as  evidence  of  probable 
stone  recurrence. 

common  duct  exploration 

Twenty  percent  of  the  pa- 
tients with  chronic  cholecystitis 
had  common  duct  exploration. 
The  operating  surgeon  explored 
the  common  duct  in  162  of  these 
patients  without  assistance  of 
cholangiography  because  of  his 
clinical  impression  that  stones 
were  present.  Common  duct 
stones  were  recovered  in  54  per- 
cent of  these  patients,  and  the 
exploration  was  negative  in  46 
percent.  Table  1.  The  stone  was 
actually  palpable  within  the 
duct  in  many  of  these  patients 
who  did  not  have  cholangio- 
grams. 

The  cystic  duct  cholangio- 
gram  was  positive  in  117  pa- 
tients. One  patient  did  not  have 
common  duct  exploration  in 
spite  of  the  positive  cholangio- 
gram  and  the  surgeon  had  to 
remove  this  stone  18  months 
later  because  of  recurrent  prob- 
lems. Common  duct  stones  were 
discovered  in  78  percent  of  the 
116  patients  who  had  the  duct 
explored.  Included  in  the  22 


percent  false  positive  cholangio- 
grams  were  three  patients  with 
stones  that  lay  in  inaccessible 
hepatic  duct  radicals.  One  of 
these  patients  required  another 
operation  for  removal  of  the 
stone  after  it  had  descended  into 
the  common  bile  duct.  Most  of 
these  false  positive  studies  can 
be  avoided  by  repeating  the 
cholangiogram  if  there  is  any 
question  regarding  either  the 
interpretation  or  the  quality  of 
the  roentgenogram.  Table  1 
compares  these  two  groups  of 
patients  who  had  common  duct 
exploration  for  chronic  chole- 
cystitis. The  cholangiogram  pro- 
vides technical  assistance  for 
choledochotomv  and  may  assist 
the  surgeon  in  avoiding  pitfalls 
inherent  in  the  procedure.0 


* Based  on  cholangiograms  alone,  22 
percent  of  the  common  duct  explora- 
tions must  be  considered  to  have  been 
unnecessary,  Table  1.  Practically,  how- 
ever, surgical  judgment  is  never  made 
on  the  basis  of  one  criterion  alone. 
Three  of  the  26  patients  in  the  nega- 
tive exploration  group  did  have  stones 
in  hepatic  duct  radicals  and  in  11 
others  there  were  compelling  clinical 
indications  for  exploration.  Actually, 
therefore,  only  12,  or  10  percent,  of  the 
116  explorations  were  unnecessary. 


unnecessary  common  duct 
exploration 

Value  of  the  negative  cystic- 
duct  cholangiogram  in  avoiding 
unnecessary  common  duct  ex- 
ploration is  outlined  in  Table  2. 
In  175  patients  with  strong  clin- 
ical suspicion  of  common  duct 
stones,  choledochotomy  was 
avoided  on  the  basis  of  negative 
cholangiograms.  There  were 
only  1 percent  proven  and  3 
percent  probable  late  recur- 
rences of  common  duct  stones 
in  this  group  of  patients,  many 
of  whom  were  jaundiced  at  the 
time  of  surgery  and  had  dilata- 
tion of  the  common  bile  duct 
greater  than  10  mm.  Comparison 
may  be  made  with  the  75  pa- 
tients who  had  negative  com- 
mon duct  exploration  performed 
because  of  clinical  suspicion 
without  assistance  of  prior  cystic 
duct  cholangiogram.  These  pa- 
tients had  unnecessary  common 
duct  explorations  since  stones 
were  not  recovered.  One  per- 
cent of  these  patients  had 
proven,  and  4 percent  probable, 
late  stone  recurrences.  The 
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cholangiogram  would  appear  to 
be  more  accurate  in  excluding 
common  duct  stones  than  open 
instrumentation  of  the  duct,  al- 
though the  difference  is  not  sig- 
nificant. The  common  duct  illus- 
trated by  the  cholangiogram  in 
Figure  1 was  12  mm  in  width. 
No  stone  shadows  were  seen  and 
the  study  provided  sufficient  evi- 
dence to  permit  avoidance  of  an 
unnecessary  choledochotomy. 

routine  operative  cholangiography 

Primary  benefit  of  routine  op- 
erative cholangiography  would 
appear  to  be  detection  of  other- 
wise unsuspected  common  duct 
stones.  Three  hundred  eighty 
patients,  who  did  not  have  clin- 
ical suspicion  of  common  duct 
stone  disease,  were  submitted  to 
routine  operative  cholangiogra- 
phy. Stones  were  actually  dem- 
onstrated on  roentgenograms 
and  were  removed  by  choledo- 
chotomy in  24  patients,  or  6.3 
percent,  Table  3.  Follow-up 
data  on  the  356  patients  with 
negative  cystic  duct  cholangio- 
grams  and  no  clinical  suspicion 
of  common  duct  stone  disease, 
revealed  that  only  one  of  these 
patients  (0.3  percent)  developed 
probable  late  common  duct 
stone  recurrence.  A comparison 
may  be  made  to  553  patients  in 
whom  common  duct  stones  were 
not  suspected  clinically  and  the 
surgeon  did  not  obtain  an  opera- 
tive cholangiogram,  Table  4.  In 
this  latter  group  of  patients,  four 
(.7  percent)  had  proven  and 
seven  (1.3  percent)  had  probable 
recurrences  of  common  duct 
stones.  These  data  support  rou- 
tine use  of  operative  cholangi- 
ography both  to  detect  unsus- 
pected common  duct  stones  and 
to  assist  the  surgeon  in  his 
evaluation  of  the  common  duct. 
Figure  2 demonstrates  an  unsus- 


Fig.  1.  12  mm  common  duct.  Note  the  normal  ampullary  taper  and  egress  of 
contrast  medium  into  the  duodenum.  No  stones  were  present. 


TABLE  3 

The  Unsuspected  Common  Duct  Stone 

N 

Routine  cholangiography,  common  duct  stones 

clinically  unsuspected  380 

Proven  stones  demonstrated  by  cholangiography  24 

(6.3%) 


TABLE  4 

Cystic  Duct  Cholangiogram 
Reliability  of  Negative  Studies 


Common  Duct  Stone 

Recurrent  Common 

Duct  Stone 

Not  Clinically  Suspect 

Proven 

Probable 

N % 

N % 

Negative  Cholangiogram 
N = 356 

0 0 

1 0.3 

Cholangiogram  not  done 
N = 553 

4 0.7 

7 1.3 
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Fig.  2.  Occult  common  duct  stone  in  a patient  without  duct  dilatation. 
The  stone  was  not  palpable. 


pected  common  duct  stone  in  a 
patient  who  had  no  clinical  find- 
ings that  might  have  indicated 
common  duct  disease. 

the  completion  cholangiogram 

Completion  cholangiograms 
were  obtained  in  226  of  the  278 
patients  who  had  common  duct 
exploration  for  chronic  chole- 
cystitis. The  surgeon’s  belief 
that  his  common  duct  explora- 
tion had  removed  all  of  the 
stones  present  was  reinforced 
by  a negative  completion  chol- 


angiogram in  201  patients.  The 
completion  cholangiogram  was 
positive  in  25  patients;  addi- 
tional common  duct  stones  were 
removed  in  11  patients  after  re- 
opening the  common  bile  duct. 
Four  patients  had  hepatic  duct 
stones  that  could  not  be  reached 
after  reopening  the  duct.  In  ten 
patients,  the  presence  of  addi- 
tional stones  was  not  confirmed. 
In  five  of  these  patients,  the  sur- 
geon doubted  the  validity  of  the 
study  and  did  not  reopen  the 
duct. 


Analysis  of  the  late  results  of 
the  patients  who  had  completion 
cholangiograms  is  presented  in 
Table  5.  In  the  52  patients  in 
whom  the  cholangiogram  was 
omitted,  there  were  6 percent 
proven  and  6 percent  probable 
late  recurrences  of  common  duct 
stones.  If  the  surgeon  obtained 
a negative  completion  cholangi- 
ogram, late  recurrences  were  re- 
duced to  3.5  percent  in  each 
category.  The  surgeon  was  more 
likely  to  obtain  a completion 
cholangiogram  if  the  common 
duct  exploration  had  been  posi- 
tive. One  of  the  four  recurrences 
of  common  duct  stones  after 
positive  completion  cholangio- 
grams was  in  a patient  with  an 
hepatic  duct  stone  that  could 
not  be  removed  at  the  original 
common  duct  exploration,  and 
two  others  were  in  patients 
whose  ducts  were  not  reopened 
in  spite  of  the  positive  study. 

cholangiography  in  acute 
cholecystitis 

Ninety-seven  patients  had 
their  gallbladders  removed  as 
treatment  for  acute  cholecystitis. 
Thirty-three  patients  had  nega- 
tive cystic  duct  cholangiograms; 
20  of  these  patients  had  indica- 
tions for  common  duct  explora- 
tion and  were  spared  duct 
instrumentation  because  of  the 
negative  cholangiogram.  In  18 
of  these  patients,  information 
was  available  beyond  12  months. 
There  were  no  proven  recur- 
rences and  only  one  probable 
recurrence  of  common  duct 
stone  in  this  group.  Ten  cystic 
duct  cholangiograms  were  posi- 
tive and  common  duct  stones 
were  removed  in  seven  of  these 
patients.  There  were  three  un- 
necessary common  duct  explo- 
rations on  the  basis  of  false  posi- 
tive cholangiograms  alone  but 
these  three  patients  also  had 
clinical  indications  for  duct  ex- 
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TABLE  5 
Late  Results 

278  Common  Duct  Explorations 


Recurrent 

Common  Duct  Stone 

Choledocholithi; 

Completion  Cholangiogram 

Proven 

Probable 

Originally 

N % 

N % 

N % 

Omitted  52  cases 

3 6 

3 6 

17  32 

Negative  201  cases 

7 3.5 

7 3.5 

139  69 

Positive  25  cases 

4 16° 

0 0 

22  88 

* One  hepatic  duct  stone.  Two  ducts  were  not  reopened. 


ploration.  Completion  cholan- 
giograms  were  obtained  in  17 
patients  after  common  duct  ex- 
ploration; the  one  positive  study 
resulted  in  the  removal  of  an 
overlooked  common  duct  stone. 

discussion 

Technique  of  operative  chol- 
angiography has  been  described 
in  previous  publications.2  3 Close 
cooperation  is  necessary  be- 
tween the  surgeon,  radiologist 
and  anesthesiologist  if  precision 
and  consistency  in  technique 
and  interpretation  are  to  be 
achieved.  If  original  films  are 
inadequate,  additional  exposures 
should  be  obtained.  Repeating 
the  study  is  advisable  rather 
than  immediate  exploration  of 
all  suspicious  common  ducts.  In 
addition  to  information  regard- 
ing presence  or  absence  of 
stones,  other  findings  such  as  a 
long  cystic  duct  stump,  unsus- 
pected carcinoma,  or  duodenal 
diverticulum,  may  provide  tech- 
nical assistance.  Visual  record 
of  the  biliary  ductal  system  may 
be  important  to  those  responsi- 
ble for  later  care  of  the  patient. 

Only  those  patients  with 
proven  or  probable  recurrence 
of  common  duct  stone  have  been 
analyzed  in  this  paper.  Mild 


post-cholecystectomy  symptoms 
do  occur  in  a fairly  significant 
number  of  patients,  estimated 
by  Sandweiss  and  Fulton  at  be- 
tween 10  and  25  percent.4  These 
authors  evaluated  100  patients 
with  symptoms  after  chole- 
cystectomy and  were  able  to 
demonstrate  recurrence  of  com- 
mon duct  stones  by  intravenous 
cholangiography  in  only  7 per- 
cent. Although  many  of  the  pa- 
tients in  our  series  with  mild 
post-cholecystectomy  symptoms 
were  evaluated  thoroughly  in  an 
effort  to  rule  out  recurrent  com- 
mon duct  stones,  the  actual 
number  of  recurrent  stones  in 
this  group  of  patients  may  be 
slightly  greater  than  that  re- 
ported. 

Common  duct  exploration  re- 
quires additional  time  and  in- 
strumentation when  compared 
with  simple  cholecystectomy. 
The  increased  morbidity  and 
mortality  produced  by  choledo- 
chotomv  may  be  of  little  signifi- 
cance in  an  otherwise  healthy 
patient.  In  certain  patients  who 
are  poor  operative  risks  because 
of  acute  cholecystitis  or  other 
problems,  choledochotomy 
should  be  avoided  if  possible. 
A skillfully  performed  operative 
cholangiogram  will  assist  the 


surgeon  in  avoiding  these  un- 
necessary common  duct  explo- 
rations. 

Our  ability  to  obtain  high 
quality  operative  cholangio- 
grams  and  to  interpret  films  ac- 
curately has  improved  steadily 
over  the  years.  Little  operating 
room  time  is  lost  because  of  the 
performance  of  cholangiogra- 
phy; most  of  the  time  spent 
waiting  for  the  development  of 
the  films  is  utilized  for  removal 
of  the  gallbladder  and  reperito- 
nealization  of  the  gallbladder 
bed.  Benefits  of  operative  chol- 
angiography are  many  and  we 
endorse  its  routine  use  where- 
ever  adequate  equipment  and 
personnel  are  available.  ■ 

The  Mason  Clinic 
1118  9th  Avenue 
(98101) 
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Secondary  Operations  On  The  Bile  Duct 

A Study  Oj  168  Patients 

THOMAS  TAYLOR  WHITE,  M.  D.  /JACQUES  BOURDE,  M.,D.,  Seattle,  Washington 


At  Swedish  Hospital  Medical  Center  there  were  168  late  secondary 
operations  carried  out  from  a total  of  3,407  biliary  operations  performed  during, 
the  years  1956  through  1966.  There  were  84  searches  for  gallstones  in  the  bile 
duct  with  76  stones  found.  Another  34  patients  were  reexplored  for  removal  of  a 
residual  cystic  duct  or  gallbladder  remnant.  In  a number  of  patients  cancer  was 
missed  at  first  operation  partially  because  the  surgeon  found  stones  and  thought 
this  was  the  entire  reason  for  the  patient’s  symptoms.  A few  other  patients  had 
stenosis  of  the  ampulla  of  Vater,  pancreatitis  and  minor  bile  duct  leaks. 


The  primary  purpose  of 
making  this  study  of  168 
secondary  operations  performed 
on  the  bile  ducts  at  the  Swedish 
Hospital  Medical  Center  during 
the  years  1956  through  1966  was 
to  find  out  what  avoidable  errors 
were  being  made  at  the  first  sur- 
gical attack.  During  this  period 
of  time  3,407  biliary  operations 
of  all  sorts  were  performed  at 
the  hospital,  of  which  630  were 
bile  duct  explorations.  Of  the 
latter  group  134  patients  had 
two  or  more  common  duct  ex- 
plorations and  an  additional  34 
patients  had  residual  gallblad- 
ders or  cystic  stumps  removed 
to  account  for  over  168  sec- 
ondary operations. 

Seventy-three  of  these  pa- 
tients had  primary  cholecyst- 
ectomy for  gallstones,  25  with 
accompanying  common  bile 
duct  exploration  and  48  without 
exploration.  In  9 of  the  25  pa- 


tients who  had  two  duct  explo- 
rations, no  stones  were  found  in 
the  first  exploration.  Only  five 
of  these  nine  patients  had  stones 
in  the  duct  at  the  second  explo- 
ration. On  the  other  hand,  14 
of  the  16  patients  who  had  a 
positive  primary  exploration  had 
a positive  secondary  exploration. 

The  larger  group  of  48  pa- 
tients, in  whom  the  duct  was 
not  explored  at  the  first  opera- 
tion, included  34  patients  in 
whom  no  operative  cholangio- 
gram  was  taken  at  the  primary 
surgery.  Eighteen  of  24  patients, 
in  whom  duct  stones  were  found 
at  the  second  approach,  did  not 
have  an  operative  cholangiogram 
taken  at  the  first  because  there 
was  no  duct  enlargement,  there 
was  no  history  of  jaundice,  or 
the  patients  had  no  small,  gall- 
bladder or  cystic  duct  stones. 
Of  the  24  patients  who  had  no 
stones  in  the  duct  at  either  pro- 


cedure, 16  had  no  operative 
cholangiogram  taken  at  the  pri- 
mary surgery.  In  any  case,  the 
24  patients  with  stones  found  at 
the  second  procedure,  or  about 
one  third  of  the  patients,  might 
have  been  saved  reoperation  if 
an  operative  cholangiogram  had 
been  taken  in  the  first  instance. 

We  explored  34  patients 
either  for  removal  of  a residual 
cystic  stump  (2  cm  or  longer) 
or  of  a gallbladder  remnant. 
Sixteen  of  these  remnants  con- 
tained gallstones,  a somewhat 
smaller  proportion  than  we  had 
expected. 

Twenty- three  patients  had  a 
second  operation  for  cancer.  Of 
these,  14  individuals  had  a pri- 
mary cholecystectomy  for  gall- 
stone disease,  the  surgeon  being 
unaware  that  the  underlying 
problem  was  one  of  carcinoma 
of  the  bile  duct  in  seven  of  these 
instances  and  of  the  pancreas  in 
another  seven  instances  until 
symptoms  and  signs  persisted 
following  surgery.  In  eight  of 
the  nine  patients  who  had  no 
associated  gallstones,  unsus- 


Presented  at  Annual  Meeting  of  Seattle  Surgical  Society,  Seattle.  Washington, 
January  24-25,  1969. 

From  the  Department  of  Surgery,  Swedish  Hospital,  Medical  Center,  Seattle, 
Washington. 
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TABLE  1 


Swedish 

Hospital 

New  York 
Hospital 

Duluth 

Clinic 

Hess 

Total  biliary  operations 

3407 

5859 

3120 

1614 

Secondary  biliary  explorations 

; 158 

166 

69 

95 

Retained  or  residual 
common  duct  stones 

76 

82 

29 

33 

Stenosis  ampulla 

12 

19 

5 

42 

Gallbladder  or 

cystic  duct  remnant 

34 

59 

14 

4 

Cancer 

14 

3 

4 

2 

Pancreatitis 

4 

3 

8 

6 

Common  duct  injury 

11 

5 

2 

pected  tumors  of  the  gallbladder 
or  pancreas  were  found  at  the 
first  attack,  for  which  both  sur- 
geon and  patient  were  unpre- 
pared. A later  reoperation  was 
needed  before  resection  or  more 
definitive  therapy  could  be  car- 
ried out.  In  the  other  patient  the 
diagnosis  of  bile  duct  carcinoma 
was  not  made  at  the  first  lap- 
arotomy even  after  an  operative 
cholangiogram  was  taken. 

Fifteen  elderly  patients  had 
primary  cholecystostomy  in  an 
acute  gallbladder  attack,  all 
with  gallstones.  These  patients 
later  had  23  secondary  opera- 
tions for  gallbladder  and  com- 
mon bile  duct  stones.  One  had 
a second  cholecystostomy. 

Another  12  patients  had  ste- 
nosis of  the  ampulla  of  Vater. 
All  but  one  of  these  patients  had 
previously  had  stones  removed 
from  the  common  bile  duct.  In 
six  of  these  patients  a pathologic 
diagnosis  of  fibrosis  or  chronic 
inflammation  was  obtained  from 
the  sphincteroplasty  specimen. 
In  most  of  these  patients  bile 
emitted  from  the  common  duct 
under  high  pressure  when  it  was 
incised.  In  two  instances  the 
intrabiliary  pressure  was  meas- 
ured with  a manometer  and 
found  to  be  29  cm  and  24  cm 
of  water  respectively.  While  in 
both  instances  operative  chol- 


angiograms  appeared  perfectly 
normal,  symptoms  have  been  re- 
lieved for  two  and  three  years 
respectively. 

Eleven  patients  had  common 
duct  injuries,  only  three  of 
which  involved  the  entire  width 
of  the  duct.  In  the  first  patient 
the  duct  had  been  divided  dur- 
ing the  course  of  a cholecystec- 
tomy at  another  hospital  where 
the  surgeon  mistook  the  com- 
mon duct  for  the  cystic  duct.  In 
a second  instance  the  duct  was 
accidently  divided  during  a 
difficult  and  bloody  operation 
for  portocaval  shunt,  where  the 
portal  vein  and  common  duct 
were  confused  for  each  other. 
The  third  instance  also  occurred 
during  a bloody  operation,  this 
a cholecystectomy  where  the 
anatomical  landmarks  became 
confused.  In  both  of  the  latter 
instances  the  duct  was  repaired 
primarily.  There  were  eight 
other  instances  where  a minor 
wound  was  made  in  the  duct 
during  cholecystectomy  which 
caused  an  excessive  postopera- 
tive leakage  of  bile  into  the 
peritoneal  cavity  to  the  extent 
that  a secondary  closure  of  the 
leak  had  to  be  carried  out, 
usually  with  an  associated  bile 
duct  drainage. 

In  four  other  patients  chole- 
cystectomy had  been  previously 


carried  out  without  avail  where 
chronic  pancreatitis  was  the 
main  problem.  Choledocho- 
duodenostomy  was  needed  in 
these  patients  to  alleviate  ob- 
struction. 

conclusion 

Fewer  residual  stones  would 
be  left  behind  if  routine  chol- 
angiography were  used.  Care 
must  be  taken  to  dissect  the 
common  duct  down  to  within 
1 cm  of  the  bile  duct.  Biliary 
pressure  measurements  might 
identify  these  patients  who 
should  have  a primary  sphinc- 
terotomy. A small  number  of 
patients  have  had  common  duct 
injuries,  or  had  an  undiagnosed 
cancer  at  the  primary  opera- 
tion. ■ 

1115  Columbia  Street 
(98104) 
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Fig.  1.  Viewed  from  within  the  neck,  the  scalenus  muscles  pose  the  first  threat  of  compression 
to  the  neurovascular  bundle  in  the  thoracic  outlet. 
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What  has  been  called  the  scalenus 
anticus  syndrome  should  now  be  called 
the  thoracic  outlet  compression  syn- 
drome. The  scalenes  are  not  culpable 
in  all  cases.  Scissor  action  of  the  clavicle 
and  first  rib  can  create  pressure  on  the 
neurovascular  bundle,  if  the  trapezius 
fails  to  elevate  the  clavicle.  When  con- 
servative measures  fail,  relief  can  be 
provided  by  resection  of  the  first  rib 
through  a short  axillary  incision. 


In  order  to  perform  its  assign- 
ed functions,  the  neurovascu- 
lar bundle  charged  with  the 
plumbing  and  wiring  of  the 
upper  extremity  must  pass  from 
its  central  origins  through  the 
thoracic  outlet  to  the  arm;  and 
thereby  hangs  this  tale.  When 
the  nerves  and  vessels  of  this 
bundle  are  compressed,  charac- 
teristic symptoms  are  readily 
recognized,  and  attention  is 
drawn  to  the  most  vulnerable 
segment  of  their  course  which 
is  in  the  thoracic  outlet.  This 
last  statement  concludes  the  list 
of  facts  upon  which  recognized 
authorities  on  this  subject  can 
agree. 


Presented  at  Annual  Meeting  of  Seattle 
Surgical  Society,  Seattle,  Washington, 
January  24-25.  1969. 
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To  the 


Scapula 


Fig.  2.  From  above,  the  scissor  action  of  the  clavicle  and  the  first  rib,  compresses  the  neuro- 
vascular bundle  as  the  arm  is  raised. 
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Adson  and  Coffey  accused  the 
scalenus  muscles  of  compression 
in  1927,  and  this  indictment  re- 
mains the  most  widely  accepted 
explanation  for  the  coolness, 
weakness,  numbness,  tingling, 
and  pain  that  arise  in  the  arm 
more  often  after  than  during 
exercise  and  are  particularly 
troublesome  at  night.1  Conse- 
quently, when  these  symptoms 
are  not  relieved  by  conservative 
measures,  they  have  most  often 
lead  to  severing  of  the  moorings 


of  those  much  maligned  scalene 
muscles.  However,  excepting 
the  occasional  reporter,  who,  by 
astute  case  selection,  collects  an 
unusual  series,  the  results  of 
scalenotomy  have  been  satis- 
factory in  only  about  50  percent 
of  the  reported  cases.2-4  These 
subspectacular  results  have  been 
approximated  by  our  own  ex- 
perience with  this  operation, 
and  thus  lead  us  to  join  the 
many  others  who  are  peering 
critically  into  the  thoracic  outlet 
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in  hopes  of  understanding  and 
eventually  improving  the  un- 
reliable results  of  scalenotomy. 

dynamics 

This  critical  look  begins  with 
the  anatomy  of  the  region,  but 
cannot  be  limited  to  anatomy  at 
rest.  For,  since  symptoms  are 
regularly  related  to  exercise,  the 
dynamics  of  the  parts  are  every 
bit  as  important  as  their  geo- 
graphic positions.  From  this 
standpoint  we  can  look  at  vul- 


nerability  of  the  neurovascular 
bundle  as  it  first  passes  between 
the  upright  columns  of  the  sca- 
lenus muscles  where  they  arise 
from  the  first  rib.  The  dynamics 
here  are  straightforward.  Even 
the  small  amounts  of  motion 
achieved  by  turning  the  neck, 
or  the  muscular  bulging  with 
isometric  muscle  bracing,  may 
encroach  enough,  at  times,  to 
give  rise  to  symptoms. 

Once  through  this  well  pub- 
licized muscular  strait,  however, 
the  bundle  enters  a channel 
bounded  by  bone  which  is  only 
now  gaining  the  notoriety  that 
we  believe  it  deserves.  Here, 
the  first  rib  is  below,  the  clavicle 
above,  and  the  bundle  is  in 
danger  of  being  trapped  “be- 
tween a rock  and  a hard  place.” 
For  when  the  arm  is  abducted 
and  externally  rotated,  the  clavi- 
cle, hinged  at  the  sternum, 
slides  across  the  first  rib  exactly 
like  one  blade  of  a pair  of  scis- 
sors closing.  Compared  to  the 
movement  at  the  scalenus  origin. 


the  action  here  is  enormous.  If 
you  look  down  from  above  at 
the  shoulder  girdle  of  a bony  vol- 
unteer, and  ask  him  to  drive  a 
nail  with  a hammer,  you  can  see 
the  clavicle  move  an  inch  or 
more  with  each  stroke! 

accounting  for  failure 

Having  seen  this  scissor  ac- 
tion, and  having  noted  that  ordi- 
narily the  trapezius  is  supposed 
to  hold  the  clavicle  up,  off  of 
the  first  rib  and  bundle,  it  is 
easy  to  postulate  trauma,  ad- 
vancing age,  or  the  weight  of 
the  world,  leeching  the  tone  out 
of  the  trapezius,  thus  allowing 
the  clavicle  to  drop  down  and 
squeeze  the  bundle  against  the 
bony  blade  of  the  first  rib.  We 
have  come  to  believe  that  this 
bony  crunch  between  clavicle 
and  first  rib  goes  a long  way 
toward  accounting  for  the  high 
rate  of  failure  associated  with 
scalenotomy. 

This  is  not  to  exonerate  the 
scalene  muscles  completely  in 


the  causation  of  outlet  compres- 
sion, or  to  lay  it  all  on  the  door- 
step of  the  first  rib,  for  it  is 
known  that  long  lateral  pro- 
cesses of  the  cervical  vertebrae, 
cervical  ribs,  occasionally  pec- 
toralis  minor,  omohyoid,  or 
clavipectoral  fascia  can  cause, 
or  contribute  to,  bundle  biting.- 
But  consideration  of  the  dy- 
namic anatomy  does  emphasize 
the  great  potential  for  compres- 
sion at  several  points  along  the 
thoracic  outlet  that  are  not 
altered  by  scalenotomy. 

The  therapeutic  implications 
are  clear.  Appropriate  physical 
therapy  stressing  the  strengthen- 
ing of  the  trapezius  is  a first 
choice,  and  if  this  should  fail, 
surgery  designed  to  relieve  all 
points  of  possible  constriction 
should  be  considered.  Removal 
of  the  first  rib  seems  to  qualify 
as  a good  choice  for  not  only 
does  it  allow  the  bundle  to 
escape  the  clavicle,  pectoralis 
minor,  and  clavipectoral  fascia, 
but  it  also  liberates  the  origins 


(jva'Ti 


Fig.  3.  From  the  front,  the  rotation  of  the  scapula  with  the  raising  of  the  arm,  slides  the  clavicle 
over  the  first  rib. 
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Fig.  4.  From  the  front,  the  tone  of  the  trapezius  helps  hold  the  scapula  and  clavicle  up,  off 
the  neurovascular  bundle. 


of  the  scalene  muscles  thereby 
achieving  the  best  of  both 
worlds. 

via  the  axilla 

This  is,  of  course,  not  a new 
idea  and,  as  a matter  of  fact,  it 
has  been  called  Adam’s  Pro- 
cedure. More  recently,  Evarts 
Graham,  and  still  later  Claggett5 
advised  first  rib  resection  as  an 
extension  of  their  thoracoplasty 
experience.  But  the  twist  that 
injected  first  rib  removal  right 
onto  the  front  page  of  the  Medi- 
cal Tribune  was  the  transaxillary 
approach  advocated  by  Roos  in 
1966.°  This  procedure,  which 


has  since  been  reported  by  the 
hundreds,9-6  begins  with  a four 
inch  incision  in  the  arm  pit. 
This  allows  exposure  of  the  first 
rib  beneath  the  neurovascular 
bundle,  and  subsequent  sub- 
periosteal resection  of  the  entire 
rib  with  the  division  of  the  sca- 
lene attachments,  and,  if  indi- 
cated, dorsal  sympathectomy 
once  the  rib  is  removed.  Since 
this  approach  cuts  no  muscles, 
leaves  the  pristine  pleural  cavity 
inviolate,  and  features  quite  a 
private  little  scar,  it  is  not  with- 
out appeal.  This  leaves  only  the 
technical  queries  about  practi- 
cality, safety,  and  effectiveness. 
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From  our  experience  we  can 
say  that  no  special  equipment 
is  needed,  but  two  assistants  are 
essential.  If  the  patient  is  rolled 
just  45  degrees  from  the  supine, 
exposure  is  satisfactory  if  not 
luxurious,  and  the  job  can  be 
done  in  a reasonable  amount  of 
time  with  an  expected  post- 
operative course  of  four  rather 
comfortable  days.  The  major 
hazards  are  three: 

1.  Strong  retraction  can  con- 
tuse the  brachial  plexus,  and 
protracted  suspension  of  the 
arm  can  stretch  the  nerves. 
Against  this  threat,  the  arm  is 
draped  separately,  and  sup- 


ported  manually  by  one  of  the 
assistants,  moving  as  required, 
and  resting  from  time  to  time. 

2.  Vascular  leakage  is  a possi- 
bility, but  if  pressure  is  used  to 
control  any  bleeding  until  the 
rib  is  completely  removed,  there 
is  then  adequate  room  to  for- 
mally tie  or  sew  any  bleeders. 

3.  The  final  hazard  is  damage 
to  the  pleura,  which  may  be 
inadvertantly  entered  as  the  rib 
is  circumdenuded.  If  this  occurs, 
it  is  managed  by  leaving  a suc- 
tion tube  in  the  wound.  If  the 
leak  is  small,  the  tube  can  be 
safely  removed  once  the  wound 
is  closed. 

Our  most  severe  complication 
has  been  an  extrapleural  hema- 
toma that  did  require  aspiration. 


We  can  conclude,  consequently, 
that  while  the  operation  does 
require  considerable  care,  it  is 
sufficiently  safe  to  justify  its 
application. 

Having  concluded  that  this 
procedure  is  practical  and  safe 
enough,  we  may  finally  wonder 
if  it  works.  We  have  done  13 
rib  resections  on  8 patients,  in- 
cluding 3 who  had  Raynaud’s 
disease  and  required  dorsal  sym- 
pathectomy. The  longest  follow- 
up is  two  years,  and  the  shortest 
two  months.  Although  detailed 
statistical  analysis  of  a series  of 
this  size  is  hardly  within  the 
scope  of  this  paper,  it  can  be 
stated  that  all  5 of  our  patients 
who  had  bilateral  symptoms  re- 
turned voluntarily,  and  enthusi- 


astically, for  operation  on  the 
other  side. 

summary 

In  summary  then,  we  believe 
that  the  Thoracic  Outlet  Com- 
pression Syndrome  is  often  due 
to  the  scissoring  action  of  the 
clavicle  on  the  first  rib,  with  the 
neurovascular  bundle  caught  be- 
tween, as  well  as  to  lateral  com- 
pression by  the  scalene  muscles. 
Consequently,  removal  of  the 
first  rib  seems  more  likely  to  re- 
lieve the  symptoms  than  simply 
dividing  the  scalenus  anticus. 
Early  results  in  our  series  en- 
courage us  to  continue  with  the 
application  of  trans-axillary  re- 
section of  the  first  rib.  ■ 

1110  Harvard  Avenue 
(98122) 
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Treatment  oj  Hypothyroidism  with  Synthetic 

Thyroid  Hormones 

JOHN  L.  BAKKE,  M.D.,  Seattle,  Washington  / L.  J.  K L O T Z,  Ph.D.,  Chicago,  Illinois 

The  purpose  of  this  study  was  two-fold:  First,  to  verify  the  fact  that 
therapeutic  equivalence  exists  between  two  of  the  widely  available  formulations 
of  sodium  1-thyroxine  and  second,  to  evaluate  the  use  of  a combination  of  the 
two  synthetic  hormones  in  the  treatment  of  hypothyroidism.  In  these  studies  the 
two  commercial  forms  of  sodium  1-thyroxine  proved  to  be  equally  effective  with 
no  significant  differences  found  between  the  means  of  the  FBI,  red  cell  uptake 
or  cholesterol  for  patients  in  a crossover  study.  With  this  drug,  however,  when 
patients  were  clinically  euthyroid,  FBI  values  were  in  the  range  of  11.6  ± 3.0 
meg/ 100  ml.  Values  of  this  magnitude  do  not  indicate  excessive  doses  of  sodium 
1-thyroxine.  Studies  with  a combination  of  the  two  synthetic  hormones  indicate 
that  normal  biochemical  findings  accompany  the  euthyroid  state  when  a 4:1 
ratio  of  TpT3  is  given.  At  this  ratio,  a tablet  containing  50  meg  of  T/(  and  12.5 
meg  T;j  is  approximately  equivalent  in  therapeutic  effect  to  one  grain  desiccated 
thyroid. 


Hypothyroid  patients  can  be 
restored  to  normal  met- 
abolic status  by  administration 
of  either  of  the  two  thyroactive 
hormones  alone,  or  by  a combi- 
nation with  their  peptide  pre- 
cursors in  the  form  of  desiccated 
thyroid  or  thyroglobulin. 

Desiccated  thyroid,  U.S.P.,  has 
long  been  regarded  as  a thor- 
oughly satisfactory  therapeutic 
agent.  However,  it  has  been 
found  that  the  ratio  of  the  two 
active  thyroid  hormones,  1-thy- 
active  thyroid  hormones,  1-thy- 
nine,  (T3,  liothyronine)  may 
vary  in  desiccated  thyroid  pre- 
pared from  different  sources* 


* Present  U.S.P.  assay  procedures  do 
not  measure  calorigenic  potency  and 
bioassays  are  done  by  many  reputable 
manufacturers  to  insure  material  of 
uniform  activity.  The  literature  indi- 
cates, however,  that  even  this  precau- 
tion may  not  fully  correct  inaccuracies 
and,  in  addition,  the  method  is  sub- 
ject to  the  significant  error  inherent  in 
all  bioassay  procedures. 29 


and  in  extracts  prepared  by  dif- 
ferent processes.1-7  These  varia- 
tions do  not  appear  to  have  a 
material  effect  on  the  thera- 
peutic efficicay  of  these  prepa- 
rations but,  since  the  1-thyroxine 
component  is  largely  responsible 
for  protein  bound  iodine  (PBI) 
values  resulting  from  treat- 
ment, this  useful  test  may  not 
be  completely  reliable  in  all 
patients.7-10 

The  constancy  of  composition 
assured  by  synthetic  thyroid 
hormones  has  led  us  to  regard 
them  as  the  preferred  form  of 
thyroid  replacement  therapy. 
Either  sodium  1-thyroxine  or  so- 
dium 1-triidothyronine  may  be 
used.  Sodium  1-thyroxine  offers 
two  advantages.  First,  because 
excretion  is  slow,  an  occasional 
missed  dose  does  not  materially 
affect  the  patients’  metabolic 
status.  Second,  the  relatively 
high  PBI  values  produced  per- 


mit assurance  that  the  pre- 
scribed dosage  is  in  fact  being 
taken  and  absorbed.  This  is  in 
contrast  to  the  use  of  1-triiodo- 
thyronine  where,  with  full  re- 
placement doses,  the  PBI  is  sub- 
normal and  essentially  useless 
in  monitoring  therapy  with  this 
agent.8  Similarly,  since  desic- 
cated thyroid  produces  a PBI  in 
the  normal  range  one  may  not 
rely  on  it  as  a check  on  patient 
performance  when  using  the 
older  preparation.  An  additional 
advantage,  to  the  patient,  is 
price.  Prescription  cost  of  1-thy- 
roxine is  significantly  less  than 
that  of  1-triiodothyronine  and 
usually  comparable  to  that  of 
desiccated  thyroid. 

Since  our  personal  preference 
has  been  for  the  use  of  sodium 
1-thyroxine  we  were  interested 
in  determining  the  therapeutic- 
equivalence  of  two  of  the  most 
widely  available  commercial 
products.  Such  determinations 
have  assumed  added  importance 
because  of  the  growing  realiza- 
tion that  drug  absorption  may 
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ington, Seattle,  Washington. 

Dr.  Klotz  is  Associate  Director  of  Clinical  Research,  Armour  Pharmaceutical 
Company,  Chicago,  Illinois. 
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be  greatly  influenced  by  the  na- 
ture of  the  pharmaceutic  formu- 
lation.11 For  example,  chloram- 
phenicol has  been  found  to  be 
therapeutically  ineffective  in  cer- 
tain formulations  and  marketing 
approval  for  some  brands  of  this 
drug  has  been  withdrawn  by  the 
Food  and  Drug  Administration.12 

We  were  also  interested  in  a 
new  combination  of  the  two  syn- 
thetic thyroactive  hormones 
which  was  made  available  for 
study  on  an  experimental  basis. 
In  theory,  such  a combination 
could  offer  the  advantages  of 
desiccated  thyroid  administra- 
tion while  simultaneously  avoid- 
ing the  disadvantage  of  varia- 
tions in  potency  and  anomalous 
PBI  values. 

methods  and  materials 

We  used  a crossover  method 
to  evaluate  the  therapeutic  e- 
quivalence  of  two  of  the  com- 
mercial sodium  1-thyroxine  prod- 
ucts, and  also  to  compare  the 
new  combination  with  desic- 
cated thyroid. 

For  comparison  of  the  com- 
mercial sodium  1-tyroxine  prod- 
ucts we  used  a series  of  patients 
in  each  of  whom  well-defined 
hypothyroidism  was  present.  In 
many  instances  the  hypothyroid 
state  was  due  to  surgery  or  to 
radioactive  iodine  therapy.  De- 
gree of  the  initial  hypothyroid- 
ism can  be  inferred  in  part  from 
the  required  maintenance  dos- 
age. Euthyroid  state  had  been 
achieved  with  a daily  dose  of  0.2 
mg  sodium  1-tyroxine  in  9 pa- 
tients, with  0.3  mg  in  15,  with 
0.4  mg  in  8,  with  0.5  mg  in  3 
and  with  0.9  mg.  in  one. 

In  this  series  of  36  patients 
the  age  range  was  from  11  to  68 
years.  Thirty  were  females. 

Our  procedure  was  to  utilize 
one  or  the  other  of  the  two  com- 
mercial preparations  of  sodium 


1 -thyroxine  for  each  patient  to 
bring  the  subject  to  the  euthy- 
roid state.  After  stabilization  in 
the  clinically  euthyroid  state 
over  the  course  of  several 
months,  as  evidenced  by  main- 
tenance of  dosage  requirements 
and  determination  of  PBI  and 
serum  cholesterol  levels,  we 
switched  the  patient  to  the  alter- 
nate preparation.  There  then 
followed  a second  observation 
period  ranging  from  three  weeks 
to  several  months,  during  which 
we  determined  the  dose  re- 
quired to  maintain  the  euthyroid 
state.  In  several  cases  we  made 
a second  crossover  by  switch- 
ing the  patient  back  to  his 
starting  medication  to  permit 
verification  of  the  original  lab- 
oratory and  clinical  findings. 

By  using  the  crossover  (and 
in  some  instances  re-crossover) 
method  of  therapeutic  trial,  each 
patient  serves  as  his  own  con- 
trol. Of  additional  advantage, 
the  influence  of  change  in  meta- 
bolic rate  on  the  turnover  rate 
of  thyroxine  and  triiodothyro- 
nine is  avoided  and  the  possibil- 
ity of  variable  residual  endo- 
genous thyroid  secretion  is  min- 
imized in  adequately  treated 
patients  since  complete  suppres- 
sion is  presumed  to  have  been 
achieved  in  those  who  do  not 
have  or  have  not  had  Graves 
disease.0  Thus,  the  crossover 
method  of  evaluation  is  useful 
even  though  the  range  of  clini- 
cal euthyroidism  may  be  rather 
broad. 

combined  synthetics 

In  our  evaluation  of  a combi- 
nation of  the  two  synthetic  thy- 
roactive hormones  compared 
with  desiccated  thyroid,  we  fol- 
lowed essentially  the  same  cross- 
over method.  In  these  studies 
we  included  62  patients  (45  fe- 
males, age  range  20-72  years;  17 


males  ranging  from  19-72 
years).  Hypothyroidism  was  un- 
equivocal in  every  instance.  It 
was  considered  idiopathic  in  38 
cases,  due  to  radioactive  iodine 
therapy  in  8,  to  non-toxic  goiter 
(including  cases  of  Hashimoto’s 
thyroiditis)  in  7,  to  thyroidec- 
tomy in  6,  and  to  pituitary  fail- 
ure or  hypophysectomy  in  two. 
In  one  patient,  the  hypothyroid- 
ism was  familial  in  origin. 
In  23  patients,  other  drugs  were 
given  throughout  the  study  but, 
except  in  8 patients  receiving 
estrogens,  were  not  considered 
to  affect  the  thyroid  status. 

All  patients  in  this  part  of 
the  study  were  first  treated  with 
desiccated  thyroid.  When  a sta- 
ble, clinically  euthyroid  state 
was  achieved  we  determined 
PBI,  serum  cholesterol,  T3-up- 
take,  and  kinemometer  - measur- 
ed tendon  reflex  time.  The  two- 
synthetic  preparation  was  then 
substituted  for  the  desiccated 
thyroid,  using  as  a therapeutic 
guide  the  assumption  that  one 
grain  desiccated  thyroid  was  the 
equivalent  of  a tablet  containing 
50  meg  sodium  1 -thyroxine  and 
12.5  meg  sodium  1-triiodothyro- 
nine. We  then  observed  the  pa- 
tients for  a period  of  several 
weeks  to  months,  during  which 
we  repeated  the  laboratory  de- 
terminations. We  gave  special 
attention  to  the  dose  required  to 
maintain  euthyroidism.  In  a few 
instances  patients  were  crossed 
back  to  desiccated  thyroid  for 
future  study. 

results 

Therapeutic  equivalence  of  two 
commercial  sodium  1-thyroxine 
tablets. 

Except  in  one  instance,  every 
patient  who  was  clinically  euthy- 
roid with  one  of  the  commercial 
preparations  maintained,  the 
euthyroid  state  without  need  for 
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TABLE  1 

Data  in  36  Patients  Maintained  in  the  Euthyroid  State  with  Sodium  1 -Thyroxine 


Letter 

Synthyroid 

“P” 

PBI 

12.1  ± 3.3  mcg/100  ml  11.0 

± 2.7  mcg/100  ml 

p>0.1 

(Mean  and  Stand.  Dev.) 
Cholesterol 

220  ± 46  mg/100  ml  222 

± 55  mg/ 100  ml 

p>0.9 

(Mean  and  Stand.  Dev.) 

TABLE  2 

Data  in  62  Patients  Maintained  in  the  Euthyroid  State  with  Desiccated  Thyroid  or 

Thyrolar 

Desiccated  Thyroid 

Thyrolar 

“P” 

PBI  — meg  % (n=62) 

6.9  ± 2.4 

7.7  ± 2.4 

p>0.05 

T3-Uptake  — % (n=57) 

99  ± 11 

98  ± 9 

P>0.5 

Free  Thyroxine  Index 

6.83 

7.52 

Serum  Cholesterol  (n=54) 

229  ± 42 

216  ± 38 

p>0.1 

Tendon  Reflex-Milliseconds 

223  ± 59 

214  ± 46 

P>0.3 

(Kinemometer)  (n=49) 

Means  and  standard  deviations  are  shown  for  each  result,  with  the  number  of  determinations  given 
parenthetically.  T3-uptake  is  reported  as  a percentage  of  a pooled,  normal,  control  serum.  The  free 
thyroxine  index  is  calculated  from  the  equation2”: 

BPI  (mcg/100  ml)  X T3-uptake 


Free  Thvroxine  Index  = 


T3-Uptake  of  pooled  normal  control  serum 


dosage  adjustment  when  the 
other  was  substituted.  The  sin- 
gle exception  occurred  in  one 
patient  who  reported  feeling  hot 
and  “sweaty”  with  the  second 
product.  He  was  accordingly  re- 
turned to  the  first.  On  a clinical 
basis,  no  preference  between  the 
two  preparations  was  apparent 
in  the  group  of  patients  studied. 

Data  obtained  in  the  laboratory 
studies  for  the  36  patients  com- 
pleting the  trial  are  shown  in 
Table  1.  Since  all  patients  were 
euthyroid,  the  laboratory  values 
should  be  comparable  regard- 
less of  the  actual  dose  needed 
to  maintain  the  euthyroid  state. 
Thus,  it  is  not  necessary  to  draw 
comparisons  between  values 
seen  for  each  of  the  several  dos- 
age levels.  Values  for  “p”  were 
determined  by  the  t-test  for  sig- 
nificance of  the  difference  be- 
tween the  means.  This  statisti- 
cal technique  shows  that  change 
from  one  synthetic  1-thyroxine 
product  to  the  other  made  no 
significant  difference  in  PBI 
values. 


Interestingly,  the  10  percent 
difference  between  the  means  of 
the  PBI  values  deriving  from  the 
two  drugs  is  well  within  the 
90-115  percent  tolerance  permit- 
ed  by  the  U.S.  Pharmacopoeia 
for  the  sodium  levothyroxine 
content  of  the  tablets. 

The  overall  means  for  the  se- 
ries, obtained  by  pooling  de- 
rived values  from  both  drugs, 
were  11.6  db  3.0  meg  for  the 
PBI,  and  220  ± 50  mg  per  100 
ml.  for  the  cholesterol  values. 
Since,  however,  several  patients 
in  the  series  were  receiving 
estrogens  throughout  the  study,* 
the  resulting  high  values  in  the 
PBI  could  tend  to  bias  the  mean 
values  obtained  and  the  median 
might  be  more  informative  as  a 
measure  of  the  true  value  for 
the  euthyroid  state.  In  our  over- 
all series,  the  median  PBI  was 
11.4  mcg/100  ml. 


* The  dose  of  estrogens  remained  the 
same  during  the  entire  study  and, 
therefore,  would  not  change  the  com- 
parison between  the  two  phases  of  the 
crossover. 


Evaluation  of  T3.T,(  combination 

Liotrix  was  substituted  at  the 
assumed  equivalent  dosage  level 
(50  meg  sodium  1-thyroxine  and 
12.5  meg  sodium  1-triiodothyro- 
nine  = 1 grain  desiccated  thy- 
roid) in  62  patients  who  were 
clinically  euthyroid  with  desic- 
cated thyroid  replacement  ther- 
apy. In  most  instances,  the 
patients  were  studied  clinically 
and  the  laboratory  values  de- 
termined after  4-5  weeks  of 
treatment  with  liotrix,  and  again 
after  7-9  weeks.  All  patients 
were  maintained  clinically  in  the 
euthyroid  state  throughout  treat- 
ment. Since  there  was  no  statis- 
tically significant  difference 
(p>0.1)  between  the  means  of 
any  of  the  laboratory  values 
obtained  at  each  of  the  two 
time  intervals,  the  grand  means 
were  tested  (t-test)  against  the 
means  of  the  same  patients 
while  previously  on  desiccated 
thyroid  therapy.  Comparative 
laboratory  levels  obtained  after 
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thyroid  therapy  and  with  liotrix 
treatment  are  shown  in  Table  2. 

There  were  no  significant  dif- 
ferences between  the  mean 
values  of  laboratory  tests  per- 
formed in  patients  maintained 
in  the  euthyroid  state  with  desic- 
cated thyroid  as  compared  to 
the  mean  values  in  these  same 
patients  while  taking  liotrix. 
The  free  thyroxine  index  fell 
within  the  normal  range  of  3.8 
to  7.3  for  both  series.13 

In  our  series,  laboratory  find- 
ings served  as  a useful  guide  in 
monitoring  the  patients’  status 
while  taking  desiccated  thyroid. 
The  indices  were  equally  satis- 
factory as  guides  to  therapy  in 
these  same  patients  while  under 
treatment  with  liotrix. 

Based  largely  on  the  patients’ 
subjective  response,  results  were 
better  with  liotrix  than  with 
desiccated  thyroid  in  four  cases, 
approximately  equivalent  in  52 
and  perhaps  poorer  in  six,  one 
of  whom  reported  an  increase 
in  her  angina.  This  patient  ex- 
hibited an  increase  in  PBI  from 
5.9  to  7.2  meg/ 100  ml  and  in  so- 
dium 1- triiodothyronine -uptake 
from  85  percent  to  100  percent 
with  liotrix,  but  it  was  not  neces- 
sary to  discontinue  the  drug. 
Eight  patients  reported  such 
side  effects  as  nervousness  (3), 
tired  feeling  (3),  palpitation  (2), 
heat  intolerance  or  sweating  (2), 
nausea  (1),  “heart  flutter”  (1), 
increase  in  “leg  cramp”  (1),  and 
lighter  menstruation  (1).  In  one 
case  in  which  palpitation  and 
heat  intolerance  were  reported, 
dosage  was  decreased  from  3 to 
2 “grain-equivalents”  a day.  In 
no  instance  was  it  necessary  to 
discontinue  therapy. 

discussion 

We  found  no  statistically  sig- 
nificant difference  (p>0.1)  be- 


tween the  mean  values  of  the 
PBI  or  serum  cholesterol  in  pa- 
tients treated  with  the  two  com- 
mercial forms  of  sodium  1 -thy- 
roxine. 

Furthermore,  no  clinical  dif- 
ferences were  evident.  Thus,  on 
a practical  basis,  the  two  prep- 
arations were  therapeutically 
equivalent  and  both  were  thor- 
oughly satisfactory  forms  of  thy- 
roid replacement  therapy. 

The  synthetic  preparation 
used  in  the  second  part  of  our 
study  was  intended  to  duplicate 
the  effect  of  the  endogenous  se- 
cretion itself  by  maintaining  the 
hypothyroid  patient  in  the  eu- 
thyroid state  and,  at  the  same 
time,  to  bring  the  usual  labora- 
tory findings  within  the  ranges 
of  normal. 

To  achieve  this  objective  the 
preparation  must  allow  for  the 
characteristically  incomplete 
gastro-intestinal  absorption  of 
the  two  active  hormones  so  that 
the  ratio  made  available  to  the 
blood  stream  is  similar  to  that 
secreted  by  the  normal  gland. 
Further,  the  actual  amount  of 
each  hormone  absorbed  must  be 
in  close  agreement  with  the 
daily  secretion.  These  two  fact- 
ors are  interdependent.  If,  for 
example,  the  chosen  ratio  was 
too  high  in  1-thyroxine,  the  dose 
needed  to  achieve  the  euthyroid 
state  would  produce  above  nor- 
mal values  for  the  PBI;  if  too 
low,  the  dose  needed  would  pro- 
duce subnormal  values  for  this 
laboratory  test. 

Calculation  of  the  required 
ratio  can  be  made  in  several 
ways.  Unfortunately,  the  meth- 
ods give  discrepant  results. 
Based  on  turnover  rates  and 
absorption  values  in  humans  a 
T4:T;!  molar  ratio  of  about  2:1 
would  seem  indicated.8' 14-16  On 
the  basis  of  the  admittedly  im- 


perfect analysis  of  desiccated 
thyroid,  the  weight  ratio  would 
approximate  values  ranging 
from  2.5:1  to  Ul.1'3-6'17  The 
human  thyroid  gland  contains 
the  two  hormones  in  peptide 
linkage  in  a T4:T3  weight  ratio 
of  about  3:1.18-20  Without  evi- 
dence to  the  contrary  it  has 
been  assumed  that  the  endo- 
genous secretion  contains  about 
the  same  ratio  of  the  hormones. 
Liotrix  was  formulated  on  the 
assumption  that  the  product 
should  provide  a T4:T3  ratio 
of  3:1  after  absorption. 

Neither  sodium  1-thyroxine 
nor  sodium  liothyronine  is  com- 
pletely absorbed  from  the 
gastro-intestinal  tract.  Using 
different  techniques  of  measure- 
ment, the  absorption  of  1-thy- 
roxine has  been  found  to  be  64 
percent,15  66  percent,21  67  per- 
cent,12 and  73  percent.23  Con- 
sidering the  difficulty  of  the 
experimental  techniques  em- 
ployed and  the  variations  to  be 
expected,  these  are  in  satisfac- 
tory agreement  with  each  other 
and  with  the  earlier  work  of 
VanMiddlesworth.24  In  contrast, 
sodium  liothyronine  is  approxi- 
mately 86  percent  absorbed  al- 
though this  figure  is  less  well 
documented  than  are  those  for 
l-thyroxine.813  25 

If  values  of  65  percent  and 
85  percent  are  assumed  for  the 
absorption  of  1 -thyroxine  and 
1 -triiodothyronine  respectively, 
a weight  ratio  of  4 parts  sodium 
1-thyroxine  and  1 part  1-triiodo- 
thyronine would  provide,  after 
absorption,  approximately  a 3:1 
ratio  of  the  hormones.  Thus, 
liotrix  was  formulated  to  con- 
tain a 4:1  ratio,  by  weight,  of 
the  two  hormones. 

The  daily  oral  dose  of  such 
a preparation  which  should  be 
given  in  order  to  simulate  the 
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endogenous  secretion  can  be 
calculated  as  shown  below. 

In  20  euthyroid  patients,  Oddie 
et  al  determined  that  the  average 
replacement  dose  of  sodium  1 -thy- 
roxine was  280  meg  per  day.16 
This  is  in  good  agreement  with 
clinical  observations  which  indi- 
cate that  about  300  meg  per  day 
usually  produces  clinical  euthy- 
roidism  in  the  athyreotic  individ- 
ual. If  absorption  is  estimated  as 
65  percent  of  the  oral  dose,  280 
meg  would  provide  about  182 
meg  of  circulating  1-thyroxine. 

In  the  normal  euthyroid  indi- 
vidual, however,  equivalent  clini- 
cal activity  would  be  provided  by 
the  sum  of  the  activities  of  1- 
thyroxine  and  1-triiodothyronine. 
On  the  assumption  that  the  endo- 
genous secretion  contains  a T4:T:( 
ratio  of  3:1  and  that  1 -triiodothy- 
ronine is  2%  times  as  active  thera- 
peutically as  is  1 -thyroxine,18-28 
the  amount  of  1-thyroxine  would 
be  given  by  the  equation: 


Finally,  with  65  percent  absorp- 
tion of  sodium  1 -thyroxine,  the 
proper  daily  quantity  for  oral  ad- 
ministration would  be  99.S/.65  or 
about  153  meg  of  sodium  1-thy- 
roxine. Based  on  these  data  it  can 
be  assumed  that  about  150  meg 
sodium  1-thyroxine  will  approxi- 
mate the  optimum  daily  intake  and 
it  would  be  accompanied,  at  a ratio 
of  4:1,  by  37.5  meg  sodium  1 -tri- 
iodothyronine. These  estimates 
are  subject,  of  course,  to  the  vari- 
ability of  absorption  that  may  oc- 
cur among  individuals  or  even  in 
the  same  individual  from  time  to 
time. 

Clinical  experience  shows  that 
3 gr  of  desiccated  thyroid  is 
roughly  equivalent  to  full  replace- 
ment of  the  endogenous  thyroid 
secretion.  Since  desiccated  thyroid 
has  traditionally  been  used  in  mul- 
tiples or  sub-multiples  of  1 grain 
tablets,  it  was  felt  desirable  that 
unit  doses  of  liotrix  should  be 
therapeutically  equivalent  to  1 gr 
desiccated  thyroid.  Accordingly, 
each  tablet  was  formulated  to  con- 
tain 50  meg  of  1-thyroxine  and 
12.5  meg  of  liothyronine. 

It  was  expected,  therefore,  that 
liotrix,  given  to  provide  a dosage  of 
150  meg  of  1-thyroxine  and  37.5 
meg  of  1 -triiodothyronine  would 
closely  approximate  the  effects  of 


the  normal  endogenous  secretion 
in  athyreotic  individuals  and  that 
the  effects  of  a single  tablet  would 
be  essentially  similar  to  those  of 
1 gr  of  desiccated  thyroid. 

Our  results  indicate  that  the 
new  product  achieves  the  de- 
sired therapeutic  objectives.  Pa- 
tients judged  to  be  clinically 
euthyroid  with  desiccated  thy- 
roid, remained  so  when  the  new 
preparation  was  substituted.  The 
mean  values  of  the  usual  labora- 
tory findings  were  not  signifi- 
cantly different  with  the  two 
preparations  and  fell  within  the 
accepted  ranges  of  “normal.” 
Little  or  no  dosage  adjustment 
was  needed  when  patients  were 
alternated  between  the  two 
forms  of  therapy.  Side  effects 
were  those  to  be  expected  in 


patients  under  treatment  with 
any  form  of  thyroid  replacement 
therapy  and  were  neither  more 
severe  nor  more  frequent  than 
with  desiccated  thyroid. 

Finally,  it  should  be  noted 
that  Wool  and  Selenkow  investi- 
gated a similar  type  of  hormone 
combination.10'27  They  employed 
the  same  4:1  weight  ratio  of 
hormones  but  in  20  percent 
greater  quantity,  using  60  meg 
of  sodium  1 -thyroxine  and  15 
meg  of  sodium  1-triiodothyro- 
nine Although  these  authors 
conclude  that  each  such  tablet 
is  the  therapeutic  equivalent  of 
1 gr  desiccated  thyroid,  their 
PBI  data  indicate  values  approx- 
imately 20-25  percent  higher 
than  those  seen  in  similar  pa- 
tients treated  with  desiccated 
thyroid. 

This  suggests,  of  course,  that 
the  quantity  of  sodium  1-thy- 
roxine in  this  dosage  unit  was 
in  excess.  In  fact,  the  differences 


shown  between  the  means  of  the 
PBI  for  patients  treated  with 
desiccated  thyroid  and  with 
their  T3:T4  mixtures  are  statis- 
tically significant  at  the  2 and  3 
gr  doses  (p<.02  and  p<.001 
respectively)  whereas  with  lio- 
trix no  significant  difference 
exists,  Table  2. 

Our  own  studies  are  subject  to 
the  criticism  that  commercial 
preparations  of  sodium  1-thy- 
roxine and  of  desiccated  thyroid 
were  standards  of  comparison 
in  the  two  phases  of  the  investi- 
gation and  that  clinical  judg- 
ment of  the  euthyroid  state  al- 
lows for  considerable  latitude. 
On  the  other  hand,  our  results 
lend  themselves  to  practical  ap- 
plication and  interpretation  since 
they  were  obtained  in  circum- 
stances present  in  the  physi- 
cians’s daily  practice. 

summary  and  conclusions 

1.  Therapeutic  equivalence  of 
two  commercially  available 
forms  of  sodium  1 -thyroxine 
was  studied.  Equivalence  was 
based  on  ability  to  maintain 
clinical  euthyroidism  and  nor- 
mal PBI  and  cholesterol  values 
in  treated  hypothyroid  patients. 

2.  In  a series  of  36  patients, 
the  preparations  proved  equally 
satisfactory.  There  was  no  statis- 
tically significant  difference  be- 
tween PBI  values  (p>0.1)  or 
cholesterol  values  (p>0.9)  pro- 
duced by  the  two  preparations 
and  they  were  clinically  indis- 
tinguishable. 

3.  The  mean  PBI  in  this  group 
of  treated  patients  was  11.6  ± 
3.0  meg  per  100  ml.  The  median 
was  11.4  meg  per  100  ml.  Values 
of  this  magnitude  accompany 
the  euthyroid  state  in  most  pa- 
tients treated  with  sodium  1- 
thyroxine.  They  are  in  agree- 
ment with  values  reported  by 
Selenkow  and  Asper25  but  some- 


D(mcg  T4  + (1/3  meg  T4  X 2.5))  = R 
where  D is  the  dose  and  R is  the  daily  requirement 
D (1.833  meg  T4)  = 182  meg  T4 
D = 99.3  meg  T4 
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what  higher  than  those  of  La- 
vietes  and  Epstein.0 

4.  It  should  be  emphasized 
that  these  elevated  PBI  values 
in  patients  treated  with  sodium 
1-thyroxine  should  not  be  cause 
for  unnecessary  concern.  Values 
between  8.6  and  14.6  meg/ 100 
ml  would  still  be  within  one 
standard  deviation  of  the  mean 
found  in  our  series  and  would 


not  necessarily  indicate  that  the 
patient  is  receiving  an  excessive 
dose. 

5.  A combination  of  sodium  1- 
thyroxine  and  sodium  1-tri- 
iodothyronine for  oral  admin- 
istration, in  a weight  ratio  of 
4:1  appears  to  simulate  closely 
the  therapeutic  effect  of  desic- 
cated thyroid  and  of  the  endo- 
genous secretion.  With  this  ratio. 


each  50  meg  of  sodium  1 -thy- 
roxine and  12.5  meg  of  sodium 
1-triiodothyronine  is  equivalent 
to  1 gr  desiccated  thyroid.  These 
preparations  can  be  used  inter- 
changeably and  the  usual  labo- 
ratory tests  should  show  no 
significant  changes.  ■ 

1102  Columbia  Street 
(98104)  (Dr.  Bakke ) 


REFERENCES 

1 Pileggi,  V.  J.,  Golub,  O.,  Lee,  N.  D.,  Determination 
of  thyroxine  and  triiodothyronine  in  commercial  prepera- 
tions  of  desiccated  thyroid  and  thyroid  extract,  J Clin 
Endocr  25:949-56  (July)  1965. 

2 Stasilli,  N.  R.,  Kroc,  R.  L.,  Biologic  activity  of  pork 
and  beef  thyroid  preparations,  J Clin  Endocr  16:1595,  1956. 

3 Kologu,  S.,  Schwartz,  H.  L.,  Carter,  A.  C.,  Quantitative 
determination  of  the  thyroxine,  triiodothyronine,  mon- 
oiodotyrosine  and  diiodotyrosine  content  of  desiccated 
thyroid,  Endocrinology  78:231-9  (February)  1966. 

4 Wiberg,  G.  S..  Devlin,  W.  F.,  Stephenson,  N.  R.,  Carter, 
J.  R.,  Bayne,  A.  J.,  Comparison  of  the  thyroxine:  Triiodo- 
thyronine content  and  biological  activity  of  thyroid  from 
various  species,  J Pharm  Pharmacol  14:777-83  (December) 
1962. 

5 Devlin,  W.  F.,  Stephenson,  N.  R.,  The  chemical  deter- 
mination of  liothyronine  and  thyroxine  in  enzymic  hydro- 
lysates of  pork  thyroid,  J Pharm  Pharmacol  14:597-604 
(September)  1962. 

6 Wynn,  J.  O.,  Components  of  the  serum  protein-bound 
iodine  following  administration  of  I-131-labeled  hog  thyro- 
globulin,  J Clin  Endocr  21:1572-8  (December)  1961. 

7 Braverman,  L.  E.,  Ingbar,  S.  H.,  Anomalous  effects  of 
certain  preparations  of  desiccated  thyroid  on  serum  pro- 
tein-bound iodine.  New  Eng  J Med  270.439-42  (February  27) 
1964. 

8 Green,  W.  L.,  Guidelines  for  the  treatment  of  myxe- 
dema, Med  Clin  N Amer  52:431-50  (March)  1968. 

9 Lavietes,  P.  H.,  Epstein,  F.  H.,  Thyroid  therapy  of 
myxedema:  a comparison  of  various  agents  with  a note 
on  the  composition  of  thyroid  secretion  in  man.  Ann 
Intern  Med  60:79-87  (January)  1964. 

10  Wool,  Marvin  S.,  Selenkow,  H.  A.,  Physiologic  com- 
binations of  synthetic  thyroid  hormones  in  myxedema. 
Clin  Pharmacol  Ther  6:710-15  (Nov. -Dec.)  1965. 

11  Glazko,  A.  J.,  Kinkel,  A.  W„  Alegnani,  W.  C„  et  al. 
An  evaluation  of  the  absorption  characteristics  of  different 
chloramphenicol  preparations  in  normal  human  subjects, 
Clin  Pharmacol  Ther  9:472-83  (July-August)  1968. 

12  Food  and  Drug  Administration  Release,  January  19. 
1968. 

13  Anderson,  B.  G.,  Free  thyroxine  in  serum  in  relation 
to  thyroid  function,  JAMA  203:577-82  (February  19)  1968. 

14  Hays,  M.  T.,  Absorption  of  oral  thyroxine  in  man, 
J Clin  Endocr  28:749-56  (June)  1968. 

15  Oddie,  T.  H.,  Fisher,  D.  A.,  Epperson,  D.,  Effect  of 
exogenous  thyroxine  on  thyroid  accumulation  and  secre- 
tion in  euthyroid  subjects,  J Clin  Endocr  25:1196-206 
(September)  1965. 

16  Fisher,  D.  A.,  Oddie,  T.  H.,  Whole  Body  Counting  of 
I-131-labeled  triiodothyronine,  J Clin  Endocr  24:733-9 
(August)  1964. 

17  Moody,  J.  E.,  Hohmann,  J.  R.,  Kaplan,  G.  B.,  Chemi- 
cal determination  of  the  potency  of  thyroid  preparations. 
J Pharm  Sci  57:634-9  (April)  1968 


18  Arosenius,  K.  E.,  The  iodo-amino  acids  in  the  thy- 
roid gland  in  thyrotoxicosis,  a study  using  anion-exchange 
resin  and  high  voltage  paper  electrophoresis,  Scand  J Clin 
Lab  Invest  16:440-6,  1964. 

19  Braash,  J.  W.,  Albert,  A.,  Keating,  F.  R.  Jr.,  Black, 
B.  M.,  Note  on  iodinated  constituents  of  normal  thyroids 
and  of  exophthalmic  goiters,,  J Clin  Endocr  15:732-38 
(June)  1955. 

20  Klein,  E.,  Reinwein,  D.,  The  iodine  fractions  and  the 
iodine  compounds  of  the  normal  human  thyroid  (chemical 
and  isotope  technic  studies)  Acta  Endocr  (Kobenhavn) 
41:170-74  (October)  1962  (Ger). 

21  Fisher,  D.  A.,  Oddie,  T.  H.,  Epperson,  D.,  Nore- 
thynodrel-mestranol  and  thyroid  function,  J Clin  Endocr 
26:878-84  (August)  1966. 

22  Salter,  W.  T.,  Rosenblum,  I.,  Oral  sodium  1-thyroxine 
in  treatment  of  myxedema  and  cretinism,  Amer  J Med  Sci 
224:628-31  (December)  1952. 

23  Oddie,  T.  H.,  Fisher,  D.  A.,  Rogers,  C.,  Whole  body 
counting  of  I-131-labeled  thyroxine,  J Clin  Endocr  24.628-37 
(July)  1964. 

24  Van  Middlesworth,,  L.,  Clinical  Endocrinology  I. 
E.  B.  Astwood  (ed.),  New  York,  1960,  p.  103. 

25  Selenkow,  H.  A.,  Asper,  S.  P.  Jr.,  Effectiveness  of 
triiodothyronine  or  thyroxine  administered  orally  in  treat- 
ment of  myxedema,  J Clin  Endocr  15:285-96  (March)  1955. 

26  Blackburn,  C.  M.,  McConahey,  W.  M„  Keating,  F.  R. 
Jr.,  Albert,  A.,  Calorigenic  effects  of  single  intravenous 
doses  of  1-triiodothyronine  and  1-thyroxine  in  myxedema- 
tous persons,  J Clin  Invest  33:819-24  (June)  1954. 

27  Selenkow,  H.  A.,  Wool,  M.  S.,  A new  synthetic  thy- 
roid hormone  combination  for  clinical  therapy,  Ann  Intern 
Med  67:90,  1967. 

28  Clark,  F.,  Horn,  D.  B.,  Assessment  of  thyroid  func- 
tion by  the  combined  use  of  the  serum  protein-bound 
iodine  and  resin  uptake  of  131-I-triiodothyronine,  J Clin 
Endocr  25:39-45  (January)  1965 

29  Devlin,  W.  F.,  Watanabe,  H.,  Thyroxine-triiodothy- 
ronine concentrations  in  thyroid  powders,  J Pharm  Sci 
55:390-3  (April)  1966. 


Chemical  Nomenclature 


generic  trade 

sodium  1 -thyroxine  Letter 

T4  Synthoid 

sodium  1-triiodothyronine  C.ytomel 
sodium  liothyronine 
T, 

thyroglobulin  Proloid 

liotrix  Thyrolar 


( not  yet  released  by 
FDA  for  prescription) 
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TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,  and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


OREGON 
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president  J.  Richard  Raines,  M.D.,  Portland 
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JON  V.  STRAUMFJORD,  M.D. 

1899-1969 


dr.  john  v.  straumfjord  died,  in  Denver, 
Colorado,  June  10,  1969,  of  coronary  thrombosis. 

He  was  born  on  Big  Island,  Lake  Winnipeg, 
Manitoba,  April  13,  1899,  where  his  father,  a 
native  of  Iceland,  had  established  a farm.  He 
was  justly  proud  of  his  Icelandic  origin , of  the 
place  in  Iceland  called.  Straumfjord,  from  which 
his  family  had  come,  and  of  his  facility  with 
the  language  of  his  ancestors.  On  one  visit  to 
Iceland  he  obtained  geneologic  records  of  his 
forebears  dating  back  to  about  400  A.  D.,  when 
the  island  was  occupied  by  people  of  Norwegian 
origin,  many  of  whom  had  previously  settled 
in  Ireland  and  Scotland. 

He  was  a lifelong  scholar  and  student,  having 
never  lost  his  eagerness  to  learn.  He  received 
his  Bachelor  degree,  with  honor,  from  the  Uni- 
versity of  Manitoba  in  1923,  with  majors  in 
Latin  and  mathematics.  He  moved  to  Oregon 


the  same  year  and  studied  at  the  University  of 
Oregon,  preparing  to  enter  medical  school.  His 
curriculum  included  French  and  German.  He 
entered  the  University  of  Oregon  Medical  School 
in  1924  and  graduated  in  1929,  spending  five 
years  because  of  a teaching  schedule  as  Student 
Assistant.  He  stood  second  in  grades.  His  ability 
was  recognized  early  in  his  medical  school  career. 
His  first  teaching  appointment  was  made  in  1925, 
in  Microscopic  Anatomy.  Later  he  became  Stu- 
dent Assistant  in  Gross  Anatomy  and  Instructor 
in  Gross  and  Surgical  Anatomy.  His  faculty  ap- 
pointments continued  through  internship,  at 
Multnomah  County  Hospital,  and  his  position  at 
the  Robert  C.  Coffey  Clinic,  assumed  after  his 
service  at  the  Hospital.  He  continued  as  Asso- 
ciate in  Anatomy  until  1934.  At  the  Clinic  he 
was  Clinical  Pathologist  but  spent  half  time  in 
internal  medicine.  He  was  one  of  the  survivors 
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of  an  airplane  crash  in  1933,  in  which  Dr.  Coffey 
was  killed. 

In  1934,  Dr.  Straumfjord  moved  to  Astoria, 
where  he  founded  the  Astoria  Clinic,  and  prac- 
ticed internal  medicine  until  1969.  During  these 
years  he  did  clinical  research  on  vitamin  A,  and 
conducted  his  own  continuing  medical  education 
by  an  extensive  reading  program.  His  library 
was  well  stocked  with  reference  volumes,  in- 
cluding a set  of  the  Great  Books,  and  a variety 
representing  the  catholicity  of  his  interests.  He 
continued  to  read  Latin,  studied  Greek  and  be- 
came interested  in  philosophy  and  religions. 
Among  others  he  studied  the  writings  of  Korzyb- 
ski,  Hayakawa,  Kierkegaard,  and  Buber.  Within 
the  past  year  he  had  completed  a course  in 
electronics  and  had  built  a color  television  set 
from  parts  suppied  in.  a kit.  Upon  planning  to 
donate  his  services  in  Honduras,  February  1967, 
in  a second  tour  with  the  Medico  program,  he 
learned  to  speak  Spanish.  His  first  service  for 
Medico  was  in  Algiers,  October,  1964.  He  was 
an  ardent  private  pilot  and  had  qualified  him- 
self to  fly  on  instruments.  He  was  a skillfid 
chess  player. 

Not  able  to  tolerate  the  idleness  of  retirement, 
he  accepted  the  challenge  of  hospital  inspection 
shortly  after  his  70th  birthday  and  spent  a month 
in  Chicago,  training  as  an  inspector  for  the  Joint 
Commission  on  Accreditation  of  Hospitals.  He 
was  on  assignment  for  the  Commission,  in  Den- 
ver, at  the  time  of  his  death. 

Dr.  Straumfjord  was  an  idealist  without  being 
a perfectionist.  He  knew  what  it  meant  to  be 
a physician  and  he  was  as  proud  of  his  profes- 
sion as  he  was  of  his  ancestry.  He  carried  his 
ideals  into  his  appointment  as  a member  of  the 
State  Board  of  Medical  Examiners,  of  which  he 
was  president  for  several  of  the  ten  years  he 
served,  1958-68.  The  Oregon  Board  has  both 
licensing  and  disciplinary  power  and  it  fell  to 
his  lot  to  exercise  his  legal  authority  on  several 


occasions.  He  did  so  with  firmness  but  with 
understanding  and  a remarkable  degree  of  sym- 
pathy for  those  not  quite  strong  enough  to  cope 
with  their  own  problems.  He  felt  richly  re- 
warded when  his  efforts  to  rehabilitate  were 
successful.  He  could  criticize  but  offered  criti- 
cism only  when  he  thought  it  might  be  helpful. 
And  he  could  become  angry  when  confronted 
with  injustice,  unfairness,  or  dishonesty. 

Dr.  Straumfjord  became  a member  of  the 
Board  of  Trustees  of  Northwest  Medical  Pub- 
lishing Association  in  1946  and  was  elected 
President  of  the  Board  in  1964.  His  leadership 
was  constructive  and  progressive.  He  was  re- 
sponsible for  reactivation  of  the  Editorial  Ad- 
visory Board  and  for  transferring  to  that  body 
the  responsibility  for  quality  of  the  scientific 
content  of  northwest  medicine.  With  this  and 
other  constructive  suggestions  he  created  an 
atmosphere  favorable  to  growth  and  develop- 
ment. 

He  was  a member  of  Aerospace  Medical  Asso- 
ciation, American  Society  of  Internal  Medicine, 
North  Pacific  Society  of  Internal  Medicine  and 
President  in  1958,  a Fellow  of  the  American 
College  of  Physicians,  and  member  of  a number 
of  community  organizations.  He  was  certified 
by  the  American  Board  of  Internal  Medicine 
in  1952.  He  was  a member  of  the  Board  of 
Trustees  of  Oregon  Physicians’  Service  for  10 
years  and  in  1968  was  awarded  a DAR  medal 
for  Americanism. 

Most  eloquent  testimony  to  his  skill  as  a 
teacher  and  leader  is  the  fact  that,  through  ad- 
miration and  respect,  his  three  sons  also  have 
dedicated  their  lives  to  the  practice  of  medi- 
cine, with  the  same  high  sense  of  responsibility 
to  others  that  was  so  characteristic  of  Jon  V. 
Straumfjord.  They  coidd  have  had  no  finer 
example. 

H.  L.  H. 
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GRASS  ROOTS  STIRRINGS 


Organized  Medicine  and  Politics 


A Medical  Student’s  View 

Labor  lobbyist,  physician,  welfare  mother,  attorney  — all  spoke  by  request  on 
Organized  Medicine  and  Politics.  They  presented  the  first  annual  “great  Decisions  in 
Medicine”  program,  a feature  of  the  fall  1968  OMA  meeting. 

Paul  Pennington  is  the  son  of  a physician.  He  is  a medical  student  at  the  University 
of  Oregon,  is  active  in  Student  American  Medical  Association  (SAMA)  affairs  and  is 
editor  of  the  student  paper,  Pulse. 


Mr.  Paul  Pennington:  I enjoyed  Dr.  Hennings- 
gaard’s  remarks  very  much  because  AMPAC  has 
developed  a powerful  technique  for  getting  things 
done.  But  medical  students  today  do  seriously  ques- 
tion the  friends  of  medicine  which  AMPAC  helps 
elect  and  this  is  why  I am  going  to  be  talking 
primarily  about  legislation. 

I am  going  to  be  talking  about  what  medical 
students  feel  about  the  philosophy  of  medicine,  and 
about  health-care  delivery. 

I am  not  going  to  be  talking  about  what  tech- 
nique we  use  to  accomplish  things  because,  hope- 
fully, someday  we  will  be  able  to  help  Dr.  Hennings- 
gaard  use  the  techniques  which  he  has  so  admirably 
built. 

An  occurrence  was  related  to  me  this  morning 
by  Dr.  Henningsgaard,  and  that  is  that  one  of  the 
friends  of  national  SAMA  has  recently  gotten  into 
a little  bit  of  trouble.  It’s  Dr.  Quentin  Young,  who 
is  past-president  of  the  Medical  Committee  on  Hu- 
man Rights  and  is  also  one  of  the  national  advisors 
of  SAMA. 

SAMA  has  attempted  in  the  last  two  years  to  go 
through  a reorganization  and  to  start  becoming 
active  in  student  affairs  throughout  the  nation  and 
at  the  individual  medical  schools.  One  of  the  things 
we  have  attempted  to  do  is  to  acquire  national  ad- 
visors who  can  speak  to  us  from  all  different  angles. 
Among  the  advisors  are  Dr.  Hoyt  Gardner,  who  has 
been  very  active  in  the  formation  of  AMPAC,  and 
Dr.  Quentin  Young,  who  is  perhaps,  you  might  say, 
at  the  other  extreme  from  the  Medical  Committee 
on  Human  Rights. 

I think  the  thing  that  should  run  through  your 
mind  when  I start  talking  about  my  ideas,  and  the 
ideas  of  national  SAMA,  is  whether  or  not  I am 
representative  of  the  medical  students;  whether  or 
not  really  there  are  any  more  students  like  this 
crazy  fellow  who  has  had  it  real  good  since  he  came 
into  this  world,  and  perhaps  has  not  encountered 
many  of  the  things  which  doctors  have.  I think  the 
answer  is  a qualified  “Yes.” 

The  students  at  Oregon,  I think,  are  quite  typical 
of  those  across  the  country.  I’d  say  that  about  fifty 


percent  are  activists  or  interested  in  getting  involved 
in  some  activity,  and  about  fifty  percent  aren’t. 
Of  the  fifty  percent  who  aren’t,  there’s  a split  right 
down  the  middle  as  to  what  their  brand  of  organized 
medicine  is  going  to  be. 

I think  that  some  of  the  projects  which  the  stu- 
dent groups,  the  student  health  organizations  and 
the  Student  American  Medical  Association  have 
started  to  become  involved  in,  are  representative  of 
the  majority  of  medical  students.  For  example,  at 
our  particular  school,  we  have  become  active  in 
trying  to  reverse  a policy  which  allows  no  political 
speakers  on  the  campus.  This  is  merely  an  indication 
that  we  want  to  be  educated  about  politics— nothing 
more  than  that. 

Nationally,  I am  chairman  of  the  medical  com- 
mittee on  medical  trends.  We  are  going  to  be  study- 
ing this  year  the  possibility  of  fellowships  for  medical 
students.  We  have  been  specifically  instructed  by 
the  House  of  Delegates  to  come  up  with  some  sort 
of  proposal  in  favor  of  such  fellowships  which  will 
then  be  taken  to  Congress  by  our  national  officers 
and  presented  to  various  friends  of  medicine.  And 
also,  nationally,  and  perhaps  this  is  the  most  impor- 
tant area  that  medical  students  are  interested  in,  is 
the  area  of  community  help.  We  have  heard  two 
people  talk  specifically  to  it,  Dr.  Goodman  and  Mrs. 
Lyday,  and  I think  this  is  an  area  where  medical 
students  are  becoming  and,  I think,  always  have 
been,  very  interested.  Dr.  McGill  once  told  a group 
of  medical  students  who  met  and  were  talking  about 
some  of  the  problems  in  Portland,  that  every  doctor 
has  a missionary  streak.  Now  I really  think  that’s 
true,  and  perhaps  this  generation  of  doctors  is 
being  a little  bit  more  activist  about  pushing-I’m 
not  sure.  But  we  are  interested  in  the  health  care 
delivery  system  and  in  being  in  on  the  planning 
of  such  a system.  The  majority  of  the  students  in  my 
class  and  in  the  class  behind  me,  (I  can’t  really 
speak  authoritatively  about  the  classes  before  me) 
are  aware  that  the  consumers,  the  majority  of  Amer- 
icans, are  starting  to  take  more  and  more  interest 
in  their  health  care  and  that  they  want  changes. 

continued  on  page  663 
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oducing  alginates  to  antacids 


in  taste 


Derived  from  seaweed,  and  long  used  to  impart 
velvety  consistency  to  foods,  alginates— a Warner- 
Chilcott  contribution  to  antacid  palatability— help 
1 ) erase  the  chalkiness  and  grittiness  found  with  some 
other  antacids;  2)  dispel  unpleasant  aftertaste.  Like 
ice  cream,  Gelusil-M  is  smooth  and  creamy;  and  it  has 
a cool  mint  flavor.  Thus,  for  your  patients  Gelusil-M 
is  excellent  to  start  on  and  easy  to  stay  on. 


See  next  page  for  prescribing  information  ^ 


introducing 

GELUSIL-M 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 

•U.S.  Potent  No.  3,326,755 

a consistent  buffering  anticostive1  antacid 

tAvoids  constipation. 


ELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


GelusiP-M  Liquid 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 


Pleasant  mint  flavor. ..ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


continued  from  page  660 

Unfortunately,  it  only  takes  fifty-one  percent  to  pass 
legislation,  so  they  are  probably  going  to  get  changes 
sooner  or  later.  We  want  to  be  in  on  the  planning. 
We  are  interested  in  talking  with  them,  finding 
out  what  their  needs  are,  and  then  in  attempting  to 
design  some  sort  of  program  that  will  be  beneficial 
to  both  of  us. 

We  are  also  concerned  about  economics  versus 
the  delivery  of  care  itself;  whether  or  not  they  can 
be  separated.  These  are  also  areas  that  the  AM  A 
and  Dr.  Henningsgaard  are  interested  in.  Unfortu- 
nately these  are  areas  where  we  haven’t  heard  what 
you  are  thinking  about. 

You  have  heard  today  a little  about  my  ideas 
on  the  subject.  Those  of  you  who  subscribe  to  the 
student  newspaper  have  read  in  the  last  couple 
of  issues,  and  certainly  in  the  coming  issues  you 
will  hear  more  about  what  other  students  think 
about  these  problems. 

But  perhaps  the  most  important  thing  I want 
to  stress  today  is  that  we  want  to  hear  what  you 
are  thinking  about.  When  we  start  talking  about 
problems  we  have  an  awful  lot  of  ideas  and  a fair 
amount  of  enthusiasm,  not  too  much  time,  and  zero 
experience. 


Perhaps  that  last  is  one  of  the  most  important 
ingredients  that  we  need. 

I can  guarantee  you  that  we  are  not  going  to 
accept  everything  you  say,  and  I can  also  guarantee 
that  we  will  be  wrong  about  fifty  percent  of  the 
time,  but  it’s  going  to  be  very  helpful,  I think,  to 
us,  and  I’m  sure,  to  Dad’s  blood  pressure,  if  we  do 
start  talking.  We’ll  try  to  listen  (we’ve  become 
somewhat  adept  at  that).  I am  somewhat  surprised 
to  find  that  physicians  are  interested  in  listening  too. 

As  for  involvement  in  politics  per  se,  we  are  not 
going  to  form  a SAMAPAC,  at  least  I don’t  think 
we  are— our  committee  recommended  against  it— 
because  we  don’t  have  the  money,  the  time,  the 
energy  or  the  technique  to  become  involved  directly 
in  electing  people,  or  in  influencing  legislation.  We 
do  want  to  become  educated  about  the  issues;  we 
do  want  to  see  all  the  different  views,  and  we  want 
to  try  to  promote  concern  in  those  medical  students 
who  aren’t  concerned,  and  try  to  promote  activism 
in  those  medical  students  who  are  concerned  but 
aren’t  doing  anything  about  it. 

I think  that  perhaps  through  dialogue  between 
you  who  are  out  there  where  we  would  like  to  be, 
and  we  who  are  back  where  maybe  some  of  you 
would  like  to  be,  we  can  accomplish  a great  deal. 


The  audience  wrote  the  following  notes  in  response: 


Restores  my  faith  in  young  people!  He  mentions  lack  of  time.  We  all  need 
more  time,  much  more  time.  Too  much  is  happening  and  the  complexity  of  it  all—! 

He  places  Dr.  Gardner  as  far  right  as  Dr.  Young  is  left.  He  should  not  think 
of  Dr.  Gardner,  who  is  one  of  the  great  center,  as  a member  of  the  far  right  fringe. 

He  has  apparently  listened  carefully  to  Mrs.  Lyday  and  Dr.  Goodman.  He  should 
listen  just  as  carefully  to  Dr.  Pennington  and  Mrs.  Pennington,  even  though,  like 
most  adolescents,  he  is  trying  to  cut  the  apron  strings. 

Are  you  (SAMA)  going  to  advocate  designing  the  health-care  delivery  system 
around  the  10  percent  of  the  population  who  are  poor? 

Very  good! 

He  told  us  that  50  percent  of  the  U of  O medical  students  are  interested  in  being 
activists.  His  imploring  editorials  in  “Pulse”  indicate  a markedly  lower  percentage. 

1.  Remember,  people  don’t  get  sick  on  schedule. 

2.  Certain  persons,  on  a volitional  basis,  enjoy,  expect  and  feel  they  have  a 
right  to  enjoy  illness. 

3.  Medical  care  is  a continuous  process  till  the  patient  is  returned  to  community 

life. 

Thanks— you’re  on  the  right  track.  We  need  your  vision  and  your  enthusiasm. 

“ Zero  experience.”  Be  careful  not  to  reject  experience  simply  because  such 
experience  does  not  meet  with  your  present  views.  Signed,  an  experienced  M.D.  who 
is  not  old  and  not  status  quo. 

This  paper  closes  the  1968  series. 

What  part  should  Organized  Medicine  play  in 
Legislation  and  Politics?  Should  we  support  candi- 
dates with  dues  we  collect  from  all?  Or  should  we 
become  so  inactive  and  cautious  that  we  don’t  even 

THE  GRASS  ROOTS  COMMITTEE 


speak  on  public  health  measures? 

Our  course  lies  somewhere  between.  Delegates 
will  form  a policy  statement  in  October,  1969.  Speak 
up!  Help  make  policy  express  your  own  highest 
views  of  what  we  can  be. 
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a clinical 
situation  for 

Valium  (diazepam): 


psychic  tension... 
and  irritable  colon 

Included  in  the  therapeutic  regimen  ,Valium  (diazepam) 
relieves  psychic  tension  and  helps  lessen  G.I. complaints. 


The  pronounced  calming  action 
of  Valium  (diazepam)  is  generally 
evident  within  the  first  days  of 
therapy. . . proper  maintenance 
dosages  seldom  dull  the  senses  or 
interfere  with  functioning . . . the 
h.s.  dose,  added  to  the  t.i.d.  sched- 
ule, helps  relieve  insomnia  in- 
duced by  psychic  tension. 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pa- 
thology, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis,  stiff- 
man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under 


6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  have 
occurred  following  abrupt  discontinu- 
ance. Keep  addiction-prone  individuals 
under  careful  surveillance  because  of 
their  predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  ten- 
dencies. Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 


amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyper- 
excited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Valium®  (diazepam) 

2-mg,  5 -mg,  10-mg  tablets 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


F.  DOUGLAS  DAY,  M.D. 


Portland  Physician  Certified  Professional 
Parliamentarian 

F.  Douglas  Day,  Portland,  was  recently  certified 
as  a Professional  Parliamentarian  by  the  American 
Institute  of  Parliamentarians,  a national  organization 
dedicated  to  the  improvement  of  parliamentary  pro- 
cedure in  the  United  States. 

Dr.  Day  served  as  official  Parliamentarian  at  the 
Oregon  Medical  Association’s  Midyear  House  of 
Delegates  meeting  in  April. 

l/OMS  Graduates  Honor  Four  Professors 

Robert  Meechan  received  the  Allen  J.  Hill  Award 
for  teaching  excellence  for  the  fourth  time  at  the 
University  of  Oregon  Medical  School’s  Senior  Ban- 
quet. The  honor  was  bestowed  by  the  Class  of  1969 
at  the  School.  Dr.  Meechan,  an  associate  professor 
of  pediatrics,  is  the  only  individual  to  be  so  acknowl- 
edged by  four  UOMS  graduating  classes. 

Robert  Cooper,  professor  of  pathology,  received 
the  award  for  a third  time.  The  Hill  Award  is 
granted  to  an  instructor  of  basic  science  and  to  an 
instructor  of  clinical  science  by  each  graduating 
class. 

Howard  Stearns  and  Anthony  Gallo  were  also 
honored  at  the  Senior  Banquet  ceremonies.  Dr. 
Stearns  received  the  Oliver  M.  Nisbet  Award  for 
outstanding  contributions  as  a volunteer  faculty 
member.  Dr.  Gallo  was  designated  outstanding 
junior  faculty  member  and  recipient  of  the  D.W.E. 
Baird  Award. 

OMA  Life  Insurance  Program  Gains 
Counselor 

Mr.  Charles  L.  Slane,  an  insurance  counselor  for 
more  than  thirty  years,  has  joined  in  association 
with  Mr.  J.  B.  Nibley  and  Mr.  J.  H.  Herrle,  profes- 
sional counselors  for  the  Oregon  Medical  Associa- 
tion’s endorsed  Group  Life  Program. 

Mr.  Slane’s  varied  career  includes  service  as  exec- 
utive vice  president  of  an  insurance  company  in  the 


Philippines,  ten  years  as  General  Agent  in  Oregon 
for  a national  insurance  company,  and  an  active 
career  in  the  U.S.  Naval  Reserve.  During  World 
War  II,  he  was  a Japanese  prisoner  of  war.  Mr. 
Slane  was  commanding  officer  of  the  Naval  Reserve 
in  the  Philippines  upon  his  retirement. 

Osteopath  Program 

Southern  Oregon  Society  of  Osteopathic  Physi- 
cians and  Surgeons  will  present  a program  of 
“Pharmacology  and  Fluid  and  Electrolyte  Balance” 
August  15-17,  in  Medford,  Oregon. 

Speakers  for  the  meeting  will  be: 

john  h.  karam,  m.d.,  Assistant  Professor  of  Medi- 
cine, in  Residence,  University  of  California  School 
of  Medicine,  San  Francisco. 

Bertram  g.  katzung,  m.d.,  Associate  Professor 
and  Vice  Chairman,  Pharmacology  and  Research 
Associate,  Computer  Center,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco. 

Howard  f.  morrelli,  m.d..  Assistant  Professor 
of  Medicine  and  Pharmacology,  in  Residence,  Uni- 
versity of  California  School  of  Medicine,  San  Fran- 
cisco. 

Joseph  sabella,  m.d.,  Associate  Pathologist  and 
Director  of  the  Clinical  Laboratory,  St.  Joseph’s 
Hospital,  San  Francisco.  ■ 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Washington  State  Medical  Association — 444  n.e.  ravenna  bivd.,  Seattle,  Washington  98ns 


president  William  E.  Watts,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  14-17,  1969,  Seattle 


OFFICIAL  PUBLICATION 

In  compliance  with  Article  XII,  this  revision  of  the  Constitution  was 
presented,  in  writing,  to  the  House  of  Delegates  at  the  1968  meeting.  Final 
action  will  be  taken  at  the  1969  meeting.  Publication  in  two  issues  of  the 
Associations  official  journal  is  required. 

The  proposed  Constitution,  as  revised,  appears  in  the  column  on  the  left. 
Explanation  and  comments  appear  in  the  narrower  column  on  the  right.  This 
is  the  first  of  the  two  required  publications. 


Revised  Constitution 

ARTICLE  I — NAME 

The  name  of  this  Association  is  the  Washington  State  Medical 
Association. 

ARTICLE  II  — OBJECTS 

The  objects  of  this  Association  are  to  promote  the  art  and  science 
of  medicine  and  the  betterment  of  public  health. 

ARTICLE  III  — MEMBERSHIP 

Section  1.  Classes  of  Membership.  The  membership  of  this  Asso- 
ciation is  composed  of 

(a)  Active  Members 

(b)  Honorary  Members 

(c)  Associate  Members 

(d)  Affiliate  Members 

(e)  Non-Citizen  Members 

Section  2.  Active  Members.  The  Active  members  of  this  Associa- 
tion are  all  the  members  in  good  standing  in  the  component  societies 
who  by  the  qualifications  herein  specified  hold  full  rights  of  active 
membership  in  the  components,  and  for  whom  the  required  annual 
dues  or  special  assessments  have  been  received  by  the  Secretary- 
Treasurer  of  this  Association  in  accordance  with  the  applicable  pro- 
visions of  the  Bylaws,  excepting  when  they  are  exempt  from  the 
payment  of  dues  as  provided  under  Chapter  II,  Sections  4 and  5 of 
the  Bylaws. 

Section  3.  Honorary  Members.  The  Honorary  members  are  all 
those  active  members  who  at  the  age  of  seventy  (70)  have  been  in 
good  standing  in  one  or  more  constituent  Associations  of  the  Ameri- 
can Medical  Association  for  thirty  (30)  consecutive  years  or  more, 
and  by  or  for  whom  Honorary  status  has  been  requested  when  they 
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Comment 

Article  I — Name 
No  Change. 

Article  II  — Objects 
No  Change. 

Article  III  — Membership 
One  new  membership  class  is 
added:  Associate  Members,  Sec- 
tion 4 

The  Associate  Member,  Section 
4,  classification  would  make  pro- 
vision for  physicians  who  are  not 
engaged  in  private  practice  but 
who  are  full-time  employees  of 
such  organizations  as  those  listed 
in  the  new  Section.  At  least  one 
County  Medical  Society  now  has 
provision  in  its  Bylaws  for  this 
type  of  salaried  member  who  pays 
dues  in  a lesser  amount  than  those 
of  active  members,  as  determined 
by  the  component  society  with  re- 
spect to  county  dues.  Only  mem- 
bers of  County  Medical  Societies 
are  eligible  for  membership  in  the 
Washington  State  Medical  Asso- 


£ 


are  so  qualified.  Honorary  members  shall  have  all  the  rights  and 
privileges  of  active  members,  but  they  shall  not  be  subject  to  pay- 
ment of  annual  dues  and  special  assessments. 

Section  4.  Associate  Members.  An  Associate  member  is  a physician 
who  does  not  elect  to  become  an  active  member,  but  who  possesses 
all  the  qualifications  herein  specified,  except  that  a license  to  prac- 
tice medicine  is  not  required,  and  who 

(a)  is  either  a physician  in  active  service  with  the  United  States 
Army,  Navy,  Air  Force,  Public  Health  Service  or  Veterans  Adminis- 
tration, or  a full-time  member  of  the  teaching  staff  of  the  School  of 
Medicine  of  the  University  of  Washington,  or  a full-time  employee 
of  a County  Health  Department,  or  a full-time  employee  of  the 
Washington  State  Department  of  Health,  or  engaged  in  full-time 
medical  administration,  or  is  a full-time  employee  in  industrial  medi- 
cine, or  a full-time  employee  as  a physician  or  a medical  administrator 
in  a local,  state,  or  federal  government  agency,  or  is  engaged  in  full- 
time medical  research; 

(b)  does  not  engage  in  private  practice; 

(c)  is  elected  to  a comparable  classification  of  membership  in  a 
component  society. 

Section  5.  Affiliate  Members.  The  Affiliate  members  of  this  Asso- 
ciation are  all  of  the  affiliate  members  in  good  standing  in  the  com- 
ponent societies,  and  are  physicians  who  are  not  affiliated  with  any 
other  state  association,  and  are  not  engaged  in  any  private  practice 
of  medicine,  but  who  are  engaged  in  formal  postgraduate  medical 
training  in  institutions  approved  by  the  Council  on  Medical  Edu- 
cation of  the  American  Medical  Association.  Affiliate  members  shall 
not  be  subject  to  the  payment  of  dues  and  special  assessments  nor 
be  required  to  hold  a license  to  practice  medicine  and  surgery  in  the 
State  of  Washington. 

Section  6.  Non-Citizen  Members.  Non-citizens  who  possess  all  of 
the  qualifications  for  membership  may  be  admitted  to  active  member- 
ship in  a component  society  provided  they  file  with  their  application 
a declaration  of  intention  to  become  a citizen  of  the  United  States. 
Such  membership  shall  be  held  for  not  more  than  a total  of  five  (5) 
years,  and  shall  terminate  six  months  after  admission  to  citizenship. 

Section  7.  Qualifications  for  Membership.  To  qualify  for  Active 
membership  a physician  must 

(a)  hold  the  degree  of  Doctor  of  Medicine  or  Bachelor  of  Medicine 
which  has  been  issued  by  an  institution  approved  by  the  Washington 
State  Board  of  Medical  Examiners,  or  the  Board  of  Trustees  of  the 
Washington  State  Medical  Association,  or  the  degree  of  Doctor  of 
Osteopathy  in  such  instances  as  the  Board  of  Trustees  deems  specifi- 
cally warranted  after  individual  evaluation  of  the  applicant’s  total 
educational  background,  including  postgraduate  training  and  ex- 
perience and  professional  attributes,  except  that  a component  society 
may  in  its  discretion  continue  in  active  membership  a physician  not 
possessing  the  qualifications  just  stated,  but  who  was  an  active  mem- 
ber in  good  standing  of  the  Association  prior  to  the  adoption  of  this 
Constitution; 

(b)  be  licensed  to  practice  medicine  and  surgery  in  the  State  of 
Washington,  or  licensed  to  practice  osteopathy  and  surgery  in  the 
State  of  Washington; 

(c)  reside  or  practice  in  the  territorial  jurisdiction  of  a component 
society,  except  as  the  Bylaws  of  this  Association  may  otherwise 
provide; 

(d)  abide  by  the  Code  of  Ethics  of  the  American  Medical  Asso- 
ciation; 

(e)  not  practice  or  claim  to  practice  any  school  or  system  of 
sectarian  medicine  or  healing. 


continued  on  page  669 
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ciation  and  Associate  Members 
would  be  accepted  in  the  Asso- 
ciation only  in  those  cases  where 
the  appropriate  County  Medical 
Society  had  chosen  to  amend  its 
Bylaws  to  include  Section  4.  Asso- 
ciate Members  would  not  have  the 
right  to  hold  office  or  to  vote  and 
the  WSMA  House  of  Delegates 
would  establish  the  amount  of 
WSMA  dues  for  Associate  Mem- 
bers. 


Section  5,  Affiliate  Members, 
contains  a change  in  the  form  of 
an  insertion  “ and  are  not  engaged 
in  any  private  practice  of  medi- 
cine.” The  words  “on  Hospitals” 
are  dropped  in  the  revision  of  this 
Section  as  they  no  longer  are  in- 
cluded in  the  title  of  the  AMA 
Council  on  Medical  Education. 


Added  to  Article  III,  is  Section 
7— Qualifications  For  Membership 
which  formerly  was  contained  in 
Article  IV,  Section  4(c)  and  is 
moved  into  Article  III  to  provide 
for  a more  logical  sequence.  There 
is  one  very  important  change  in 
paragraph  (a)  of  the  new  Section 
7 of  Article  III.  There  is  new  lan- 
guage recommended,  as  follows: 
“or  the  degree  of  Doctor  of  Osteo- 
pathy in  such  instances  as  the 
Board  of  Trustees  deems  specifi- 
cally warranted  after  individual 
evaluation  of  the  applicant’s  total 
educational  background,  including 
postgraduate  training  and  exper- 
ience and  professional  attributes,”. 
Paragraph  (b)  likewise  has  new 
added  language  to  conform  with 
paragraph  (a),  as  follows:  “or  li- 
censed to  practice  osteopathy  and 
surgery  in  the  State  of  Washing- 
ton.” 
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ARTICLE  IV  — COMPONENT  SOCIETIES 

Section  1.  Defined.  The  component  societies  of  this  Association 
consist  of  those  medical  societies  representative  of  the  medical  pro- 
fession of  a county  or  group  of  counties  which  hold  charters  from 
this  Association  that  are  in  full  force  and  effect. 

Section  2.  Life  of  Charters.  All  charters  issued  by  this  Association 
continue  in  full  force  and  effect  until  revoked  as  provided  in  the 
Bylaws.  This  Association,  however,  shall  have  the  right,  without 
revoking  a charter,  to  suspend  some  or  all  of  the  rights  and  privileges 
of  a component  society  for  the  causes  and  in  the  manner  provided 
in  the  Bylaws. 

Section  3.  Charters.  The  Board  of  Trustees,  with  the  approval  of 
the  House  of  Delegates,  may  charter  as  a component  society  a medical 
society  representative  of  the  medical  profession  of  a county  as  cir- 
cumstances may  dictate  or  as  seems  desirable.  No  charter  shall  be 
issued  with  respect  to  a county  in  which  a component  society 
previously  chartered  has  territorial  jurisdiction  except  that  when- 
ever an  increase  in  membership  warrants,  an  additional  component 
county  society  may  be  chartered  within  the  previous  territorial  juris- 
diction of  an  existing  component  society  composed  of  two  or  more 
counties. 

Section  4.  Limitations.  Component  societies  are  subject  to  the 
following  limitations: 

(a)  The  Constitution  and  Bylaws  of  this  Association,  and  the 
amendments  thereto  which  may  be  adopted  in  the  future,  are  the 
supreme  law  of  the  component  societies.  Insofar  as  the  Constitution 
or  Bylaws  of  a component  society  are  contrary  to  or  inconsistent 
with  the  Constitution  or  Bylaws  of  this  Association,  the  Constitution 
or  Bylaws  of  the  component  society  are  void  and  of  no  effect. 

(b)  The  Constitution  or  Bylaws  or  any  amendment  thereto  of  a 
component  society  shall  not  become  effective  until  approved  by  the 
Board  of  Trustees  of  this  Association.  If  a proposed  Constitution  or 
Bylaws  or  an  amendment  thereto  is  disapproved  by  the  Board  of 
Trustees,  the  affected  society  may  appeal  to  the  House  of  Delegates 
at  its  next  regular  session  and  the  Board  of  Trustees  must  act  on 
the  matter  according  to  the  instructions  of  the  House. 

(c)  A component  society  may  admit  to  Active  membership  or  con- 
tinue in  such  membership  only  such  physicians  as  are  licensed  to 
practice  medicine  and  surgery  in  the  State  of  Washington,  or  licensed 
to  practice  osteopathy  and  surgery  in  the  State  of  Washington,  and 
only  if  such  physicians  are  qualified  for  membership  under  the  Con- 
stitution and  Bylaws  of  this  Association. 

Section  5.  Discipline.  A component  society  may  expel,  suspend, 
censure,  or  otherwise  discipline  a member  for  such  causes  and  under 
such  procedure  as  is  stated  in  the  society’s  Constitution  and  Bylaws, 
provided  a copy  of  the  charges  preferred  against  the  member  is  served 
on  him,  he  is  given  at  least  ten  days  to  prepare  his  defense,  and  a 
hearing  is  held  on  those  charges  at  which  he  is  afforded  a full  oppor- 
tunity to  be  heard  in  his  own  defense,  to  present  witnesses  and  other 
evidence  in  his  behalf  and  to  cross-examine  witnesses  and  to  rebut 
evidence  presented  to  sustain  the  charges.  However,  a component 
society,  if  its  Constitution  or  Bylaws  so  provide,  may  drop  from 
membership  any  member  in  arrears  with  respect  to  dues  for  six 
months  or  more  without  giving  notice  or  holding  a hearing  as  above 
provided.  A member  against  whom  disciplinary  action  has  been 
voted  by  a component  society  shall  have  the  right  to  appeal  to  the 
Board  of  Trustees  of  this  Association  and  eventually  to  the  Judicial 
Council  of  the  American  Medical  Association  under  such  rules  as 
those  two  bodies  may  adopt.  However,  the  disciplinary  action  voted 
by  the  society  shall  be  suspended  during  the  pendency  of  such  appeal 
or  appeals,  or  until  the  time  for  such  appeal  shall  have  elapsed,  if 

669 

Northwest  Medicine,  Jidy,  1 969 


Article  IV  — Component 
Societies 

Section  1 and  Section  2 are  un- 
changed. 


Section  3 is  unchanged  except 
that  the  first  paragraph  has  been 
deleted  because  it  is  no  longer 
applicable,  having  been  needed 
only  during  the  first  years  while 
the  Association  was  being  or- 
ganized. 


Section  4,  paragraphs  (a)  and  (b) 
are  unchanged.  New  paragraph  (c) 
and  its  placement,  with  changes, 
within  Article  III,  Section  7,  as 
discussed  immediately  above. 


Section  5— Discipline,  is  un- 
changed. It  previously  was  identi- 
fied as  paragraph  (d)  of  Section  4 
of  Article  IV. 


4 


no  appeal  be  taken.  If  appeal  be  taken,  and  if  the  appellant  unreason- 
ably delays  his  appeal  and  does  not  timely  prosecute  the  same,  then 
the  society,  to  prevent  further  delay,  may  fix  a date  when  such 
disciplinary  action  and  decision  shall  become  effective  notwithstand- 
ing such  appeal. 


One  year 
One  year 
Three  years 
One  year 
One  year 
Two  years 


Two  years 
One  year 


ARTICLE  V — OFFICERS 

Section  1.  Officers  Listed.  The  officers  of  this  Association  shall 
be  the  President,  President-Elect,  Immediate  Past  President,  Vice 
President,  Speaker  of  the  House  of  Delegates,  Secretary-Treasurer, 
Assistant  Secretary-Treasurer,  AMA  Delegates,  and  eighteen  (18) 
elected  Trustees,  four  (4)  of  whom  shall  be  elected  each  year  from 
each  trustee  district  as  hereinafter  provided,  and  ten  (10)  of  whom 
shall  be  elected  from  the  state  as  a whole  provided  that  not  more 
than  two  of  these  eighteen  elected  trustees  shall  be  elected  from  any- 
one component  society. 

Section  2.  Tenure  of  Officers.  The  House  of  Delegates  at  its  regu- 
lar annual  session  shall  elect  the  following  officers  to  serve  the  terms 
indicated: 

President-Elect 
Vice  President 
Secretary-Treasurer 
Assistant  Secretary-Treasurer 
Speaker  of  the  House  of  Delegates 
Two  AMA  Delegates 
Four  Trustees,  two  from  each  of  the 
two  trustee  districts  as 
hereinafter  provided 
Ten  Trustees,  State-at-Large 

These  officers  shall  assume  office  at  the  close  of  the  last  general 
meeting  of  the  annual  session  at  which  they  are  elected  and  shall 
serve  until  the  corresponding  period  of  the  annual  session  next  fol- 
lowing their  election,  except  in  the  case  of  those  Trustees  elected 
from  trustee  districts  and  they  shall  serve  until  the  second  annual 
session  next  following  their  election.  At  the  close  of  the  last  general 
meeting  of  the  annual  session  next  following  his  election,  the  Presi- 
dent-Elect shall  assume  the  office  of  President,  and  serve  as  such 
until  the  corresponding  period  of  the  following  annual  session  or 
until  his  successor  assumes  office.  At  the  annual  session  at  the  con- 
clusion of  which  the  term  of  the  Secretary-Treasurer  is  to  expire 
the  House  of  Delegates  shall  elect  a Secretary-Treasurer  to  serve  a 
term  of  three  years.  The  Secretary-Treasurer  shall  assume  office 
at  the  close  of  the  last  general  meeting  of  that  session  and  shall  serve 
until  the  corresponding  period  three  annual  sessions  hence. 

Section  3.  Vacancies — How  Filled.  If  before  the  expiration  of  the 
term  for  which  he  was  elected  the  President  or  President-Elect  dies, 
resigns,  is  removed,  or  becomes  disqualified,  the  Vice  President  shall 
succeed  to  the  office  vacated,  with  all  the  prerogatives  and  duties 
pertaining  to  the  office  as  though  he  had  been  elected  President  or 
President-Elect,  in  the  first  instance.  Vacancies  created  by  the  death, 
resignation,  or  removal  of  other  officers  and  vacancies  in  contingen- 
cies not  here  provided  for  shall  be  filled  by  appointment  by  the 
Board  of  Trustees  for  the  unexpired  portion  of  the  term,  or,  in  the 
case  of  vacancy  in  the  office  of  a Trustee  or  the  Secretary-Treasurer, 
until  the  next  session  of  the  House  of  Delegates,  at  which  time  the 
House  shall  elect  a successor  for  the  unexpired  portion  of  the  term. 

Section  4.  Officers — Qualifications.  To  be  eligible  for  election  or 
appointment  as  an  officer  of  this  Association,  a member  must  possess 
the  qualifications  required  by  the  Bylaws. 

ARTICLE  VI  — HOUSE  OF  DELEGATES 

Section  1.  General  Powers.  All  legislative  powers  of  the  Asso- 
ciation including  the  power  to  alter,  amend,  or  repeal  this  Constitu- 
tion and  the  Bylaws  is  vested  in  and  resides  in  the  House  of  Dele- 


Article  V — Officers 
Only  one  substantive  change  is 
suggested  in  this  Article.  This 
occurs  in  Section  1 where  the 
AMA  Delegates  are  listed  as  offi- 
cers. AMA  Delegates  have  always 
been  members  of  the  Board  of 
Trustees  but  have  never  been 
members  of  the  House  of  Dele- 
gates. They  become  members  of 
the  House  of  Delegates  by  virtue 
of  being  included  among  the  offi- 
cers of  the  Association.  Other  lan- 
guage changes  in  this  Section  are 
made  for  the  purpose  of  clarity. 


Article  VI  — House  of  Delegates 
The  only  change  is  the  deletion 
of  the  words  “ex  officio”  in  Section 
2,  paragraph  (b).  These  words 
have  become  meaningless  in  view 
of  the  fact  that  the  officers  have 
always  been  considered  to  be  and 
have  acted  in  the  capacity  of  full- 
fledged  members  of  the  House  of 
Delegates. 
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gates,  which  alone  shall  have  authority  to  determine  the  policies  of 
the  Association.  It  shall  elect 

(a)  all  the  officers; 

(b)  such  delegates  to  the  American  Medical  Association  as  the 
Association  may  be  entitled  to;  and 

(c)  the  elected  Committeemen. 

Section  2.  Composition.  The  House  of  Delegates  shall  be  com- 
posed of 

(a)  delegates  elected  by  the  component  societies,  each  component 
society  being  entitled  to  elect  one  delegate  for  each  fifty  active  mem- 
bers in  good  standing,  or  fraction  thereof,  who  enjoy  all  the  rights 
and  privileges  of  membership,  provided  each  component  society 
shall  be  entitled  to  elect  at  least  one  delegate,  and 

(b)  the  officers  of  the  Association  enumerated  in  Article  V,  Section 
1 of  this  Constitution. 

ARTICLE  VII  — BOARD  OF  TRUSTEES 

Section  1.  General  Powers.  The  Board  of  Trustees  shall  carry  out 
the  mandates  and  policies  of  this  Association  as  determined  by  the 
House  of  Delegates.  Subject  only  to  the  provisions  of  this  Constitu- 
tion or  Bylaws  and  all  resolutions  and  enactments  of  the  House  of 
Delegates  the  Board  has  full  and  complete  power  and  authority  to 
perform  all  acts  and  to  transact  all  business  for  or  on  behalf  of  the 
Association  and  to  manage  and  conduct  all  the  property,  affairs, 
work,  and  activities  of  the  Association. 

Section  2.  Composition.  The  Board  of  Trustees  shall  consist  of 
the  President,  President-Elect,  Vice  President,  the  Immediate  Past 
President,  Speaker  of  the  House  of  Delegates,  Secretary-Treasurer, 
Assistant  Secretary-Treasurer,  Chairman  of  the  Finance  Committee, 
Chairman  of  the  Commission  on  Government  Programs,  Delegates 
to  the  American  Medical  Association,  and  eighteen  (18)  elected 
trustees. 

Section  3.  Trustee  Districts.  The  component  Societies  represent- 
ative of  the  medical  profession  in  the  counties  stated  below  are 
designated  as  the  trustee  district  indicated: 

Eastern  District:  Lincoln,  Okanogan,  Douglas,  Chelan,  Grant,  Aso- 
tin, Walla  Walla,  Franklin,  Garfield,  Columbia,  Spokane,  Ferry, 
Stevens,  Whitman,  Adams,  Kittitas,  Klickitat,  Benton,  Yakima,  and 
Pend  Oreille. 

Western  District:  King,  Kitsap,  Clallam,  Pierce,  Lewis,  Clark, 

Cowlitz,  Wahkiakum,  Whatcom,  Thurston,  Mason,  Pacific,  Skamania, 
San  Juan,  Snohomish,  Island,  Grays  Harbor,  Jefferson  and  Skagit. 

Of  the  eight  (8)  trustees  elected  by  district  for  two  year  terms 
there  shall  be  four  (4)  from  the  Eastern  District  and  four  (4)  from 
the  Western  District.  Two  (2)  shall  be  elected  from  each  of  the 
two  districts  at  each  annual  meeting  to  provide  for  staggered  terms. 

ARTICLE  VIII  — SESSION  AND  MEETINGS 

Section  1.  Sessions  of  the  Association.  The  Association  shall  hold 
an  annual  session  at  such  place  as  the  House  of  Delegates  may 
designate  and  on  such  days  and  at  such  times  as  the  Board  of 
Trustees  may  determine. 

Section  2.  Sessions  and  Meetings  of  the  House  of  Delegates.  The 

regular  session  of  the  House  of  Delegates  shall  be  held  during  some 
part  or  parts  of  one  or  more  of  the  days  set  for  the  holding  of  the 
Association’s  annual  session.  The  House  of  Delegates  shall  be  called 
into  special  session  at  any  time  during  the  year  by  the  President 
on  the  written  request  of  fifteen  members  of  the  House  of  Delegates. 

Section  3.  Meetings  of  the  Board  of  Trustees.  The  Board  of  Trustees 
shall  meet  immediately  prior  to  or  during  the  Association’s  annual 
session  at  such  time  or  times  as  it  may  be  called  to  meet  by  the 
President.  The  President  may  call  a special  meeting  of  the  Board 
on  his  own  motion  and  must  call  a special  meeting  on  the  written 
request  of  nine  members  of  the  Board. 

continued  on  page  67 5 
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Article  VII  — Board  of  Trustees 
No  change  except  a new  closing 
paragraph  of  Section  3 to  clarify 
the  terms  of  Trustees  from  the 
Trustee  Districts. 


Article  VIII  — Sessions  and 
Meetings 

No  change  except  old  Section  2 
has  been  deleted  on  the  grounds 
that  it  is  unnecessary.  It  read: 
“Section  2.  General  Meetings.  Dur- 
ing the  annual  session  there  shall 
be  held  at  least  one  general  meet- 
ing open  to  all  registered  members 
and  guests.” 
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cated  in  hypersensitivity  to  the  drug  and  severe  renal  and 
)atic  diseases. 

ick  the  prescribing  information.  It's  summarized  on  the  next  page. 


Geigy 


A little  Hygrotorf  can  work  a long  diuretk  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Anti  hypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  anti  hypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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ARTICLE  IX  — FINANCE 

Section  1.  Raising  of  Funds.  Funds  for  conducting  the  affairs  of 
the  Association  may  be  raised 

(a)  by  such  annual  dues  from  Active  and  Associate  members  of 
this  Association  as  have  been  determined  by  the  House  of  Delegates 
during  any  regular  or  special  session. 

(b)  by  such  special  assessments  on  members  as  the  House  of  Dele- 
gates may  determine. 

(c)  by  voluntary  contributions,  devises,  bequests,  and  other  gifts; 

and 

(d)  in  any  other  manner  approved  by  the  House  of  Delegates. 

Section  2.  Fiscal  Year.  The  fiscal  year  of  this  Association  and  of 

its  component  societies  is  from  January  1 to  December  31  inclusive. 

Section  3.  Supervision.  Supervision  of  the  funds,  investments,  and 
expenditures  of  the  Association  is  vested  in  a Finance  Committee, 
which  shall  consist  of  three  members,  one  of  whom  shall  be  elected 
annually  for  a three  year  term  by  the  House  of  Delegates.  The 
Committee  shall  annually  designate  one  of  its  members  to  serve  as 
chairman.  The  Committee  itself,  or,  if  the  Bylaws  so  provide,  jointly 
with  such  committee  as  may  be  provided  in  the  Bylaws,  shall  annually 
prepare  a budget  of  the  Association’s  expenditures  for  the  ensuing 
year,  which  shall  be  presented  to  the  Board  of  Trustees  for  its 
approval  at  a meeting  of  the  Board  subsequent  to  the  annual  session 
but  prior  to  January  31,  of  the  following  year. 

Section  4.  Expenditure  of  Appropriations.  No  officer  or  committee 
shall  expend  any  money  not  provided  in  the  budget  as  adopted  or 
spend  any  money  in  excess  of  the  budget  allotment,  except  by  order 
of  the  Board  of  Trustees.  Unexpended  balances  remaining  in  the 
budget  allotment  at  the  end  of  the  fiscal  year  are  cancelled  auto- 
matically. 

ARTICLE  X — ETHICS 

The  Principles  of  Ethics  of  the  American  Medical  Association  in 
force  at  the  time  of  the  adoption  of  this  Constitution  and  as  they 
may  from  time  to  time  thereafter  be  amended  by  the  American 
Medical  Associaion,  are  the  Principles  of  Medical  Ethics  of  this 
Association  and  are  binding  on  its  members  and  on  its  component 
societies. 

ARTICLE  XI  — FORM  OF  ORGANIZATION 

This  Association  is  a corporation,  not  for  pecuniary  profit,  incor- 
porated in  July,  1909,  under  the  laws  of  the  State  of  Washington.  If 
in  the  future  the  House  of  Delegates  deems  the  course  advisable, 
the  Association 

(a)  may  be  incorporated  under  some  other  law  of  the  State  of 
Washington  relating  to  or  applicable  to  corporations  not  for  pecuniary 
profit  other  than  the  law  under  which  it  is  now  incorporated;  or 

(b)  may  have  its  corporate  status  dissolved  and  may  function  as 
an  unincorporated  association  or  under  such  other  form  of  organi- 
zation as  it  deems  best.  It  is  the  intent  of  the  members  of  this 
Association,  having  such  status  at  the  time  of  adoption  of  this 
Consitution  or  obtaining  such  status  thereafter,  that  their  respective 
rights  and  duties  as  members  of  this  Association  shall  be  determined 
and  governed  by  the  provisions  of  this  Constitution  and  the  Bylaws. 
In  the  event  that  any  provision  of  this  Constitution  or  the  Bylaws 
is  held  to  be  in  conflict  with,  contrary  to,  or  beyond  the  powers 
conferred  by  the  Articles  of  Incorporation  or  other  integral  part 
of  the  so-called  charter  of  the  corporation,  if  necessary  to  attain 
the  end  and  effectuate  the  intent  expressed  in  the  preceding  sentence, 
the  corporate  status  of  this  Association  may  be  dissolved. 

ARTICLE  XII  — AMENDMENTS 

This  Constitution  may  be  amended  in  whole  or  in  part  at  any 
annual  session  by  a two-thirds  vote  of  all  delegates  present  and 
voting  provided  that  prior  to  that  time  the  amendment 

(a)  has  been  presented  in  writing  at  open  meeting  of  the  House 
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Article  IX  — Finance 
A new  paragraph  (a)  is  recom- 
mended in  order  to  provide  for  the 
same  method  that  has  always  been 
employed  for  establishing  dues  and 
to  avoid  the  reprinting  of  the  By- 
laws whenever  a change  in  dues  is 
made  by  the  House  of  Delegates. 
The  new  language  also  includes 
reference  to  the  new  classification 
of  Associate  Members.  Otherwise, 
Article  IX  is  unchanged. 


Article  X — Ethics 
No  change. 


Article  XI  — Form  of 
Organization 
No  change. 


Article  XII  — Amendments 
No  change. 


* 


of  Delegates  at  the  previous  annual  session,  and 

(b)  thereafter  has  been  published  during  the  ensuing  year  in 
at  least  two  issues  of  the  Association’s  official  journal. 


ARTICLE  XIII  — RECALL 

Any  officer  of  the  Society  may  be  recalled  by  a vote  of  two- 
thirds  (2/3)  of  the  House  of  Delegates  in  regular  or  special  session. 
Any  Committee  Chairman,  Committeeman,  or  Officer  other  than 
those  elected  by  the  House  of  Delegates  may  be  recalled  by  a 
vote  of  two-thirds  (2/3)  of  the  Board  of  Trustees.  Any  member  of 
the  Washington  State  Medical  Association  who  has  lost  his  member- 
ship in  his  component  county  medical  society  shall  automatically 
lose  his  membership  in  the  Washington  State  Medical  Association. 


Article  XIII  — Recall 
This  is  a recommended  new 
addition  to  the  Constitution  to 
make  specific  provisions  for  recall 
procedures. 


1969  Annual  Meeting 

Preliminary  Program 

The  Washington  State  Medical  Association  Scientific  Program  Committee  has 
largely  developed  the  preliminary  program  for  the  General  and  Specialty 
Scientific  Sessions.  Some  changes  in  the  title  of  papers  and  speakers  may  be 
required  before  the  program  is  firm;  however,  the  scientific  program  is  tentatively 
scheduled  as  follows: 


GENERAL  SCIENTIFIC  SESSIONS 

Session  Chairmen:  Robert  W.  Simpson,  M.D.,  and 

Robert  M.  Levenson,  M.D.,  Seattle 

MONDAY  MORNING,  SEPTEMBER  15 
The  Hyperadrenergic  State— Albert  A.  Kattus,  Jr.,  M.D.,  Professor  of  Medicine, 
Chief,  Division  of  Cardiology,  Vanderbilt  University  School  of  Medi- 
cine, Nashville 

The  Modern  Treatment  of  Depression— Ge raid  L.  Kleman,  M.D.,  Associate  Pro- 
fessor, Department  of  Psychiatry,  Yale  University  School  of  Medicine, 
and  Director,  Connecticut  Mental  Health  Center,  New  Haven 


TUESDAY  MORNING,  SEPTEMBER  16 
Round  Table  Discussions 


Discussion  Leaders: 

Edwin  L.  Bierman,  M.D.,  Seatde 
John  R.  Blackmon,  M.D.,  Seattle 
Peter  T.  Brooks,  M.D.,  Walla  Walla 

Ernest  M.  Burgess,  M.D.,  Seattle 

Neal  E.  Ely,  M.D.,  Seattle 
George  A.  Hall,  M.D.,  Seattle 
Albert  A.  Kattus,  Jr.,  M.D.,  Nashville 
Walter  S.  Keifer,  Jr.,  M.D.,  Seattle 

Edith  L.  Potter,  M.D.,  Ft  Meyers, 
Florida 

Paul  J.  Sanazaro,  M.D.,  Bethesda, 
Maryland 


Subjects: 

Dietary  Fat— Fact  and  Fancy 
To  Be  Determined 

Post-Operative  Hemorrhage  From  the 
Gastro-lntestinal  Tract 
Reconstructive  Surgery  for  Arthritic 
Joints 

The  Problem  of  Alcoholism 
Everyday  Eye  Problems 
Prescriptions  for  Exercise  Programs 
Contraception— What’s  New  and  What’s 
Coming 

To  Be  Determined 

Problems  of  Head  and  Neck  Surgery 

continued  on  page  678 
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ms  now 

^ACCEPTING  MEDICAL 
REFERRALS 


Columbia  View  is  a 23-bed  hospital 
and  clinic  which  maintains  a positive 
reality-oriented  atmosphere 
tailored  to  psychiatric  care. 


24-hour  hospital  with 
facilities  and  staff  for 
complete  inpatient  and 
outpatient  care. 


Diagnostic  evaluations. 


Private  and  semi-private 
bedrooms. 


Treatment  modalities  for 
both  short  and  long-term 


care. 


Indoor  and  outdoor 
recreation. 


Special  programs 

for  day,  night  or  weekend 

hospitalization. 


Established  1969  ■ 5001  Columbia  View  Drive,  Vancouver,  Washington  98661 


.Park-like  site  has  a 
majestic  vista  of  the 
Columbia  River  and 
Portland,  Oregon. 


Staff  open  to  all 
qualified  physicians. 


Send  for  descriptive  illustrated 
brochure  and  pre-registration 
forms. 

■ Telephone:  (206)  694-8408 


continued  from  page  676 

Perinatal  Problems 

Problems  of  Head  and  Neck  Surgery 
Dysfunction  of  Ovulation  and  Men- 
struation 

Pediatric  Surgical  Problems 
Exposure  Probletns  in  the  Mountains 
Treatment  of  Everyday  Bacterial 
Infections 

Physicians  desiring  to  attend  Round  Table  Discussions  will  be  preregistered. 
A complete  list  of  discussion  subjects  and  registration  forms  will  be  mailed  to 
WSMA  members  in  August. 

Presentations 

False  Positive  and  False  Negative  Exercise  Electrocardiograms— Albert  A.  Kattus, 
Jr.,  M.D.,  Professor  of  Medicine,  Chief,  Division  of  Cardiology, 
Vanderbilt  University  School  of  Medicine,  Nashville 
Present  Status  of  Cardiac  Transplantation— Norman  E.  Shumway,  M.D.,  Professor 
of  Surgery,  Stanford  University  School  of  Medicine,  Stanford 

TUESDAY  AFTERNOON,  SEPTEMBER  16 
Exercise  Tests  and  Exercise  Programs— Albert  A.  Kattus,  Jr.,  M.D.,  Professor  of 
Medicine,  Chief,  Division  of  Cardiology,  Vanderbilt  University  School 
of  Medicine,  Nashville 

The  Role  of  the  Present  Day  Pacemaker—  Robert  D.  Conn,  M.D.,  Physician-in- 
Chief,  Harborview  Hospital,  Seattle 

Physiologic  Control  of  the  Transplanted  Heart— Norman  E.  Shumway,  M.D.,  Pro- 
fessor of  Surgery,  Stanford  University  School  of  Medicine,  Stanford 
The  Coronary  Care  Unit  in  Washington  Hospitals— Stephen  Yarnall,  M.D.,  As- 
sistant Professor,  Cardiology  Heart  Program  Planning,  University 
Hospital,  Seattle 

How  Should  Cardiology  Be  Taught— Paul  J.  Sanazaro,  M.D.,  Director,  National 
Center  for  Health  Service  Research  and  Development,  Department 
of  Health,  Education  and  Welfare,  Bethesda,  Maryland 

WEDNESDAY  MORNING,  SEPTEMBER  17 
OB-GYN  GENERAL  SCIENTIFIC  SESSION 
Session  Chairman:  Bernard  Gomberg,  M.D.,  Seattle 

Panel  on  Prevention  and  Treatment  of  Unwanted  Pregnancy 
Panel  Moderator:  Ronald  J.  Pion,  M.D.,  Seattle 

Panel  members  will  include  an  obstetrician,  psychiatrist  and  an  attorney. 
Panel  on  Drugs  and  Other  Agents  Inducing  Fetal  Malformations 
Panel  Moderator:  Thomas  H.  Sheppard,  M.D.,  Seattle 

Guest  Panelist:  Edith  L.  Potter,  M.D.,  Professor  of  Pathology  Emeritus, 

University  of  Chicago,  Chicago 
Panel  Members:  Philip  J.  Fialkow,  M.D.,  Seattle 

Ronald  J.  Lemire,  M.D.,  Seattle 

ANESTHESIOLOGY  SCIENTIFIC  SESSION 

Session  Chairman:  Robert  Kintner,  M.D.,  Wenatchee 
Emergency  Technician  Training  and  the  Anesthesiologist— Robert  Loehning, 
M.D.,  Seattle 

Bupivacaine— Daniel  C.  Moore,  M.D.,  Seattle 


William  A.  Silverman,  M.D.,  San 
Francisco 

Warren  F.  Smith,  M.D.,  Tacoma 
Leon  R.  Spadoni,  M.D.  and  William 
LeRoy  Heinrichs,  M.D.,  Seattle 
John  K.  Stevenson,  M.D.,  Seattle 
Otto  T.  Trott,  M.D.,  Seattle 
Marvin  Turek,  Seattle 
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Record  Keeping—  Daniel  C.  Moore,  M.D.,  Seattle 

Heat  Exchanger  for  Hypothermia  and  Hyperthermia— R.  Berg,  M.D.,  Spokane 
So  A Sponge  Is  Missing!  What  Do  We  Do  Now?— Richard  L.  Pokorny,  M.D., 
Spokane 

GENERAL  PRACTICE  SCIENTIFIC  SESSION 

Session  Chairman:  Russell  N.  Anderson,  M.D.,  Seattle 

Co-sponsored  by  Washington  Academy  of  General  Practice.  Program  is  accept- 
able for  41/2  prescribed  hours  by  the  American  Academy  of  General  Practice. 

MONDAY  MORNING,  SEPTEMBER  15 
The  Community  Mental  Health  Center— Gerald  L.  Klerman,  M.D.,  Associate 
Professor  of  Psychiatry,  Yale  University  School  of  Medicine,  New 
Haven 

How  to  Stay  Out  of  Trouble  with  Local  Anesthetics— John  E.  Steinhaus,  M.D., 
Professor  and  Chairman,  Department  of  Anesthesiology,  Emory  Uni- 
versity School  of  Medicine,  Atlanta  and  President-Elect,  The  American 
Society  of  Anesthesiology 

MONDAY  AFTERNOON,  SEPTEMBER  15 
Antibiotics  1969— David  M.  Perry,  M.D.,  Seattle 

Problems  in  the  Diagnosis  and  Treatment  of  Gonorrhea— Alf  H.  B.  Pedersen, 
M.D.,  Seattle 

Urological  Problems  in  Children  and  the  Newborn— Morton  Palken,  M.D.,  Seattle 
Common  Sense  Thyroidology— Robert  L.  Nielsen,  M.D.,  Seattle 
Management  of  Cutaneous  Trauma— Jordan  E.  Miller,  M.D.,  Seattle 


OPHTHALMOLOGY  SCIENTIFIC  SESSION 

Session  Chairman:  Charles  E.  Boylan,  M.D.,  Seattle 

MONDAY  MORNING,  SEPTEMBER  15 
Clinical  Studies  in  Disciform  Degeneration  of  the  Macula— Robert  E.  Kalina, 
M.D.,  Seattle 

Photocoagulation  of  Macular  Lesions  1— Robert  C.  Watzke,  M.D.,  Associate  Pro- 
fessor, University  of  Iowa  Medical  Center,  Iowa  City 
Four  Localizing  Neuro-Ophthalmologic  Signs— J.  Terrance  Coyle,  M.D.,  Kirkland 
Is  There  a Cure  for  Myopia?— Herschell  H.  Boyd,  M.D.,  Bellevue 
Discussant— Robert  H.  Bedrossian,  M.D.,  Vancouver 

MONDAY  AFTERNOON,  SEPTEMBER  15 
Refer  and  Registration  of  the  Blind— Jerome  R.  Dunham,  Ph.D.,  Chief,  State 
Services  for  the  Blind 

Photocoagulation  of  Macular  Lesions  (II)— Robert  C.  Watzke,  M.D.,  Associate 
Professor,  University  of  Iowa  Medical  Center,  Iowa  City 
Bimedial  Recession  vs.  Recession-Resection:  A Comparison  of  Surgical  Results— 
Allen  L.  Custer,  M.D.,  Seattle 

Film:  Normal  Anatomy  of  the  Peripheral  Retina— Robert  C.  Watzke,  M.D.,  Asso- 
ciate Professor,  University  of  Iowa  Medical  Center,  Iowa  City 

TUESDAY  MORNING,  SEPTEMBER  16 
A Second  Look  at  Cryosurgery— David  M.  Smith,  M.D.,  Seattle 
Immediate  All-Day  Wearing  of  Contact  Lenses  with  the  Use  of  Thin,  Moderately 
Small,  Stock  Lenses— Earl  L.  Barrett,  M.D.,  Seattle 
Corneal  Lattice  Dystrophy:  A Genetic  Study— Kim  Kaiser,  M.D.,  Seattle 
Diabetic  Retinopathy— Wood  Lyda,  M.D.,  Seattle 
Fluorescin  Angiophotography— Walter  C.  Petersen,  M.D.,  Seattle 
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Panel  on  Problems  of  the  Posterior  Retina 
Panel  Members:  Robert  C.  Watzke,  M.D.,  Iowa  City 

Robert  E.  Kalina,  M.D.,  Seattle 
Wood  Lyda,  M.D.,  Seattle 
Neil  F.  Thorlakson,  M.D.,  Seattle 

PEDIATRIC  SCIENTIFIC  SESSION 

Session  Chairman:  C.  Patrick  Mahoney,  M.D.,  Seattle 

MONDAY  AFTERNOON,  SEPTEMBER  15 
Exereise  Asthma  in  Children  and  Adolescents— William  E.  Pierson,  M.D.,  C.  War- 
ren Bierman,  M.D.,  and  Stanley  J.  Stamm,  M.D.,  Seattle 
Eustachian  Tube  Dysfunction  and  Hearing  Loss  in  Allergic  Children— C.  Warren 
Bierman,  M.D.,  and  William  E.  Pierson,  M.D.,  Seattle 
Pathogenesis  of  Clinically  Important  Urinary  Tract  Anomalies— Edith  L.  Potter, 
M.D.,  Professor  of  Pathology  Emeritus,  University  of  Chicago,  Chicago 
Conservative  Management  of  Ureteral  Reflux— Roy  Correa,  M.D.,  Seattle 
What  Has  Been  Learned  From  500  Renal  Biopsies  in  Children  with  Nephritis 
and  Nephrosis—  Robert  Hickman,  M.D.,  Assistant  Clinical  Professor 
of  Pediatrics,  U.  of  W.,  Seattle,  and  Gary  Striker,  M.D.,  Assistant 
Professor  of  Pathology,  U.  of  W.,  Seattle 
Comments  on  Dr.  Hickman's  Paper— Edith  L.  Potter,  M.D.,  Professor  of  Pathology 
Emeritus,  University  of  Chicago,  Chicago 
Currently  Used  Regimens  for  Treating  the  Respiratory  Distress  Syndrome  of 
the  Newborn— W.  Alan  Hodson,  M.D.,  Assistant  Professor  of  Pedi- 
atrics, U.  of  W.,  Seattle 

Follow-up  Studies  of  Infants  Surviving  the  Respiratory  Distress  Syndrome  and 
a Critique  of  Currently  Used  Regimens— William  A.  Silverman,  M.D., 
Professor  of  Pediatrics,  University  of  California,  San  Francisco 
Should  We  Use  Fluorescent  Light  in  the  Nursery— Richard  Wennberg,  M.D., 
M.D.,  Instructor  of  Pediatrics,  U.  of  W.,  Seattle 
Ten  Minute  Question  and  Answer  Period  on  Respiratory  Diseases  and  Hyper- 
bilirubinemia of  the  Newborn 

PSYCHIATRIC  SCIENTIFIC  SESSION 

Session  Chairman:  Ralph  G.  Victor,  M.D.,  Seattle 
A scientific  session  on  psychiatry  is  planned  for  Monday  afternoon,  Septem- 
ber 15.  Dr.  Gerald  L.  Klerman,  M.D.,  Associate  Professor,  Department  of 
Psychiatry,  Yale  University  School  of  Medicine,  and  Director,  Connecticut 
Mental  Health  Center,  New  Haven,  will  be  present  Monday  afternoon  for  the 
Scientific  Session.  In  addition,  Dr.  Klerman  will  be  guest  speaker  at  the  Monday 
evening  dinner  of  the  District  Branch  of  the  American  Psychiatric  Association. 

SPECIAL  COURSES  AND  SESSIONS 

MONDAY  AND  TUESDAY  MORNINGS,  SEPTEMBER  15-16 
Course  on  Water  and  Sodium 

Belding  H.  Scribner,  M.D.,  Seattle,  Professor  of  Medicine,  U.  of  W.  Hospital 
A four-hour  refresher  course  will  be  offered  which  will  deal  with  selected 
topics  related  to  the  bedside  management  of  fluid  balance  problems.  Particular 
emphasis  will  be  given  to  problems  of  sodium  and  water  needs. 

The  course  will  consist  of  two  2-hour  sessions  on  Monday  and  Tuesday. 
During  the  first  session  there  will  be  short  presentations  and  discussion  of  illus- 
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trative  cases.  Additional  illustrative  cases  will  be  distributed  for  study.  These 
will  be  discussed  during  the  second  2-hour  session. 

Course  limited  to  40  participants.  Registration  forms  will  be  mailed  to 
WSMA  members  in  August. 

MONDAY  MORNING,  SEPTEMBER  15 
Diagnosis  and  Management  of  Cyanosis  in  Newborn  Infants 
Panel  Moderator:  Warren  G.  Guntheroth,  M.D.,  Seattle 

Guest  Panelist:  William  A.  Silverman,  M.D.,  Professor  of  Pediatrics,  Univer- 

sity of  California  at  San  Francisco 
Panel  Members:  Alexander  H.  Bill,  Jr.,  M.D.,  Seattle 

David  H.  Dillard,  M.D.,  Seattle 
Paul  E.  Gerstmann,  M.D.,  Puyallup 
Henry  T.  Lang,  Jr.,  M.D.,  Spokane 
Keith  A.  Rodaway,  M.D.,  Seattle 
Opening  Remarks  by  Panel  Members— 

Differential  Diagnosis  of  Respiratory  Distress  in  Infants— Dr.  Silverman 
Cardiac  Differential  Diagnosis  of  Cyanosis  in  Infants— Dr.  Lang 
Urgent  Cardiorespiratory  Problems  in  the  Small  Community— Dr.  Gerstmann 
Advances  in  Cardiac  Surgery  in  Infants— Dr.  Dillard 
Management  of  Respiratory  Distress  Problems— Dr.  Rodaway 
Management  of  Surgical  Diseases  Causing  Respiratory  Distress—  Dr.  Bill 
Discussion  Among  Members  of  Panel  and  Audience 

MONDAY  AND  TUESDAY  MORNINGS,  SEPTEMBER  15-16 
Course  on  Cardiac  Work  Evaluation 

Robert  A.  Bruce,  M.D.,  Professor  of  Medicine,  University  Hospital,  Seattle 
A four-hour  course  will  be  offered  on  cardiac  work  evaluation.  The  emphasis 
will  be  on  an  overall  evaluation  of  the  heart  disease  patient  relative  to  his 
functional  capacity  and  his  vocational  capabilities  to  perform  productive  work. 

The  course  will  consist  of  two  2-hour  sessions  on  Monday  and  Tuesday. 
During  the  first  session  there  will  be  short  presentations  and  discussion  of  illus- 
trative cases.  Additional  illustrative  cases  will  be  distributed  for  study.  These 
will  be  discussed  during  the  second  2-hour  session. 

Course  limited  to  40  participants.  Registration  forms  will  be  mailed  to 
WSMA  members  in  August. 

TUESDAY  MORNING,  SEPTEMBER  16 
A Panel  On  Acquired  Cardiac  Disease 
Session  Chairman:  John  Paul  Shields,  M.D.,  Spokane 
Panel  Members:  K.  Alvin  Merendino,  M.D.,  Seattle 

J.  Ward  Kennedy,  M.D.,  Seattle 
Donald  Ballew,  M.D.,  Yakima 
G.  Hugh  Lawrence,  M.D.,  Seattle 
Gordon  A.  Logan,  M.D.,  Seattle 
Opening  Remarks  by  Panel  Members 
Discussion 


WEDNESDAY  MORNING,  SEPTEMBER  17 
Orthopedics  Course  on  Sports  Medicine:  Injuries  of  the  Knee 
Harry  H.  Kretzler,  Jr.,  M.D.,  Seattle  and  Ivar  W.  Birkeland,  Jr.,  M.D.,  Seattle 
The  purpose  of  this  course  is  to  present  a review  of  the  anatomy  and  physi- 
ology of  the  knee  and  to  present  the  current  concepts  in  prevention,  treatment 
and  rehabilitation  of  knee  injuries. 
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Emergency  Medical  Care  of  the  Critically  Injured 
Panel  on  Do  You  Panic  in  the  Emergency  Room 
Panel  Moderator:  David  W.  Anderson,  M.D.,  Seattle 
Opening  Remarks  by  Panel  Members: 

Recognition  and  Management  of  Shock— Panelist  to  be  Selected 
Cardio-Pulmonary  Resuscitation— (Speaker  or  Movie) 

Thoracic  Trauma— Philip  C.  Jolly,  M.D.,  Seattle 
Coma  Recognition  and  Management— Panelist  to  be  Selected 
Training  of  Inhalation  Therapist  and  Ambulance  Attendants— Robert  W.  Loehn- 
ing,  M.D.,  Seattle 

Experience  in  Handling  War  Casualties  and  Application  to  Civilian  Practices— 
David  Taft,  M.D.,  Seattle 

Panel  on  Practical  Means  of  Upgrading  Emergency  Room  Setup 
Panel  Moderator:  Gilbert  G.  Eade,  M.D.,  Seattle 

Topics: 

Experience  in  Other  Communities 

Inventory  Necessary  for  Adequate  Emergency  Room 

Training  of  Paramedical  Personnel 

a.  Emergency  Room  Nurses 

b.  Ambulance  Attendants 
Radio  Communication 

a.  Hospital  Administrator 

b.  Hospital  Council 
Involvement  of  Local  Physicians 
Responsibilities  of  Civic  Authorities 

SPECIAL  SCIENTIFIC  PROGRAMS 

RMP  Audio-Visual  Program 

MONDAY  THRU  WEDNESDAY,  SEPTEMBER  15-17 
New  approaches  to  continuing  medical  education  will  be  presented  with  the 
cooperation  of  the  Washington/Alaska  Regional  Medical  Program,  Education 
and  Support  Unit.  A room  will  be  set  aside  in  the  Hotel  to  demonstrate 
educational  equipment  that  physicians  may  utilize  at  their  convenience.  Staff 
assistants  will  be  available  to  help  select  recorded  material  and  to  operate  the 
machines. 

Films 

MONDAY,  SEPTEMRER  15 

A fortv-minute  film  entitled  “The  Transplanters”  will  be  shown  twice  Monday 
morning  preceding  the  General  Scientific  Session.  The  film  will  be  repeated 
on  three  occasions  Monday  afternoon  following  the  General  Scientific  Session. 
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HIGHLIGHTS 


WASHINGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING/  SEATTLE,  WASHINGTON  98105 


• Twelve  new  projects  to  get 
underway 

• New  members  expand  scope  of 
RAC 

• Sitka  and  Yakima  X-ray 
technicians  exchange  for  con- 
tinuing education 
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IEW  PROJECTS 

0 BEGIN  SOON 

A plan  to  save  "heart  attack"  victims 

1 reducing  the  time  between  the  am- 
ilance  call  and  the  application  of  coro- 
iry  care  treatment  by  a physician  will 
i tested  soon  in  the  Seattle  area. 

The  Mobile  CCU  Project  and  11 
her  new  pilot  studies  will  get  under- 
ay with  funds  from  a $300,000  grant 
W/ARMP  from  the  Department  of 
;alth,  Education  and  Welfare.  This 
/ard,  however,  represents  only  partial 
nding  for  the  projects  due  to  a short- 
e of  funds.  It  is  not  known  if  these 
idget  cuts  will  be  restored. 

Amounts  to  be  allocated  to  each  new 
oject  were  approved  by  the  Regional 
jvisory  Committee  at  its  June  21 
seting. 

New  projects  which  will  be  initiated 
on  in  the  Washington  and  Alaska  Re- 
in are: 

MOBILE  CORONARY  CARE  UNIT 

A Seattle  Fire  Department  "aid-car" 
iffed  by  a physician  will  be  equipped 
th  monitors,  defibrillators,  resuscita- 
rs  and  medication.  The  vehicle  will  be 
spatched  from  King  County  Harbor- 
;w  Hospital  to  help  suspected  myo- 
rdial  infarction  victims  as  well  as 
udden  collapse"  cases. 

Plans  include  training  firemen  to 
iff  the  unit  alone,  taking  radio  instruc- 
ts from  the  physician  who  will  be  re- 
ving  the  telemetered  ECG  in  the 
spital. 

continued  page  4 


MAJOR  DECISIONS  were  made  by  the  Regional  Advisory  Committee  last  month, 
including  approval  of  long-range  W/ARMP  goals,  new  members  and  grant  applications. 
Members  at  top  are:  Mrs.  Isabelle  Lamb,  Drs.  Gordon  Logan  and  Paul  Dygert.  Left: 
Drs.  Lucius  Hill,  Bob  Levenson,  Donat  Sparkman  and  Roland  Pinkham.  Right:  Drs. 
Donald  Rogers  and  Jon  Aase,  Alaska  RMP. 


mRMPSP OTUGHT  RAC  EXPANDS  MEMBERSHIP  SCOP 


Robert  Ogden 


When  the  talents  of  a young  life  in- 
surance executive  who  is  also  a mort- 
gage banker  and  a corporation  attorney 
are  turned  to  health  affairs,  dynamic 
leadership  is  the  inevitable  result.  The 
beneficiary  in  this  case  is  the 
Washington/Alaska  Regional  Medical 
Program. 

Robert  Ogden,  president  of  the 
North  Coast  Life  Insurance  Company, 
regards  health  care  as  his  legitimate  con- 
cern. He  is  a charter  member  of  the  Re- 
gional Advisory  Committee,  chairman 
of  its  Nominating  Committee  and  serves 
on  the  Executive  Committee. 

Ogden  also  headed  the  12-man  RAC 
Planning  Committee  which  developed 
the  long-range  goals  and  an  operational 
plan  for  the  Washington/Alaska  Region- 
al Medical  Program.  The  document, 
which  was  accepted  at  the  June  Region- 
al Advisory  Committee  meeting,  pro- 
vides for  strong  continuing  education  to 
close  the  "gaps"  in  professional  know- 
ledge and  permits  the  development  of  a 
program  to  eliminate  the  "gaps"  in  the 
coverage  and  utilization  of  medical  ser- 
vices. 

His  most  recent  appointment  was  to 
the  Joint  Conference  Committee  which 
consists  of  the  W/ARMP  Director,  Dean 
and  an  Associate  Dean  of  the  University 
of  Washington  School  of  Medicine,  and 
a RAC  member. 

Ogden  was  graduated  magna  cum 
laude  from  Harvard  College  in  1946, 
completed  the  veterans'  course  at 
Harvard  Graduate  School  of  Business 
Administration  and  graduated  from  the 
Yale  Law  School  in  1950.  He  practiced 
corporate  law  in  New  York  City  and 
Seattle  before  returning  to  Spokane, 
where  he  was  active  in  mortgage  and  in- 
surance businesses.  Four  years  ago,  he 
organized  his  own  life  company  which 
now  serves  1 1 western  states. 
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The  Regional  Advisory  Committee 
extended  its  membership  to  include  a 
university  president,  nursing  home  di- 
rector, urban  planner,  laboratory  techni- 
cian and  a research  consultant. 

Fourteen  new  members  were  elected 
at  the  June  28  meeting  bringing  the 
membership  total  to  38;  two  more  open- 
ings will  be  filled  soon.  Terms  of  mem- 
bership are  divided  equally  among  the 
committee  for  one,  two  or  three  years. 
Selection  for  length  of  term  is  done  on 
a random  basis. 

New  members  are:  Harold  Amoss, 
Ph.D.,  UW  professor  of  urban  planning; 
Sam  Kinville,  government  affairs  direc- 
tor, Washington  State  Labor  Council, 
Seattle;  Fred  Diamond,  president,  Hill- 
haven,  Inc.  Convalescent  Center,  Ta- 
coma; Catherine  Dickson,  laboratory 
technician,  Nome,  Alaska;  Reed  L. 


Clegg,  director,  Veterans  Administrati 
Hospital. 

Richard  Turley,  Ph.D.,  systems  i 
gineer,  Battelle  Northwest,  Richlai 
William  Wood,  M.  D.,  president,  U 
versity  of  Alaska,  Fairbanks;  Rob 
Willis,  Yakima  attorney;  Donald  RogL 
M.  D.,  Anchorage  pathologist;  Winthr 
Fish,  M.  D.,  Anchorage  cardiolog 
D.  J.  McGonigle,  M.  D.,  Spokane  pr 
ticing  physician;  Walter  Ricker,  M. 
Seattle  pathologist;  Jack  Cluck,  Seal 
attorney  and  Robert  Gibb,  M.  D.,  E 
lingham  pathologist. 

Six  RAC  members  have  resigned 
the  end  of  the  first  three-year  term 
membership.  These  are  W.  R.  Willia 
and  Dr.  Carl  Schlicke  of  Spokane,  C 
Bruce  C.  Wright  and  Joseph  Worrallj 
Alaska  and  Drs.  James  Hooley  and  Jo 
Finley  of  Seattle. 


FIRST  PRECEPTORSHIP  in  emergency  room  procedures  was  taken  by  Dr.  Harvey 
Young  (left),  general  practitioner  from  Spokane  last  month.  During  his  week  at  Ki 
County  Harborview  Hospital,  he  assisted  the  emergency  room  team  in  caring  foi 
variety  of  patients  including  babies  who  had  fallen  on  their  heads  and  adults  who  h 
suffered  heart  attacks.  Left  of  Dr.  Young  are:  Dr.  James  K.  Taylor,  intern  a 
Margaret  Larson,  R.  N.  Curious  observer  on  right  is  the  patient's  sister.  Dr.  Young  Si 
his  experience  at  the  busy  365-bed  county  hospital  will  benefit  him  greatly  in  i 
practice  at  the  96-bed  Spokane  Valley  Genera!  Hospital  where  he  serves  part-time 


RMP  TICKER  TAPE 


LO  X-RAY  TECHNICIAN  in  Sitka,  Alaska,  Bob  Rapcinski  ( c ) received  instruction 
the  latest  X-ray  equipment  and  diagnostic  procedures  in  Yakima  last  month  while  a 
kima  technician  served  as  his  locum  tenens.  Rapcinski  worked  with  Phillip  Posada, 
ht,  chief  technician,  St.  Elizabeth's  Hospital  and  Judy  Lester,  left,  chief  technician, 
kima  Valley  Memorial  Hospital.  Arrangements  for  the  exchange  were  made  by  the 
utheast  Alaska  Project  in  cooperation  with  participating  hospitals. 


~rom  the  Mailbag... 


iject  Director  Support  Unit: 

I was  fortunate  in  being  able  to  attend  the 
shington /Alaska  RMP  television  program 
iwn  to  the  staff  of  the  Yakima  Valley 
•morial  Hospital  on  "Tumors  of  the  Head 
i Neck. " This  was  the  concluding  program 
this  series  and  was  beautifully  presented. 

We  were  asked  for  comments  on  the  series 
i the  staff  response  was  excellent.  / person- 
V feel  that  this  type  of  program  is  especially 
id  since,  being  in  public  health,  it  is  often 
ficult,  and  at  times  impossible,  for  me  to 
end  longer  educational  programs  during  the 
V.  The  TV  programs  can  be  viewed  before 
ving  for  the  office  or  occasionally  in  the 
wing.  Lectures  by  a visiting  physician  may 
slightly  more  effective,  but  often  time  does 
t permit  attendance.  It  is  felt,  however, 
it  educational  programs  as  presented  on  TV 
re  a much  wider  coverage  and  reach  a much 
tater  number  of  physicians. 

L eland  S.  Harris,  M.  D. 

District  Health  Officer 
Yakima  County  Health  District 


iject  Director,  Postgraduate  Preceptor- 
os: 

The  W/ARMP  preceptorship  program  is 
optimal  benefit  in  that  it  affords  actual 
lerience  in  the  procedures.  Certainly  di- 
tic  lectures  and  films  are  admittedly 
:essary  prerequisites  but  the  actual 
>sician  performance  of  a procedure  ben- 
's most  of  us  really  more  than  the  lec- 
es  or  films. " 

Edward  A.  Hopfner,  M.D. 

Port  Angeles 


Project  Director,  Postgraduate  Preceptor- 
ships: 

The  week  / spent  at  Providence  Hospi- 
tal as  a preceptee  was  one  of  the  most 
stimulating  / have  ever  had  and  provided 
so  much  more  than  / had  thought  possible. 
The  schedule  worked  out  was  excellent— 
with  intense  days  and  days  to  browse,  ab- 
sorb information  and  question  people  in 
other  areas.  / felt  Dr.  Logan  and  the  staff 
of  Providence  Hospital  extended  me  a fan- 
tastic review  week  and  have  stimulated  me 
with  new  ideas  and  plans  to  carry  out  the 
programs  we  want  in  Prosser.  It  couldn't 
have  been  better. 

Richard  H.  Layton,  M.D. 

Prosser 


Project  Director  Support  Unit: 

The  TV  series  have  been  coming  through 
loud  and  dear  on  Channel  9 in  the  conference 
room  of  Kennewick  General  Hospital.  My  col- 
leagues and  / have  enjoyed  the  early  morning 
broadcasts  and  have  found  all  of  them  very 
useful  and  stimulating  in  their  application  to 
our  patients. 

Every  one  of  these  programs  has  been  ex- 
traordinarily well  presented  and  has  so  stimu- 
lated the  interest  of  some  "late  risers"  that 
they  have  asked  the  hospital  telephone  oper- 
ator to  call  them  every  Tuesday  morning  at 
7:30! 

Roderick  S.  Coler,  M.  D. 

Kennewick 


"HELP  ...  A HEART  BEAT  AWAY" 

A public  information  movie  on  cur- 
rent methods  in  caring  for  "heart  at- 
tack" victims  was  produced  in  Spokane 
by  W/ARMP,  Spokane  County  Medical 
Society,  N.  E.  Washington  Hospital 
Council,  KREM  TV  and  KSPS  TV.  The 
30-minute  production,  which  describes 
care  from  the  onset  of  the  attack 
through  the  patient's  release  from  the 
hospital,  will  be  aired  on  KREM  July  17 
at  10:30  p.m.  Physicians  who  assisted 
with  content  were  Drs.  John  Ely, 
Robert  Burroughs,  Chadwick  Baxter 
and  John  Driscoll. 

JON  AASE  NEW  ALASKA  DIRECTOR 

Jon  Aase,  M.  D.,  fellow  in  pediatrics 
at  the  University  of  Washington,  will  be 
the  new  W/ARMP  deputy  director  for 
the  Anchorage  area  in  September.  (See 
picture  page  1). 

GROUP  CCU  COURSE 

Next  group  preceptorship  course  in 
coronary  care  for  physicians  will  be  Oct. 
27-31  at  the  University  of  Washington. 
Early  registration  is  urged  by  co- 
directors Drs.  Stephen  Yarnall  and 
Werner  Samson. 


SPOTLIGHT  cont. 

As  first  pilot  of  a B-24  bomber  in 
Italy  during  World  War  II,  he  com- 
pleted 32  combat  missions  and  was 
awarded  the  Distinguished  Flying  Cross, 
Air  Medal  with  two  Oak  Leaf  Clusters 
plus  four  battle  stars. 

The  Spokane  attorney  donates  much 
of  his  time  to  community  affairs  and  is 
currently  on  the  Executive  Committee 
and  Board  of  Trustees,  St.  Luke's  Hos- 
pital and  Board  of  Trustees,  St.  George's 
School.  He  is  the  former  chairman  of 
the  Board  Booth  Memorial  Hospital, 
former  Board  of  Trustees  member, 
Spokane  Chamber  of  Commerce,  and 
present  secretary-treasurer,  Spokane  Ro- 
tary. He  is  also  in  charge  of  fund  raising 
for  Harvard  College  and  Harvard  Busi- 
ness School  in  his  area. 

A leader  in  politics  as  well,  Ogden 
has  served  the  Republican  Party  in  vari- 
ous capacities  for  the  past  20  years. 

He  is  married  to  the  former  Margaret 
E.  Martin  of  Spokane,  and  is  the  father 
of  three  sons,  David,  Robert  and 
Douglas. 
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EDITORIAL 

by  Robert  D.  Conn,  M.  D. 

Physician-in-Chief 

King  County  Harborview  Hospital 

The  Washington/Alaska  Regional 
Medical  Program  has  had  a "melting 
pot"  effect  on  the  medical  community 
and  has  been  uniquely  successful  in 
bringing  together  the  cooperative  efforts 
of  University,  urban  and  rural  physi- 
cians in  its  programs.  In  so  doing,  the 
RMP  has  fostered  the  concept  that  all 
physicians  must  share  in  the  responsi- 
bility for  both  medical  education  and 
the  implementation  of  new  patient  care 
programs. 

To  date,  probably  the  RMP  has 
achieved  its  greatest  successes  through 
its  educational  programs.  It  has  been  the 
agency  primarily  responsible  for  much 
of  the  improvement  of  coronary  care 
training  throughout  the  region  and  has 
sponsored  unique  training  courses  for 
both  laboratory  personnel  and  cardio- 
pulmonary technicians. 

The  RMP  has  also  provided  excellent 
consultation  and  assistance  in  the  devel- 
opment of  teaching  programs  through  a 
variety  of  media,  including  television, 
radio,  computers  and  newer  audiovisual 
techniques.  The  efforts  of  the  RMP  in 
establishing  Alaska's  first  medical  li- 
brary and  cobalt  radiation  therapy  cen- 
ter are  particularly  outstanding.  The 
Guest  Residency  Program  and  hospital 
preceptorships  for  physicians  also  have 
added  a new  dimension  to  health  care. 

The  RMP  has  also  been  active  in  the 
support  of  patient  care  oriented  re- 
search which  is  an  area  of  great  poten- 
tial for  cooperative  efforts  requiring 
community  and  University  participa- 
tion. The  new  coronary  ambulance 
project  proposed  for  Harborview  Hos- 
pital is  an  excellent  example  of  a coop- 
erative arrangement  for  patient  care  and 
clinical  research. 

In  summary,  the  RMP  with  its  effec- 
tive administration,  has  had  a significant 
impact  throughout  the  Washington/ 
Alaska  area  and  has  achieved  many  of 
its  major  goals  in  a short  period  of  time. 
Although  its  programs  are  important,  its 
major  contribution  possibly  lies  in  its 
capacity  to  create  the  milieu  for  cooper- 
ative responsibility  throughout  the  en- 
tire medical  community. 


RMP  RESULTS  is  published  by  the 
Washington /Alaska  Regional  Medical  Program 
500  University  District  Building 
Seattle,  Washington  98105 
Donal  R.  Sparkman,  M.D.  - Director 
Marion  Hoft  Johnson  - Editor 
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SUBREGIONAL 

CORONARY  CARE  EDUCATION 

Nurses  in  sixteen  principal  areas  of 
Washington  and  Alaska  will  be  able  to 
receive  coronary  care  training  through 
their  community  colleges,  universities 
and  hospitals.  Purpose  of  the  project 
supported  by  W/ARMP  will  be  to  allevi- 
ate the  need  for  873  new  CCU  nurses 
anticipated  for  the  Region  in  the  next 
several  years  by  making  courses  easily 
accessible  in  local  communities. 

YMCA  CARDIAC 
EXERCISE  PROGRAM 

Exercise  classes  for  persons  recover- 
ing from  coronary  heart  or  pulmonary 
disease  will  be  offered  at  the  YMCA  in 
downtown  Seattle,  Bellevue  and  Ta- 
coma. The  12-week  rehabilitation  pro- 
gram supervised  by  physicians  and  phy- 
sical education  instructors  will  demon- 
strate the  effect  of  exercise  upon  the 
recovery  of  heart  disease  victims. 

STROKE  CARE  PERSONNEL 
AND  EDUCATION 

New  personnel  and  postgraduate 
courses  in  stroke  care  will  be  developed 
in  Seattle  hospitals  for  application  in 
the  Region.  Positions  created  will  be  a 
stroke  specialist  nurse  who  will  follow 
the  patient  through  the  total  stroke  care 
program  from  hospital  to  home,  and  a 
technologist  who  will  be  trained  to  do 
neuropathology  service  in  hospitals 
which  cannot  support  a resident  neuro- 
pathologist or  training  program. 

STROKE  REHABILITATION 
NURSING  COURSES 

An  ongoing  program  in  stroke  reha- 
bilitation sponsored  by  the  Washington 
State  Heart  Association  will  receive 
W/ARMP  funds  for  additional  personnel 
and  equipment  to  increase  the  enroll- 
ment capacity.  W/ARMP  will  also  un- 
derwrite an  evaluation  program  of  the 
courses,  all  of  which  are  held  at  the 
Good  Samaritan  Hospital  and  Rehabili- 
tation Center  in  Puyallup. 


CENTRALIA  STROKE  PROJECT 

A local  program  in  stroke  and  restor- 
ative nursing  care  begun  by  the  citizens 
of  Centralia  with  the  help  of  their  com- 
munity college  and  the  Washington 
State  Heart  Association  will  receive 
funds  to  evaluate  the  courses  and  con- 


tinue operation.  The  12-week  prograi 
which  is  being  considered  as  a model  f 
other  areas,  will  be  expanded  to  inclui 
nurses  from  neighboring  Thurston  Cou 
ty  in  the  second  phase  of  the  projei 


STROKE  COORDINATING  STAFF 

An  administrator,  coordinator  a 
secretary  will  be  employed  to  handle 
W/ARMP  stroke  projects. 

TUMOR  REGISTRY 

The  cooperative,  automated  turn 
registry  started  in  five  hospitals  last  ye 
as  a pilot  study  will  be  expanded  to 
elude  other  hospitals  in  the  Region  th 
wish  to  join.  Through  the  computeriz 
storage  and  retrieval  system,  the  regist 
will  provide  follow-up  service  of  cane 
patients,  statistical  data  to  hospitals  a 
physicians  on  their  patients  and  cane 
programs,  and  will  flag  data  of  interi 
to  physicians  engaged  in  cancer 
search. 

ORAL  CANCER 

Circuit  courses  on  oral  cancer  dete 
tion  and  diagnosis  will  be  sponsored 
ten  communities  by  the  University 
Washington  School  of  Dentistry  a 
W/ARMP. 

RENAL  AND  ADRENAL 
HYPERTENSION 

A diagnostic  test  for  renal  and  i 
renal  hypertension  by  measuri 
amounts  of  renin  and  aldosterone  in  t 
blood  will  be  available  through  the  U 
versity  of  Washington  Department 
Urology  for  the  first  time  in  this  F 
gion.  Patient  follow-up  records  will 
maintained  in  this  project  and  a stu 
group  to  evaluate  the  scientific  valid 
of  the  tests  will  be  formed.  i 

PHASE  II 

CONTINUING  EDUCATION  SURVE 

The  second  phase  of  this  project  v 
involve  matching  answers  given 
physicians  in  a continuing  educati 
survey  to  specific  information  abc 
them,  such  as  their  age,  specialty  a 
place  of  residence.  The  first  phase  v 
the  survey  itself  which  was  conduct 
by  the  Washington  State  Medical  Edu> 
tion  Research  Foundation  and  RM 

SMALL  HOSPITAL 
AUTOPSY  PROJECT 

The  feasibility  of  training  physici 
in  small  rural  hospitals  without  resid 
pathologists  to  perform  gross  autop: 
will  be  tested  in  Omak  and  Colville 
cooperation  with  pathologists  in  W 
atchee  and  Spokane. 
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rrichomonads...  Monilia.  ..Bacteria 

i'ou  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 

'ecent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
:ontraceptives,M  broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9'1' 

Comprehensive  — Effective 

rhe  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 

Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

‘recautions/ Side  Effects:  The  usual  precautions 
or  topical  and  systemic  sulfonamides  should  be 
bserved  because  of  the  possibility  of  absorption, 
iurning,  increased  local  discomfort,  skin  rash  or 
•ther  manifestations  of  sulfonamide  toxicity  are 
easons  to  discontinue  treatment, 
osage:  One  applicatorful  or  one  suppository  in- 
ravaqinallv  once  or  twice  daily, 
upplied:  Cream  — Four-ounce  tube  with  or  with- 
ut  applicator.  Suppositories  — Box  of  12  with 
pplicator. 

leferences:  1.  Gardner,  H.  L.:J.  Miss.  M. A.  8:529, 
967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S. : Arch, 
lermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
. J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 
3:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 


7 96 : 73 1 r 1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.:  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes.  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A.M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nuqent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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AVC 


rDC  A U (aminacrine  hydrochloride  0.2%,  sulfanilamide 
^KCM/V\  15.0%,  allantoin  2.0%) 

Cl  IDDOCITODICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
■ wOl  I Win  I CO  ] 05  Gm.,  allantoin  0.14  Gm.) 


RR0C  M AR  K : A ¥ C AVS39A  «/(« 


in  trauma 

new 

Orenzyme 

Bitabs  One  tablet  q.i.d 

Trypsin  100000  N.F.  Units.  Chymotrypsin:  8.000  N F.  Units.;  equivalent  in  tryptic  activity  to  40  mg  of  N F.  trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


iruuDXSDOSMC 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  an  oral  form  as  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  os  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  have  been 
obtained  in: 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  os 
Indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepatic  or  renal  disease.  Safe  use  In  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  animol-origin  surgical  sutures. 
There  have  been  isolated  reports  of  onaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  hos  been  seen  with 
equal  incidence  in  plocebo-treoted  groups.  (See  Precautions.) 
It  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR2 


One  Ambar  Extentab  before  breakfast  can  / % ITI  I M/~\.  1 % ^ BRIEF  SUMMARY/Indications:  Ambar 

help  control  most  patients’  appetite  for  up  I ^T~?  r I 1 A TY  O®  suppresses  appetite  and  helps  offset  emo- 

to  12  hours.  Methamphetamine,  the  appe-  J — //VI  JL/J.N  tional  reactions  to  dieting.  Contraindica- 

tite  suppressant,  gently  elevates  mood  and  'phenoba^bVtarM^'mg'  u grV  tions:  Hypersensitivity  to  barbiturates  or 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  may  be  habit  forming).  sympathomimetics;  patients  with  advanced 
barbital,  the  sedative  in  Ambar,  controls  irritability  and  renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 


anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


tion  in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  >3,U-nnRIM<; 

RICHMOND.  VA.  23220  /I  n 1/UDinU 
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Fee  for  Se?~vice  vs.  Capitation 


There  is  a long  history  of  conflict  between  the 
Fee-for-Service  and  Prepaid-Capitation  systems. 
The  conflict  has  often  been  bitter,  and  has  resulted 
in  law  suits,  acrimony,  professional  and  social  sepa- 
ratism, and  hardened  and  uncompromising  attitudes 
on  both  sides. 

Times  are  changing,  and  it  is  time  for  change. 

Let  Fee-for-Service  folk  recognize  that  old-time, 
simple,  one-patient-to-one-physician  fee-for-service  is 
disappearing.  In  its  place  is  third  party  payment 
and  group  provision  of  service.  By  group,  I refer 
to  any  combination  or  association  of  physicians, 
consultants,  and  paramedical  personnel  whether  or 
not  they  bill  individually  or  collectively.  Further, 
there  is  the  increasing  trend  toward  hospital  based 
and  dominated  physician  service.  Along  with  these 
changes,  we  must  recognize  the  increasing  popular- 
ity of  the  capitation  system  with  government,  HEW, 
unions,  business,  and  a significant  number  of  indi- 
viduals. 

On  the  other  hand,  capitation  panelists  must 
recognize  that  their  income,  status,  rights  and  pro- 
fessional independence  depend  on  a contract  which 


in  turn  depends  on  the  free  market  established  by 
the  profession  at  large.  The  panelist  is  potentially 
a captive,  both  economic  and  professional,  and  might 
become  subject  to  the  whims,  vagaries  and  “charity” 
of  big  government,  big  business,  and  big  unions.  He 
depends  more  than  he  realizes  on  the  efforts  and  free 
competition  of  his  independent  colleagues. 

Thus  in  the  broader  sense,  both  groups  of  phy- 
sicians share  the  same  problems:  better  provision  of 
medical  service  with  maintenance  of  professional 
integrity,  rights,  status  and  independence.  We  should 
associate  freely  both  in  the  medical  society  and  in 
other  professional  and  social  groups.  We  should 
have  free  exchange  of  ideas  with  avoidance  of  old 
prejudices  and  acrimony.  Perhaps  the  best  can  be 
salvaged  from  both  systems.  In  any  case,  our  com- 
mon professional  background  and  goals  should  super- 
sede our  differences  so  that  we  can  work  together 
in  our  common  endeavors. 
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IDAHO 


Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 


president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive:  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


Idaho  News  Notes 


Reappointed 

Charles  A.  Terhune,  Burley,  a past  president  of 
the  Idaho  Medical  Association,  has  been  reappointed 
by  Governor  Don  Samuelson  to  a six-year  term  on 
the  Idaho  State  Council  for  Hospital  Construction, 
an  advisory  group  to  the  State  Department  of 
Health.  Terrell  O.  Carver,  Administrator  of  Health, 
serves  as  non-voting  chairman  of  the  council.  Also 
reappointed  to  a six-year  term  was  Mr.  James  E. 
Worsley,  Jr.,  Boise,  Executive  Director,  American 
Cancer  Society,  Idaho  Division. 

Hospital  Addition 

Trustees  of  the  Kootenai  Memorial  Hospital, 
Coeur  d’Alene,  have  authorized  addition  of  33  beds 
to  the  hospital  at  an  estimated  cost  of  $350,000, 
according  to  Mr.  Robert  Jepsen,  Administrator.  It  is 
hoped  the  addition  will  be  in  operation  by  March 
1970.  The  medical-surgical  wing  of  the  hospital 
is  currently  running  at  over  100  percent  capacity. 

Complete  Cancer  Care 

St.  Luke’s  Hospital,  Boise,  has  received  a grant 
of  $207,000  through  the  WICHE  Mountain  States 
Regional  Medical  Program  to  assist  in  the  develop- 
ment of  a regional  cancer  center.  Alfred  M.  Popma, 
WICHE  Regional  Director,  said  the  center  will  be 
the  only  one  between  Seattle,  Portland,  and  Salt 
Lake  City  offering  facilities  for  the  complete  care 
of  cancer  patients.  It  will  provide  diagnostic,  treat- 
ment and  consultative  services  to  physicians  and 
patients  in  Southern  Idaho,  Eastern  Oregon  and 
Northern  Nevada. 


American  College  of  Surgeons 

The  36th  session  of  the  Boise  Valley  Chapter, 
American  College  of  Surgeons,  was  held  May  24, 
1969,  with  45  physicians  registered.  Guest  lecturer 
was  William  W.  Krippaehne,  Portland,  Professor 
and  Chairman,  Department  of  Surgery,  University 
of  Oregon  Medical  School. 

Speakers  included  Robert  S.  Smith,  Robert  B. 
Montgomery,  David  M.  Barton,  Quentin  L.  Quick- 
stad,  and  Edward  J.  Kiefer,  all  of  Boise;  A.  Scott 
Earle,  Sun  Valley;  Fred  T.  Kolouch,  Salt  Lake  City; 
and  H.  Kent  Staheli,  Pocatello.  Leon  W.  Nowierski, 
president,  announced  that  the  next  meeting  would 
be  held  December  6,  1969.  Edward  J.  Kiefer,  Boise, 
is  president-elect  of  the  chapter  and  Glenn  E. 
Talboy,  Boise,  is  secretary-treasurer. 

Public  Health  Committee 

J.  B.  Marcusen,  Nampa,  chairman  of  the  asso- 
ciation’s Public  Health  Committee,  called  a meeting 
of  his  committee  that  was  held  in  Boise  on  June  20 
in  association  offices.  Members  of  the  committee 
are:  John  A.  Edwards,  Council;  Francis  H.  Fox, 
Twin  Falls;  Kim  O.  Johnson,  Idaho  Falls,  and  Wil- 
bur C.  Hayden,  Sandpoint.  The  Board  of  Health 
was  represented  by  Terrell  O.  Carver,  administrator 
and  members  of  his  staff. 

Officers  and  Councilors  Meet 

The  spring  meeting  of  the  Officers  and  Councilors 
of  the  Idaho  Medical  Association  was  held  in  Boise, 
May  23-24  in  association  offices.  The  meeting  was 

continued  on  page  690 
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Priscoline 

(tolazoline) 

could  help 

In  the  big  city.  Eager  for 
fun.  Too  bad  he  can  never  leave 
peripheral  vascular  disease 
behind.  Along  with  his  cold  feet 
and  clumsy  boots. 

Now  he’s  about  to  get  a 
cold  shoulder  too. 

His  next  step  should  be 
Priscoline.  It  dilates  peripheral 
blood  vessels,  increases  blood 
flow  to  extremities.  Helps 
relieve  numbness  and  chill 
associated  with  PVD. 

And  Priscoline  helps 
patients  prone  to  claudication 
move  around— makes  walking 
less  painful. 

Priscoline  could  help  this 
country  gentleman  warm  his 
feet.  If  not  her  heart. 

Please  turn  page  for 
prescribing  information  on 
Priscoline,  oral  peripheral 
vasodilator. 


C I B A 


Priscoline  hydrochloride 

(tolazoline  hydrochloride) 

Oral  PeripheralVhsodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach  ; use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 

ADVERSE  REACTIONS 

Occasional : nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 

DOSAGE 

Careful  individualization  of 
dosage  is  required. 

Tablets:  Usually  25  mg  4 to  6 
times  daily  is  sufficient.  If  necessary 
dosage  may  be  increased  gradually 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Lontab 
every  12  hours  will  achieve  the  same 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Thus, 
continuous  action  throughout  the 
night  is  achieved  without  the  need  for 
arising  to  take  additional  medication. 
SUPPLIED 

Tablets,  25  mg  (white,  scored) ; 
bottles  of  100  and  1000. 

Lontabs,  80  mg  (bright  yellow) ; 
bottles  of  100. 

LONTABS®  (long-acting  tablets  CIBA) 
Please  consult  complete  literature 
before  prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey 
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presided  over  by  President  O.  D.  Hoffman,  Rexburg, 
and  attended  by  Immediate  Past-President  James  R. 
Kircher,  Burley;  President-Elect  John  M.  Ayers, 
Moscow;  Secretary-Treasurer  William  R.  Tregoning, 
Boise;  Councilor  E.  R.  W.  Fox,  Coeur  d’Alene; 
Council  or  J.  B.  Marcusen,  Nampa;  Councilor  G. 
W.  Warner,  Twin  Falls;  A.M.A.  Delegate  Alexander 
Barclay,  Coeur  d’Alene;  A.M.A.  Alternate  Delegate 
Donald  K.  Worden,  Lewiston,  and  House  Speaker 
Dauchy  Migel,  Idaho  Falls.  Councilor  John  E.  Com- 
stock, Pocatello,  was  unable  to  attend  the  meeting. 
Many  activities  of  the  association  including  the  an- 
nual meeting  at  Sun  Valley  and  the  coming  session 
of  the  House  of  Delegates  were  reviewed. 

Medical  Education  Committee 

E.  R.  W.  Fox,  Chairman,  Coeur  d’Alene,  and 
members  of  the  association’s  Medical  Education 
Committee  met  May  23  in  Boise  to  review  present 
programs  and  develop  recommendations  for  future 
programs.  Members  of  the  committee  are:  George 
E.  Brown,  Jr.,  Twin  Falls,  vice  chairman;  William 
P.  Marineau,  Moscow;  David  M.  Barton,  Boise; 
Miles  E.  Thomas,  Boise;  Dauchy  Migel,  Idaho  Falls; 
E.  V.  Simison,  Pocatello,  and  John  M.  McKain, 
Twin  Falls.  Describing  continuing  medical  edu- 
cation programs  in  their  component  societies  were: 
Joseph  F.  Grismer,  Coeur  d’Alene;  R.  Burton  Stein, 
Lewiston;  Robert  S.  McKean,  Boise;  Robert  A. 
Blome,  Nampa,  and  Charles  A.  Terhune,  Burley. 

New  Officers 

Wesley  E.  Levi,  Boise,  is  the  new  president  of 
the  Idaho  State  Radiological  Society,  succeeding 
Charles  R.  McWilliams,  Twin  Falls.  The  semi- 
annual meeting  of  the  organization  was  held  in 
Boise  in  June. 

Other  officers  include:  President-Elect  David  W. 
Bennett,  Caldwell;  Secretary-Treasurer  Frederick  W. 
Cottrell,  Nampa;  Councilor  E.  Leon  Myers,  Poca- 
tello; and  Alternate  Councilor  Robert  A.  Butz,  Idaho 
Falls. 

New  officers  of  the  Idaho  Heart  Association  are: 
President  John  M.  McKain,  Twin  Falls;  President- 
Elect  Willis  L.  Hubler,  Caldwell;  and  Vice  Presi- 
dent Duane  A.  Daugharty,  Coeur  d’Alene.  Newly 
elected  members  of  the  Board  of  Directors  are: 
Rodney  H.  Herr,  Boise;  Martin  J.  Petersen,  Sun 
Valley,  Charles  E.  Reed,  Caldwell,  and  Eugene  H. 
Holsinger,  Burley. 

Officers  of  the  Idaho  Academy  of  General  Prac- 
tice for  1969-1970  are:  President  Fred  E.  Marienau, 
Sandpoint;  President-Elect  Robert  M.  Frazier,  Boise; 
and  Secretary-Treasurer  P.  Blair  Ellsworth,  Idaho 
Falls.  Delegates:  Arch  T.  Wigle,  Pocatello,  Harmon 


CIBA 


E.  Holverson,  Emmett.  Directors:  John  M.  Ayers, 
Moscow;  Wayne  F.  Allen,  McCall,  and  Richard  E. 
Ostler,  Pocatello.  Carry-over  Directors:  Max  W. 

Carver,  Twin  Falls;  James  L.  Hoopingarner,  Boise, 
and  Zach  A.  Johnson,  Salmon. 

State  Board  of  Medicine 

The  next  regular  meeting  of  the  Idaho  State 
Board  of  Medicine  will  be  held  in  board  offices  in 
Boise,  July  14-17,  1969  to  consider  licensure  appli- 
cations, disciplinary  matters  and  routine  business. 
Robert  E.  Lloyd,  Boise,  is  chairman;  Orland  B. 
Scott,  Kellogg,  is  vice  chairman.  Other  members 
are:  Dan  E.  Stipe,  Lewiston,  G.  Curtis  Waid,  Idaho 
Falls,  Fred  H.  Helpenstell,  Nampa,  Benjamin  E. 
Katz,  Twin  Falls,  Arthur  S.  Cudmore,  Boise,  and 
Commissioner  of  Law  Enforcement,  Mr.  Warner 
C.  Mills,  Boise. 

The  following  physicians  were  issued  temporary 
licenses  in  April  and  May: 

Russell  Wayne  Newcomb,  Twin  Falls.  Graduate 
of  the  University  of  Oregon  Medical  School,  Port- 


land, June  8,  1962.  Internship,  Marion  County  Gen- 
eral Hospital,  Indianapolis,  July  1962-June  1963. 
General  Surgery  Residency,  Marion  County  General 
Hospital,  1963-1965;  University  of  Iowa  Hospitals, 
Iowa  City,  1965-1969.  Granted  TL-418,  April  4, 
1969.  General  Surgery. 

Sharadan  Earl  Lisk,  Nampa.  Graduate  of  the 
University  of  Utah  School  of  Medicine,  Salt  Lake 
City,  June  7,  1968.  Internship,  Holy  Cross  Hos- 
pital, Salt  Lake  City,  June  1968-June  1969.  Granted 
TL-419,  May  15,  1969.  General  Practice. 

Delano  Malcomb  Collins,  Spokane,  Washington. 
Graduate  of  the  University  of  Illinois  College  of 
Medicine,  Chicago,  June  20,  1968.  Internship, 
Sacred  Heart  Hospital,  Spokane,  July  1958-July 
1959.  Psychiatry  Residency,  Walter  Reed  Hospital, 
Washington,  D.C.,  1959-1962.  Granted  TL-420, 
May  20,  1969.  Psychiatry. 

Eugene  Mac  Brown,  Nampa.  Graduate  of  the 
Baylor  University  College  of  Medicine,  Houston, 
June  16,  1962.  Internship,  Minneapolis  General 
Hospital,  July  1962-1963.  Pediatric  residency,  Uni- 
versity of  Washington,  Seattle,  1965-1967.  Granted 
TL-421,  May  26,  1969.  Pediatrics. 


General  News 


Western  Institute  of 
Drug  Problems 

Second  Annual  Summer  School  of  the  Western 
Institute  of  Drug  Problems  will  be  held  August 
11-15  on  the  Portland  State  College  campus.  The 
summer  school  will  include  general  sessions  to  pre- 
sent the  fundamental  aspects  of  drug  problems; 
interdisciplinary  sessions  to  stimulate  the  oppor- 
tunity for  exchange  of  information;  and  specific 
group  sessions  to  provide  individuals  with  special 
interests,  backgrounds  and  professional  training  to 
discuss  the  drug  problem  as  it  pertains  to  their 
activities. 

Faculty  includes  contemporary  international,  na- 
tional and  regional  lecturers,  and  prominent  state 
authorities  on  drug  use  and  abuse. 

Admission  may  be  applied  for  by  writing  to: 
Registration  Service— Summer  School,  Western  Insti- 
tute of  Drug  Problems,  P.  O.  Box  4372,  Portland, 
Ore.  97208;  or  telephone:  (503)  223-6243.  ■ 

Conference  on  Trauma 

Diagnosis  and  management  of  the  trauma  patient 
will  be  the  subject  of  a postgraduate  conference  at 


the  Virginia  Mason  Medical  Center,  Seattle,  Friday, 
August  1,  1969. 

Subjects  to  be  discussed  will  include  resuscitation 
and  initial  care,  chest  injuries,  abdominal  trauma, 
injuries  of  the  face,  genitourinary  trauma,  care  of 
head  injuries,  and  orthopedic  injuries.  There  will 
be  ample  time  for  questions  and  discussion  with  the 
specialists  presenting  the  lectures  and  demonstra- 
tions. For  further  information,  write  Kenneth  R. 
Wilske,  M.D.,  1118  9th  Avenue,  Seattle  98101. 

Manuscript  Award 

Obstetrics  and  Gynecology  Specialty  Group  of 
the  International  College  of  Surgeons  announces  a 
competition  for  an  award  to  be  given  the  author 
of  a manuscript  selected  by  the  Group’s  Prize  Com- 
mittee. The  award  will  consist  of  an  invitation  to 
present  the  winning  paper  at  the  Group’s  meeting 
in  Paris,  France,  including  a round-trip  ticket,  hotel 
expenses  and  $10.00  per  diem. 

For  further  information  on  the  manuscript  award 
contact  Abraham  F.  Lash,  M.D.,  Ph.D.,  Chairman, 
Obstetrics  and  Gynecology  Group,  United  States 
Section,  International  College  of  Surgeons,  1516 
Lake  Shore  Drive,  Chicago,  Illinois  60610. 
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You  know  the  patient  who  takes 
his  troubles  out  on  his  gut.  He’s 
the  one  who  reacts  to  worry  or 
frustration  with  emotional  symp- 
toms of  nervous  tension  and 
physical  distress  as  spasm, 
irritation  or  hypersecretion  of  the 
GI  tract. 

Belap  is  for  him.  It  is  specifi- 
cally formulated  to  relieve  anxiety 
with  its  gentle  sedative  action, 
while  it  restores  normal  GI 
motility  with  its  antispasmodic- 
anticholinergic  effects.  Belap 
provides  dependable,  effective 
symptomatic  relief  of  smooth 
muscle  spasm,  spastic-tension 
states  such  as  peptic  and  duodenal 
ulcers,  pylorospasm,  nausea  and 
vomiting  of  pregnancy,  motion 
sickness  and  other  conditions 
requiring  smooth  continuous 
antitensive-anticholinergic  action. 


BELAP  ® Tablets 

Each  tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage : One  tablet  three  times  daily. 

BELAP®  Ty-Med®  (Modified  formula) 
Each  tablet  contains: 

Amobarbital  50  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage:  One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurredvision.il 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  ski 
may  occur  at  higher  dosage  lev  5 
Precautions:  Administer  w h 
caution  to  patients  with  incipinj 
glaucoma  or  urinary  bladder  n :1 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contrai 
dicated  in  glaucoma,  advancec 
hepatic  or  renal  disease  or  hyp 
sensitivity  to  any  of  the  ingredi*  1] 
Caution:  Federal  law  prohiil 
dispensing  without  prescriptic .] 
How  supplied:  Available  in 
bottles  of  100  and  1000  tablets 


BRAND  OF  PHENOBARBITAL  AND  BELLADONNA  EXTRACT 


HAACK  LABORATORIES.  INCORPORATED  ! 
DIVISION  OF  LEMMON  PHARMACAL  COM  J 
SELLERSVILLE,  PENNSYLVANIA  18960 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  w'ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


mULu  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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GENERAL  NEWS  CONTINUED 

Orcas  Conference  on  Medical  Education 

The  meeting  announced  last  March  in  an  editorial 
by  S.  Spence  Meighan,1  was  held  at  Rosario,  Orcas 
Island,  May  17-18.  As  planned,  discussion  con- 
cerned obsolescence  of  physicians,  obsolescence  of 
hospitals,  and  the  definition  of  competence.  There 
was  no  disagreement  about  the  necessity  to  main- 
tain competence  but  a god  bit  of  uncertainty  about 
how  to  define  it. 

The  meeting,  to  be  reported  more  adequately  in 
a subsequent  issue,  produced  no  resolutions  and  no 
demand  for  action,  but  it  was  far  from  being  unpro- 
ductive. There  was  much  exchange  of  information 
and  much  getting  acquainted  with  others  meeting 
the  same  problems.  Even  more  widely  representative 
than  the  1968  meeting,  it  brought  together  con- 
cerned physicians  and  administrators  to  whom  the 
line  between  Canada  and  the  United  States  is  merely 
a legal  fiction  with  no  bearing  on  medical  thought, 
except  through  differences  imposed  by  different 
governments. 

The  meeting  was  planned  and  conducted  by  J.  W. 
Ibbott  and  C.  E.  McDonnell,  both  of  St.  Paul’s 


1 Meighan,  S.  S.,  Town-Gown  Therapy;  An  Adjunct, 
Northwest  Med  68:222-23  (March)  1969. 


Hospital,  Vancouver.  It  was  informal  and  discus- 
sion was  unrestricted.  Papers  were  presented  by 
R.  W.  Bell-Irving  and  F.  W.  B.  Hurlburt,  both 
also  from  Vancouver.  The  papers,  and  the  discus- 
sions that  followed  their  presentation,  raised  many 
questions  but  provided  few  answers.  There  seem 
to  be  no  fixed  ideas  and  no  preconceived  notions 
about  medical  education  and  continuing  education- 
only  questions. 

The  Bell-Irving  and  Hurlburt  papers,  with  further 
report  of  discussions,  will  be  published  in  a later 
issue. 

Oregon,  Washington  Pacs  to  Combine 
Summer  Board  Meetings 

T.  Hillis  Hendricks,  Oregon  Medical  Political 
Action  Committee  chairman,  recently  announced 
that  Washington  and  Oregon  PAC  boards  will  meet 
jointly  at  Bowman’s  Mt.  Hood  Golf  Club  Resort 
on  August  9 and  10. 

The  two-day  conclave  will  feature  reviews  of  state 
legislative  voting  records  and  discussions  of  potential 
races  which  are  developing  for  1970  elections. 

Board  members  from  both  states  are  urged  to  at- 
tend this  session  in  order  that  they  may  share 
experiences  and  discuss  problems  and  programs  of 
mutual  interest. 


BOOKS 


The  Doctors  Warren  of  Boston 

By  Rhoda  Truax.  368  pp.  Price  $7.95.  Houghton  Mifflin,  Boston, 
Mass.  1968. 

Occasionally  one  runs  across  a book  which  can  be 
thoroughly  recommended  to  one’s  friends.  Such  is 
the  case  with  Rhoda  Truax’s  book,  The  Doctors 
Warren  of  Boston. 

Using  the  vehicle  of  the  Warren  dynasty,  stretch- 
ing from  1741  to  the  present,  this  accomplished 
medical  historian  has  told  the  story  of  the  develop- 
ment of  American  surgery,  the  “MGH,”  the  Harvard 
Medical  School  and  local  and  national  medical  so- 
cieties. Interest  is  maintained  not  only  in  the  facts 
and  their  arrangement,  but  by  means  of  many  de- 
lightful, quotable  bits. 

In  this  book  one  has  an  observer’s  perch  for 
watching  the  birth  pangs  of  the  Massachusetts  Medi- 
cal Society.  As  the  center  of  this  state  society,  the 
Boston  group,  typical  of  many  later  frontier  groups, 
used  the  society  freely  as  a means  for  screening 
out  “quacks.” 

The  book  traces  the  development  of  surgical 


techniques,  as,  anesthesia,  Listerism,  as  well  as  the 
gradual  evolution  of  medical  eduication  from  the 
apprentice  system  through  various  more  or  less 
painful  episodes  to  the  present  full  time  faculty 
teaching  technique.  All  these  changes  are  illustrated 
by  examples  from  the  lives  of  the  various  Warrens. 
I was  unaware  that  the  first  Dr.  Warren,  Joseph, 
who  was  killed  at  the  Battle  of  Bunker  Hill,  was 
the  instigator  of  Paul  Revere’s  famous  ride.  “He 
(Joseph  Warren)  had  no  one  to  consult,  being  the 
only  member  of  the  Committee  of  Safety  who  was 
then  in  Boston  (he  was  its  president),  and  Boston 
was  an  exceedingly  dangerous  place  for  a “known 
traitor.”  He  alone  made  the  decision  and  sent 
Paul  Revere  to  warn  the  countryside.” 

This  physician  did  not  accept  some  of  the  radical 
remedies  of  his  time.  Quoting  from  page  45,  “Al- 
though he  was  a radical  in  politics,  Warren  was 
inclined  to  take  a moderate  position  in  medicine, 
hesitating  to  put  his  faith  in  theories  and  “systems” 
of  cures;  the  theory  of  humors,  the  system  of  treat- 
ment by  vegetable  remedies  (vegetables  which  grew 
above  ground  would  tend  to  raise  the  patient’s 
condition,  and,  consequently  soaking  one’s  feet  in 
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vegetable  soup  was  helpful  in  cases  of  consump- 
tion.) 

On  page  148,  we  have  the  third  Dr.  Warren 
quoted  as  saying,  “a  hospital  is  an  institution  abso- 
lutely essential  to  a medical  school,  and  one  which 
would  afford  relief  to  thousands  of  the  sick  and 
miserable.” 

Again,  on  page  202,  we  find  a story  told  with 
tongue  in  cheek.  The  year  1847  saw  the  founding 
of  the  American  Medical  Association  and  also  the 
removal  of  the  Harvard  Medical  School  into  a new 
building.  That  year  a major  faculty  crisis  occurred; 
a woman  applied  for  admission  to  the  medical 
school.  This  problem  at  one  time  in  the  past  had 
been  left  to  the  students  who  conservatively  voted 
against  women,  but  the  college  authorities  had 
become  apprehensive  since  the  medical  students 
in  Geneva  College  in  upstate  New  York  had  hilari- 
ously voted  to  admit  Elizabeth  Blackwell.  So  the 
governing  body  did  not  let  the  students  decide  in 
1847;  they  ruled  against  a co-educational  medical 
school. 

And  on  pages  206-7,  following  the  arrest  of  John 
Webster,  Professor  of  Chemistry,  for  the  murder  of 
George  Parkman  (a  downtown  practitioner  who  had 
loaned  Dr.  Webster  money,  and  was  having  trouble 
collecting,)  Harvard’s  president,  Jared  Sparks,  in  a 
newspaper  interview,  conservatively  stated,  “Our 
professors  do  not  often  commit  murder.” 

It  is  an  instructive,  “fun”  book. 

K.  K.  SHERWOOD,  M.D. 

Reconstructive  Anatomy 

By  Maurice  Arnold,  M.B.,  Ch.B.  (Witwaterstrand),  F.R.C.S. 
(Edinburgh),  Senior  Lecturer,  University  of  New  South  Wales, 
Sydney.  529  pp.  Illustrated.  Price  $10.75.  W.  B.  Saunders  Com- 
pany, Philadelphia,  Pa.  1968. 

TWO  OPINIONS 

Reconstructive  Anatomy , by  Maurice  Arnold, 
presently  down  under  in  New  South  Wales,  is  a 
fine  attempt  to  present  the  body’s  structure  as  an 
architect  might  appreciate  it.  First  discover  the 
evolved  answers  to  the  mechanical  problems  as  man 
became  upright  and  less  arboreal.  What  did  this  do 
to  his  bones?  Then  how  were  they  modified  as  he 
became  crafty,  a good  tool-user  and  improvisor,  and 
even  further,  what  is  happening  as  he  thinks  more 
and  exercises  less. 

Professor  Arnold  starts  with  the  skeleton  and 
progressively  adorns  it  with  muscles  and  viscera, 
insulation  and  a containing  integument.  He  is 
properly  selective  in  the  amounts  of  space  devoted 
to  certain  areas.  Exhaustive  detail  is  not  shown 
where  this  has  little  meaning.  Where  a concept  of 
fascial  planes  or  a three  dimensional  picture  is 


needed,  he  has  devised  clever  diagrams  which  do 
the  job  with  great  clarity. 

In  fact  this  may  be  a more  proper  book  for  the 
teacher  of  anatomy  than  for  the  average  student. 
One  of  the  great  aids  introduced  into  the  teaching 
of  anatomy  by  Grant  was  his  use  of  simple  dia- 
grams to  remind  us  of  relationships.  Arnold  has 
added  to  these  without  making  a great  thick  tome 
that  frightens  students. 

It  is  increasingly  apparent  that  the  teaching  of 
gross  anatomy  to  medical  students  is  in  the  process 
of  revision.  It  must  be  done  more  efficiently  and 
structure  must  be  more  closely  related  to  normal 
and  abnormal  function.  We  no  longer  have  the  time 
to  explore  the  body  in  infinite  detail  but  we  must 
know  enough  to  know  our  way  around.  This  book 
suggests  a new  method  of  teaching  and  learning. 
It  should  be  tried.  It  may  be  more  effective  and 
efficient  than  some  of  the  other  methods. 

EARL  P.  LASHER,  M.D. 

A student  beginning  the  study  of  Gross  Anatomy 
is  faced  with  performing  a prodigious  feat  of  mem- 
ory. After  the  final  examinations  this  mnemonic 
mountain  of  words  drains  from  his  tired  brain  like 
gruel  through  a coarse  sieve.  The  bulky  textbooks 
of  anatomy  such  as  Gray,  Grant,  Norris  and  Spalde- 
holz  are  of  course  classics  in  their  way  and  are  the 
bibles  of  the  graduate  student,  but  often  leave  the 
beginner  bewildered  if  not  appalled.  Unless  the 
tyro  has  a teacher  who  is  able  to  emphasize  the 
important  and  useful,  he  does  a lot  of  unnecessary 
floundering  and  may  give  up  in  despair. 

Maurice  Arnold’s  Reconstructive  Anatomy  is  writ- 
ten by  a great  and  dedicated  teacher  expressly  for 
the  student.  It  is  not  an  atlas  but  a concentrated 
assembly  of  the  anatomy  of  the  human  body  be- 
ginning with  the  bones  and  working  outward  to  the 
skin.  He  teaches  anatomy  by  building  the  body  up 
instead  of  tearing  it  down,  a unique  approach  to 
the  subject. 

He  emphasizes  the  important  and  practical  areas 
of  a functional  living  anatomy  by  clear-cut  line 
drawings  with  concise  descriptions  in  excellent  Eng- 
lish. The  final  chapter  is  devoted  to  “The  Principles 
of  Anatomy”  and  which  is  an  original  and  classical 
contribution  to  the  subject. 

This  500-page  book  should  be  in  the  hands  of  all 
teachers  of  anatomy  as  there  are  also  a large  num- 
ber of  excellent  and  original  drawings  and  charts 
suitable  for  lectures  and  chalk-talks.  It  would  be 
very  valuable  for  review  of  the  subject  for  State 
and  National  Board  examinations.  The  publisher  is 
to  be  congratulated  on  the  quality  of  the  paper  and 
printing.  It  is  a good  solid  book  to  add  to  your 
library.  ■ 

ROBERT  E.  MULLARKY,  M.D. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED-For  further  information 
write  E.  F.  Leibold,  M.D.,  Rt.  1,  Box  6.  Forks,  Wa.  98331. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  with  1 other 
physician  in  beautifully  situated  Cascade  town  80  miles  east 
of  Seattle  by  4-lane  super-highway.  New  clinic  building  ad- 
jacent to  17-bed  hospital.  Basic  salary,  office,  personnel 
provided  by  local  pre-paid  medical  plans  plus  opportunity 
to  use  all  facilities  for  additional  private  practice.  Excel- 
lent climate,  schools  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann 
Lower,  Roslyn  Cle  Elum  Beneficial  Association  Hospital, 
Cle  Elum;  or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  'round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


GENERAL  PRACTITIONERS  NEEDED-Excellent  opportunity 
for  two  GP's  to  develop  rewarding  practices  in  an  ex- 
panding progressive  community  of  6,000,  servicing  a 
population  of  14,000.  Several  types  of  group  association 
and  off-time  coverage  available.  Located  in  the  heart  of 
beautiful  Puget  Sound  country.  Mild  year  'round  climate 
offers  best  in  hunting,  fishing,  boating,  water  sports,  snow 
skiing  and  mountain  climbing.  Six  physicians  greatly 
overloaded.  New  $2'/2  million  56-bed  general  hospital 
opened  October  1968.  Substantial  income  supplement  plus 
other  financial  assistance  designed  to  make  easy  transi- 
tion available  to  selected  physicians.  Reply  in  confidence 
to  Mr.  J.  B.  Stentz.  Shelton  General  Hospital  Foundation, 
P.  O.  Box  444,  Shelton,  Wa.  98584. 

GP'S  NEEDED— To  join  group  of  4 GP’s  in  ideal  general 
practice  in  suburban  community  one-half  hour  from 
Seattle,  Wash.  Small  local  hospital.  OB,  surgery  and 
trauma  work  as  desired.  High  income  per  simple  system — 
all  incentive,  no  seniority.  Alternating  call  system,  thus 
good  hours.  Unlimited  recreation — mountains  and  salt 
water.  Contact  R.  H.  Eddings,  M.D.,  Snoqualmie  Valley 
Clinic,  Snoqualmie,  Wa.,  98065,  (206)  888-2299  or  222-5712. 


ORTHOPEDIST— The  80  physician  Permanente  Clinic  seeks 
an  additional  orthopedist.  Board  certified  or  board  eligible. 
Partnership  after  2 years  if  mutually  satisfactory.  Progres- 
sive increments,  retirement  and  other  benefits.  Starting 
income  $30,000.  Norman  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


PARTNERSHIPS— General  practitioner  in  modern  new  clinic 
in  high  income  Portland  suburb  wishes  associates, 
GP’s  or  specialists.  Management  and  starting  salary  or  % 
offered.  R.  R.  Foggia,  M.D.,  3993  S.W.  Lake  Grove  Ave  . 
Lake  Oswego,  Ore.  97034.  Phone  636-5660  - 228-8474. 


UROLOGIST— The  80  physician  Permanente  Clinic  seeks  a 
3rd  urologist.  Board  certified  or  board  eligible.  Partnership 
after  2 years  if  mutually  satisfactory  Progressive  incre- 
ments, retirement  and  other  benefits.  Starting  income 
$30,000.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217. 


IDEAL  LOCATION  FOR  GP,  EASTERN  WASHINGTON-Small 

farming  community  with  drawing  area  of  3,000.  Well 
equipped  15-bed  hospital.  Office  and  apartment  building, 
20  years  of  area  medical  records  and  introductions  for 
$21,000;  terms  $6,000  down  and  $250  per  month.  Thirty 
miles  to  specialists  and  larger  hospitals.  Write  Box  42-A. 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


GP  LOCUM  TENENS— Wanted  for  1-2  years.  Write  James 
Carter,  M.D.,  East  Bremerton  Medical  Clinic,  Bremerton, 
Wa.  98312 


LICENSED  PHYSICIAN— Experienced  or  willing  to  learn 
Phase  I clinical  testing  of  experimental  drugs  in  a 
permanent  Research  Unit  operated  by  the  University  of 
Montana  Foundation.  The  Unit  opened  under  full-time 
M.D.  direction  in  February  1968,  and  there  is  now  need 
for  a full-time  Associate  Medical  Director.  Regular  5-day 
work  week  with  outstanding  fringe  benefits.  Salary  nego- 
tiable to  $24,000.  Opportunity  for  university  association. 
Contact  James  D.  Moore,  M.D.,  Deer  Lodge  Research  Unit. 
P.O.  Box  149,  Deer  Lodge,  Montana  59722 


UROLOGIST-EXCELLENT  OPPORTUNITY— Medical  Center  lo- 
cated in  a rapidly  expanding  Portland  suburban  com- 
munity. Includes  a new  general  hospital.  For  information, 
contact  Administrator,  Dwyer  Memorial  Hospital,  420 
32nd  St.,  Milwaukie,  Ore.  97222,  phone  659-6111. 


PRACTICE  AVAILABLE  IMMEDIATELY-For  general  practi- 
tioner capable  of  surgery.  Two  physicians  serve  a 
population  area  of  10.000.  Clinic  facilities  can  be  made 
available  at  well  equipped,  modern  40-bed  hospital.  Fi- 
nancial arrangements  open.  Capital  not  a requirement. 
Clean  air,  coastal  outdoor  recreation.  A genuine  com- 
munity manner  of  living  and  sincere  need  are  the  good 
things  here.  Excellent  income  will  be  immediate.  Contact 
Mr.  Gerald  W.  Baker,  Administrator,  Willapa  Harbor  Hos- 
pital, Box  187,  South  Bend,  Wa.  98586 


GP,  INTERNIST  AND/OR  PEDIATRICIAN-W anted  to  associate 
with  established  GP  in  new  Med. -Dental  Center  located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Financial  arrangement  open,  leading  to  partnership,  if 
desired.  Write  Box  33-A,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wa.  98121. 

GENERAL  PRACTITIONERS— Several  positions  for  those  inter- 
ested in  working  in  multi-specialty  80-man  clinic,  in  out- 
patient dept.,  emergency  room,  operating  room.  Partner- 
ship in  two  years  if  mutually  satisfactory.  Starting  income 
$22,800,  insurance  benefits  and  retirement  program.  Lewis 
E.  Hughes,  M.D.,  The  Permanente  Clinic,  5055  North 
Greeley,  Portland,  Oregon  97217. 


SURGEONS— The  80-physician  Permanente  Clinic  seeks  an 
additional  general  surgeon  and  a vascular  surgeon.  Board 
certified  or  board  eligible.  Partnership  after  2 years  if 
mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  Starting  income  $24,000.  Lewis  E. 
Hughes,  M.D.,  The  Permanente  Clinic.  5055  North  Greeley, 
Portland,  Oregon  97217. 


STAFF  PHYSICIANS— Immediate  opening  for  three  physicians 
on  staff  of  large  State  Hospital  for  the  mentally  retarded. 
Five-day  40-hour  work  week,  with  excellent  employee 
benefits.  Salary  range  $16,500  to  $23,000  with  beginning 
rate  absed  on  qualifications.  Contact  J.  M.  Pomeroy.  M.D., 
Superintendent,  Fairview  Hospital  & Training  Center. 
Salem,  Ore.  97310. 


SITUATION  WANTED 


THIRTY-YEAR  OLD  BOARD  ELIGIBLE-Obstetrician-Gynecolo- 

gist  desires  association  leading  to  partnership  in  North- 
west. Military  obligation  will  be  completed  June  1970. 
Richard  L.  Bondi.  M.D.,  89  Fir  Drive,  Altus  AFB,  Okla. 
73521. 
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DISCUSSION  OPPORTUNITY 


VACATION  COLLEGE— Enjoy  keeping  up  with  the  world 
of  ideas,  the  big  ones,  that  help  you  understand  con- 
temporary American  society?  Vacation  College,  on  the 
beautiful  University  of  Oregon  campus,  offers  you  an 
unusual  opportunity  if  you  do.  For  eight  days  this  sum- 
mer, August  17-24,  you  can  become  part  of  a small  resi- 
dential college  community.  No  exams  or  credit  are  given; 
the  only  entrance  requirement  is  interest.  After  attend- 
ing morning  classes,  afternoons  are  free  for  reading,  tours 
or  recreational  activities.  For  a brochure,  write  the  di- 
rector— Vacation  College,  College  of  Education,  University 
of  Oregon,  Eugene,  Oregon  97403. 


OFFICE  SPACE 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  In 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa..  98121. 


EDMONDS  MEDICAL  OFFICES-New  Deluxe  Award  Design. 
Carpeting,  drapes,  built-ins.  Up  to  1,600  sq.  ft.  Near  hos- 
pital. 2411-5th  St.  S.E.  (same  as  212th  S.W.).  PR  8-4333  or 
PR  8-2205. 


FOR  RENT  OR  SALE— Office  across  street  from  hospital  in 
Auburn,  Wa.,  write  Box  37-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wa.  98121. 


ONLY  PHYSICIAN  IN  FAST  GROWING-Seattle,  Wa.,  subur- 
ban community  (school  enrollment  2,500)  is  leaving  Sept. 
1969  for  health  reasons.  Fully  equipped  office  in  shopping 
center  with  two  dentists.  Two  major  new  hospitals  16 
minutes  away.  Evening  and  weekend  coverage.  Unusual 
opportunity.  Phone  (206)  432-4751. 


PHYSICIAN'S  OFFICE— Located  at  3601  S.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick. 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash 
98104. 


SPACE— In  new  Medical  Dental  Center,  Redmond,  Wash. 
1,200  sq.  ft.,  floor  plan  and  interior  will  be  finished  to 
suit  tenant.  Population  of  service  area  20,000,  growing 
rapidly.  Good  hospitals  and  schools.  Write  Lewis  D.  Fink, 
M.D.,  8359-164th  Ave.  N.E.,  Redmond,  Wa.  98052. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes.  MA  2-4350, 
Seattle  98104. 
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Quickly  raises  hemoglobin  levels, 
restores  iron  reserves.  Well-tolerated 
and  easy  on  the  budget,  too. 

SUPPLIED:  320  mg  tablets  in  bottles  of 
100,  500  and  1,000. 


i=l:H«K'l  BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y.  10016 


URGENT 

Wanted— February  and  May,  1969  issues 
Northwest  Medicine, 

Postage  Reimbursed 


■ 

j r~Lr:-l 

r 

-T 

HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases 
as  TB,  leukemia,  pneumonia  and  syphilis.  Use  the 
blue  Histoplasmin  LEDERTINE™  Applicator  as  the 
first  step  in  differential  diagnosis  and  as  a routine 
step  in  physical  examinations  for  the  permanent  rec- 
ords of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions  — Nonspecific  reactions  are  rare,  but  may  occur. 
Vesiculation,  ulceration  or  necrosis  may  occur  at  test  site  in 
highly  sensitive  persons.  The  test  should  be  used  with  cau- 
tion in  patients  known  to  be  allergic  to  acacia,  or  to  thimero- 
sal  (or  other  mercurial  compounds). 


LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual— July  13-17,  1969,  New 
York  City;  June  21-25,  1970,  Chicago; 
June  20-24,  1971,  Atlantic  City. 


AMA  Clinical— Nov.  30-Dec.  3,  1969, 

Denver;  Nov.  29-Dec.  2,  1970,  Bos- 
ton; Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association— Annual 
Meeting,  July  1-5,  1970,  Sun  Valley; 
June  30-July  4,  1971,  Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico— Sept.  24-27,  1969,  Albu- 

querque, New  Mexico. 

Exec.  Sec.,  Mrs.  Virginia  E.  Bryant, 
Phoenix,  Ariz. 


North  Pacific  Pediatric  Society — Sept. 
28-Oct.  1,  1969,  Northshore  Lodge, 
Coeur  d'Alene,  Idaho. 

Pres.,  William  A.  Jaquette,  Jr.,  Mer- 
cer Island.  Wash. 

Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting,  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland. 

Pres  , Bruce  R.  Zimmerman,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 

Northwest  Society  of  Plastic  Surgeons— 
Annual  Meeting,  Mar.  4-7,  1970,  Sun 
Valley,  Idaho. 

Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 


Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  22-24,  1970, 
Portland,  Ore. 

Pres.,  John  Loomis.  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  13-15,  1969,  Hilton 
Inn,  San  Diego 

Pres..  Roy  R.  Matteri,  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


O R E G O N 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov.;  Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting  April  1970. 

Pres.,  Walter  C.  Lobitz.  Jr.,  Portland 
Sec.,  Troy  G.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks,  Salem 
Sec.,  Narain  B.  Jetmalani,  Salem 


Oregon  Pathologists  Association — 2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres.,  John  L Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October-April.  University  Club, 
Portland.  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  William  N.  Murray,  Portland 
Sec..  Clinton  B.  Sayler,  Portland 


Oregon  Society  of  Allergy  — Annual 
Meeting,  September  1969. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.,  Jan. 
through  May).  Heathman,  Portland. 
Annual  Meeting,  Nov.  22,  1969. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel.  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May.  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting  April  24,  1970. 

Pres.,  Edward  M.  Scott,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May,  Sept.-Nov.);  An- 
nual Meeting,  May  26,  1970. 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville, 
Ore. 


Portland  Surgical  Society — 1th  Tues. 
(Sept.-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout.  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Donald  M.  Keith,  Seattle 
Sec.,  Edward  W.  Bigler,  Bellevue 
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Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec..  D.  F.  Milam,  Jr..  Bellevue 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  March  9,  1970. 
Pres.,  Rick  L.  Johnson,  Seattle 
Sec.,  James  E.  Stroh,  Jr.,  Seattle 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.);  Annual  Fall  Assembly, 
Sept.  19-20,  1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Fri. 

(Sept.-May),  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan. 
30-31,  1970,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Annual  Meeting,  April  4,  1970. 

Pres.,  Richard  Miller,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  2,  1970. 

Pres.,  Wayne  Zimmerman,  Tacoma 
Sec.,  Arthur  P.  Wickstrom,  Tacoma 


Washington  Academv  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg.  Seattle 
Sec.,  Paul  S.  Paulson.  Seattle 


Washington  State  Society  of  Allergy — 
Northwest  Allergy  Forum,  May 
1970. 

Pres..  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 


Washington  State  Society  of  Anes- 
thesiologists — Quarterly.  Seattle. 

Annual  Meeting,  Sept.  13,  1969. 
Pres.,  Richard  L.  Pokomy,  Spokane 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs  ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  ''patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indication-Oral  contraception. 

Contraindications-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinol  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681,2  estimate  there  is  a seven- to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category  Mortality  Rates 

Hospitalization  Rates 
( Morbidity ) 

Age  20-34  Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives  1.5/100,000  3.9/100,000 
Non-Users  0.2/100,000  0.5/100,000 

47/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increosed  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contra- 


ceptives has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  oge  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions-A  statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  ner- 
vousness, dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives:  hepatic 
function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  ond  X;  thyroid  function:  increase 
in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test; 
i pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  ond  Vessey,  M.  P.: 
Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P., 
and  Doll,  R.:  Brit.  Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  complete  prescribing  information. 
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No  Hepatitis  in  Over 
12  Years  of  Use 

Plasmanate 

Plasma  Protein  Fraction 
(Human),  5%,U.S.P 

An  alternative  to  stored  pooled  plasma 


PLASMANATE® 
Plasma  Protein  Fraction 
(Human),  5%,  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

i Heat  T reated 
Against 
* Hepatitis 

6£)°C-10  Hours 

Yes 

Yes 

No 

| Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
; Blood  Group 
i Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na—  110  mEq  L 
Cl  — 50  mEq  L 
K -0.25  mEq  L 

Na— 154  mEq  L 
Cl  —124  mEq  L 
K — .03  to  .05  mEq  L 

Na— 142  mEq  L 
Cl  -103  mEq  L 
K — 5 mEq  L 

Plasma 
i Proteins 
' Present 

Albumin  —88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  —57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 
Gamma  Globulin— 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4Vz% 

Plasmanate  is  available  in  50  ml.  vials  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  sets. 


World  Leader  in  Human  Plasma  Fractions 
CUTTER  JlcUtJ&u+tosuel,  Inc.,  Berkeley,  Calif.  94710 
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If  you  share  the  increasing  concern  about  laboratory 
reliability,  you'll  be  interested  in  LABORATORY  PRO- 
CEDURES. A separate  division  of  The  Upjohn  Com- 
pany, it  is  planned  to  eventually  encompass  a 
national  network  of  regional  laboratories.  The  first 
regional  center  is  now  serving  physicians  in  thewestern 
states. 


One  result  is  the  attainment  of  high  standards  in  re- 
producible accuracy.  Another  is  the  efficiency  in  per- 
formance of  clinically  meaningful  group  tests  which 
help  make  the  private  practice  of  preventive  medicine 
more  practical. 

Ready  to  serve  you  and  your  patients 


No  laboratory  is  perfect.  But  the  Laboratory  Procedures 
approach  is  a big  step  in  the  right  direction.  Why? 
Because  Laboratory  Procedures  starts  with  a qualified 
professional  and  technical  staff.  Utilizes  advanced 
instrumentation  and  sophisticated  procedures.  Em- 
phasizes computer-assisted  automated  analysis  wher- 
ever possible.  And  builds  in  quality  control  through- 
out. 


Laboratory  Procedures  offers  you  a functional,  easy-to- 
use  system  for  collecting  samples,  ordering  tests,  and 
submitting  specimens  by  mail  for  a wide  line  of  pro- 
cedures. And  billing  is  specific  by  test  and  patient — j 
no  minimums,  maximums  or  contract. 

Put  the  scientific  experience  and  research  orientation 
of  Upjohn  to  work  on  your  laboratory  needs  now. 
Write  for  more  information:  DEPARTMENT  A, 


upjoH"  LABORATORY  PROCEDURES 


Division  of  The  Upjohn  Company 

P.O.  Box  6000,  Inglewood,  California  90301 


SM  (Service  Mark)  and  ©1968,  The  Upjohn  Company 
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HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 
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Priscoline 

(tolazoline) 

could  help 

In  the  big  city.  Eager  for 
fun.  Too  bad  he  can  never  leave 
peripheral  vascular  disease 
behind.  Along  with  his  cold  feet 
and  clumsy  boots. 

Now  he’s  about  to  get  a 
cold  shoulder  too. 

His  next  step  should  be 
Priscoline.  It  dilates  peripheral 
blood  vessels,  increases  blood 
flow  to  extremities.  Helps 
relieve  numbness  and  chill 
associated  with  PVD. 

And  Priscoline  helps 
patients  prone  to  claudication 
move  around— makes  walking 
less  painful. 

Priscoline  could  help  this 
country  gentleman  warm  his 
feet.  If  not  her  heart. 

Please  turn  page  for 
prescribing  information  on 
Priscoline,  oral  peripheral 
vasodilator. 


C I B A 


Priscoline  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral  \hsodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach ; use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 

ADVERSE  REACTIONS 

Occasional:  nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 

DOSAGE 

Careful  individualization  of 
dosage  is  required. 

T ablets:  Usually  25  mg  4 to  6 
times  daily  is  sufficient.  If  necessary 
dosage  may  be  increased  gradually 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Lontab 
every  12  hours  will  achieve  the  same 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Thus, 
continuous  action  throughout  the 
night  is  achieved  without  the  need  for 
arising  to  take  additional  medication. 
SUPPLIED 

Tablets,  25  mg  (white,  scored) ; 
bottles  of  100  and  1000. 

Lontabs,  80  mg  (bright  yellow) ; 
bottles  of  100. 

LONTABS®  (long-acting  tablets  CIBA) 
Please  consult  complete  literature 
before  prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn't  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Fergon 

brand  of  ferrous  gluconate 

Quickly  raises  hemoglobin  levels, 
restores  iron  reserves. 


Well-tolerated  and  easy  on 
the  budget,  too. 

SUPPLIED:  320  mg  tablets  in  bottles  of 
100,  500  and  1,000. 

!:I;IM’I  BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


CIBA 


/399e 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editii.g.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  ri«,nt  of  individuals  to  speak  for  them- 
selves. Ed 

For  the  Tense , Insecure , 

Angry,  Pregnant  Woman 

Seattle,  Washington 

Editor,  northwest  medicine: 

As  you  may  be  aware,  the  Rvther  Child  Center 
has  functioned  for  many  years  as  a service  for  emo- 
tionally disturbed  children  and  their  families.  The 
agency  has  just  received  a $100,000  five-year  grant 
from  an  anonymous  donor  who  wished  these  funds 
to  be  used  in  some  area  utilizing  the  existing  Ryther 
competence  but  which  would  not  be  simply  an  ex- 
tension of  existing  services.  Consequently,  after 
serious  consideration,  the  Board  of  Directors  has 
determined  that  this  money  shall  be  used  to  set 
up  a small  pilot  study  testing  the  possible  effective- 
ness of  early  counseling  for  tense,  insecure  or  angry 
pregnant  women  and  their  husbands  in  an  effort 
to  prevent  emotional  or  behavioral  problems  from 
occurring  in  the  life  of  their  child. 

We  recognize  that  the  mother’s  attending  physi- 
cian is  probably  in  a better  position  than  anyone  to 
detect  signs  of  negative  attitudes  which  can  lead  to 
the  development  of  pernicious  parent-child  rela- 
tionships. In  the  histories  of  the  disturbed  children 
who  come  to  us  we  find  statements  like,  “the  mother 
was  ill  and  depressed  throughout  pregnancy,”  the 
child  was  “different  from  birth,  would  not  cuddle, 
cried  incessantly,  was  hyperactive,  colicky,  would 
not  train,  etc.”  We  have  discovered  that  as  we 
work  with  the  parents  of  these  children  their  rela- 
tionships to  later  siblings  improve.  The  question 
naturally  arises  as  to  whether  or  not  some  counsel- 
ing as  soon  as  the  first  evidence  of  potential  difficulty 
appears  could  not  help  avoid  later  disturbances. 

We  are  interested  in  hearing  from  physicians  who 
have  patients  with  such  difficulties  and  present  a 
need  for  a type  of  counseling  that  they  do  not  have 
time  to  give  and  if  they  would  be  willing  to  suggest 
to  such  parents  the  possibility  of  such  counseling 
with  someone  at  our  agency.  Even  though  this  is 
a specially  funded  project,  the  agency’s  policy  of 
sliding  fee  scales  based  on  ability  to  pay  would  be 
used.  In  all  cases  we  would  expect  to  work  closely 
with  the  parents’  attending  physician  in  order  not 
to  disturb  this  important  relationship.  The  entire 
Ryther  Child  Center  services,  including  psycholog- 
ical testing  and  psychiatric  consultation,  will  also 
be  available. 

We  are  now  prepared  to  accept  referrals.  Please 


call  or  write,  Mrs.  Susan  Sodergren,  Ryther  Child 
Center,  2400  N.E.  95th  Street,  Seattle  98115,  phone 
(206)  525-5050  from  9:00  am  to  12:00  noon  or 
leave  a message  with  her  secretary  Mrs.  Helen 
Walter. 

Sincerely  yours , 

LILLIAN  J.  JOHNSON 

Director 

Jon  Straumfjord  Missed 

Portland,  Oregon 

Editor,  northwest  medicine: 

Your  article,  which  appears  in  the  July  issue  of 
northwest  medicine,  pertaining  to  Jon  V.  Straum- 
fjord, M.D.,  is  outstanding.  The  Members  of  the 
Board  who  served  with  Dr.  Straumfjord  and  the 
entire  office  staff  appreciate  the  opportunity  they 
have  had  of  knowing  Dr.  Straumfjord  and  working 
with  him,  and  he  will  be  missed  very  much. 

If  you  have  some  reprints  of  pages  658  and  659, 

I shall  appreciate  receiving  them,  as  I would  like 
to  make  this  excellent  article  available  to  as  many 
persons  as  possible. 

Very  truly  yours, 

HOWARD  I.  BOBBITT 

Executive  Secretary 

Hypoglycemia  of  the  Newborn— 
a Preventable  Hazard 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

We  have  been  recognizing  in  newborns  admitted 
to  the  Neonatal  Intensive  Care  Center  here  an  in- 
creasing number  of  undersized  babies  with  severe 
hypoglycemia  (blood  glucose  <20  mg  per  100  ml), 
often  with  convulsions  or  convulsive-like  behavior. 
These  infants  usually  have  suffered  intrauterine 
malnutrition  and  as  a result  have  minimal  glycogen 
stores  which  can  be  further  depleted  by  any  asphyx- 
ial  or  hypothermic  insult.  The  smaller  of  twins  and 
the  offspring  of  mothers  who  have  a chronic  disease 
(hypertension)  are  examples  of  infants  susceptible 
to  this  syndrome.  Delay  in  feedings  can  be  harm- 
ful. Plain  water  offerings  or  low  calorie  milk  mix- 
tures are  insufficient  to  support  the  metabolism  of 
the  glucose-dependent  brain  in  such  infants.  Longi- 
tudinal screening  with  Dextrostyx  Amer  J Dis 
Child,  117: 672  (June)  1969,  for  all  “small  for  dates” 
infants  will  help  anticipate  this  condition.  Prompt 
feeding,  when  tolerated,  or  parenteral  glucose  so- 
lutions (D  10  W)  will  avoid  this  hazard  in  most 
instances. 

Sincerely  yours, 

S.  GORHAM  BABSON,  M.D. 

Neonatal  Intensive  Care  Center 

Doernbecher  Memorial  Hospital 
correspondence  continued  on  page  719 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)* *  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility ...  stop  pain-spasm  feedback 

by  providing: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.5 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity  J 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc. 

1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  al .:  Gastroenterology  4-4:146, 
1963.  4.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  5.  Friend,  D.  G.:  Clin, 
Pharmacol.  Ther.  5:871,  1964. 

*u.s.  patent  no.  2,895,87? 


( McNEIL ) 

MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  w*ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 02.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mq. 

EQUANIL 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


! 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 


nesium  hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 
action  of  simethicone.2 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Danhof.  I.  E : Report  on  file.  2.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

Mylanta 

#LIQUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 
^Stuortj  Division/ATLAS  CHEMICAL  INDUSTRIES.  INC./Pasadena,  Calif.  91109 
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now 
he  can 
cope*** 


thanks  to 


SODIUM® 

(SODIUM  BUTABARBITAL) 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (M  gr.)  to  30  mg.  [}/2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (14  gr.), 

30  mg.  (A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  ()4  gr.),  30  mg.  ('A  gr.). 

( Me  NEIL ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


NOTES : 


AMA  kept  a promise  and  suffered.  Most  of  the  un- 
favorable publicity  heaped  on  AMA  over  the  Knowles  affair 
was  made  effective  because  AMA  had  promised  to  maintain 
silence  during  the  month  before  Egeberg  was  appointed. 

The  pledge  was  given  to  Secretary  Finch.  Actually,  AMA 
never  opposed  appointment  of  Knowles  but  named  three 
physicians  felt  to  be  better  qualified.  One  was  John  R. 
Hogness,  Dean  of  the  University  of  Washington  School  of 
Medicine . 


Give  them  more  - give  them  less.  It  seems  that  every 
time  a scheme  is  developed  to  give  people  more  medical  care 
the  promoters  soon  start  clamoring  for  a device  to  keep 
them  from  using  too  much.  Or  they  howl  about  costs  for 
something  they  wish  to  give  away  that  had  traditionally 
been  given  away  by  physicians.  Who  is  being  charitable 
with  what? 


Are  professors  obsolete?  A self-instruction  program 
at  Ohio  State  University  College  of  Medicine  might  show 
that  some  students  do  better  by  active  acquisition  of 
knowledge  rather  than  by  passive  transfer.  Under  an  NIH 
grant,  they  will  be  guided  but  not  forced  into  a rigid 
program.  Each  student  will  advance  at  his  own  pace. 
Unfortunately,  the  grant  is  for  only  three  years.  It  would 
be  interesting  to  follow  study  habits  maintained  after 
graduation. 


Health  services  will  be  hampered  by  government  action, 
says  the  National  Federation  of  Independent  Business.  Some 
5,000,000  small  enterprisers  feel  they  have  been  left  adrift 
on  a sea  of  inflation  without  a paddle.  Establishment  of 
facilities  such  as  nursing  homes  has  been  slowed  by 
diversion  of  funds  from  the  Small  Business  Administration 
to  the  "War  on  Poverty."  Diversion  includes  funds  coming 
in  as  repayment  of  loans.  No  money  is  available  to  aid 
construction  of  health  service  facilities  to  be  operated 
independently. 

Who  calls  the  tune?  Fifty  percent  of  the  full  time 
faculty,  in  69  medical  schools,  receive  some  payment  from 
the  Federal  Government.  Salary  budget  for  these  schools 
is  $294.4  million,  of  which  33  percent  was  provided  through 
federal  training  and  research  grants.  The  number  of 
faculty  members  receiving  a portion  of  salary  from  the 
Federal  Government  has  grown  from  2,270  in  the  1959-60 
school  year  to  8,544  in  the  1967-68  school  year.  These 
data  are  from  the  Association  of  American  Medical  Colleges, 
published  in  the  Association's  Datagrams. 


Medical  libraries  will  continue  to  receive  federal 
money  if  H.  B.  11223  is  passed.  It  was  introduced  by 
Representative  Staggers,  of  West  Virginia. 

H.L.H. 
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correspondence  continued  from  page  711 


DON'T  Give  Addicts  a Break 


Seattle,  Washington 

Editor,  northwest  medicine: 

I am  enclosing  a list  of  “Don’ts”  for  the  physician  which  was  originated  by  the 
old  Bureau  of  Narcotics  many  years  ago,  but  which  I find  is  just  as  applicable  now, 
probably  more  so,  as  it  was  20  years  ago. 

Most  physicians  can  avoid  addict-associated  problems  if  they  follow  these  “Don’ts.” 
Needless  to  say,  it  would  also  be  helpful  to  pharmacists  and  law  enforcement  officers. 

Sincerely  yours, 

ROSS  B.  ELLIS 

Regional  Director 


Justice  Department 
U.  S.  BUREAU  OF  NARCOTICS 

Narcotic  “ DON’TS ” for  the  Physician 


DON’T  leave  prescription  pads  around. 

Addicts  want  them  for  effecting  narcotic 
forgeries. 

DON’T  write  a narcotic  prescription  in  lead  pencil. 

Avoid  writing  any  Rx  in  pencil,  many  are 
changed  to  call  for  morphine. 

DON’T  write  for  narcotics  this  way: 

Morphine  HT  % # X or  Morphine  HT 
# 10 

Several  X’s  or  zeros  can  be  added  to  raise 
the  amount.  Use  brackets  or  spelling. 
DON’T  carry  a large  stock  of  narcotics  in  your  bag. 
Addicts  are  on  the  lookout  for  these  in  doc- 
tor’s offices  and  cars. 

DON’T  store  your  office  supply  where  patients 
can  get  at  it. 

Avoid  storage  near  sink  or  urinal.  The  pa- 
tient may  ask  to  use  these. 

DON’T  fall  for  a good  story  from  a stranger  claim- 
ing ailment  that  usually  requires  morphine. 
The  addict  can  produce  bloody  sputum, 
simulate  bad  coughs  or  other  symptoms. 
Make  your  own  diagnosis. 

DON’T  give  a narcotic  Rx  to  another  without  seeing 
the  patient. 

Addicts  have  posed  as  nurses  to  get  doctors 
to  prescribe  narcotics. 

DON’T  write  for  large  quantities  of  narcotics  un- 
less unavoidable. 


Diversion  to  addicts  is  a profitable  business, 
as  much  as  $1  for  1/4  grain  M.S. 

DON’T  prescribe  narcotics  on  the  story  that  another 
MD  had  been  doing  it. 

Consult  that  physician  or  the  hospital  rec- 
ords whenever  possible. 

DON’T  leave  Rx’s  signed  in  blank  at  the  office  for 
nurses  to  fill  in. 

Signed  blanks  are  bad  practice  and  many 
have  been  stolen  by  addicts. 

DON’T  treat  an  ambulatory  case  of  addication. 
Addicts  must  be  under  proper  control. 
Addicts  go  to  several  MD’s  at  a time.  Notify 
this  Bureau! 

DON’T  dispense  any  narcotics  without  keeping  a 
record  of  it. 

Bedside  and  office  administration  are  per- 
mitted without  record. 

DON’T  buy  your  office  narcotic  needs  on  Rx  blank. 
The  law  requires  you  to  use  an  official 
order  form. 

DON’T  resent  a pharmacist’s  call  for  information 
about  an  Rx  you  may  have  written. 

The  pharmacist  is  held  responsible  for  filling 
forgeries.  Please  cooperate. 

DON’T  hesitate  to  call  the  U.S.  Bureau  of  Narcotics, 
Justice  Department  to  get  or  give  infor- 
mation. 

It  will  be  held  strictly  confidential. 
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Both  breathe  easier  with 


BROJVKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning— may  be  habit-forming); 
thenyldiamine  HC1 10  mg. 


FOR  RELIEF  OF  SYMPTOMS  IN  EMPHYSEMA  AND  CHRONIC  BRONCHITIS 

RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 
hours,  not  to  exceed  five  times  daily.  Children  over  6:  one 
half  adult  dose.  Dosage  should  be  adjusted  to  the  severity 
of  the  condition  and  response  of  the  individual  patient. 
PRECAUTIONS:  With  Bronkotabs  therapy,  sympa- 
thomimetic side  effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleeplessness.  Bronkotabs 
should  be  used  with  caution  in  the  presence  of  hyper- 
tension, heart  disease  or  hyperthyroidism.  Drowsiness 
may  occur.  Patients  should  be  cautioned  not  to  drive  or 
operate  machinery  when  taking  Bronkotabs. 
SUPPLIED:  Bottles  of  100  and  1,000  scored  tablets. 

BREON  LABORATORIES  INC.. 

90  PARK  AVENUE,  NEW  YORK,  N.Y.  10016 


*Pin1{  Puffer * Most  typically  the  patient  with 
moderate  to  advanced  emphysema,  thin  “anxious”  appearance  and 
characteristically  overinflated  chest.  Greatly  reduced. ventilatory 
capacity,  increased  residual  capacity.  Marked  dyspnea  on  slight  or 
moderate  exertion.  Significant  respiratory  effort,  dry 
unproductive  cough. 

‘Blue  Bloater*  Most  typically  the  patient  with 
a long  history  of  chronic  bronchitis  punctuated  by  acute  inflammatory 
episodes.  May  be  stocky  or  of  average  weight;  may  eventually 
become  edematous.  Elevated  PCOs,  alveolar  hypoventilation,  cyanosis. 
Dyspnea  on  slight  or  moderate  exertion.  Frequent  cough,  often 
purulent  or  mucopurulent  sputum. 

Potent  bronchodilation, 
decongestion  and 
expectorant  action 

Whatever  “color  syndrome”  your  patients  suffer,  Bronkotabs  gives 
symptomatic  relief  and  reassurance.  Bronkotabs  multiple  actions  help 
reduce  frequency  and  severity  of  acute  episodes  in  “pink  puffer"  and 
“blue  bloater”  alike. ..help  loosen  secretions,  clear  airways  and 
keep  them  clear.  Sympathomimetic  side  effects  are  minimal. 
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Treating  vaginitis 
is  as  easy  as  AVC 


Trichomonads...  Monilia.  ..Bacteria 

I You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
i major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
- contraceptives, ,_4  broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9'11 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 

Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
) amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
• tions  for  topical  and  systemic  sulfonamides 
i should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
1 out  applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 

► Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 

! R*  J-/  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.i  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 


AVC 


TRADEMARK:  AVC 


ind  Lyle,  J.  S.:  Arch.  I I THE  NATIONAL  DRUG  COMPANY 

Walsh,  H.;  Hildebrandt,  DIVISION  OF  RICHARDSON  MERRELl  INC 

Am.  J.  Obst.  8.  Gynec.  UnU  PHILADELPHIA.  PENNSYLVANIA  19144 

rUC  AAA  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
L-KCMM  15.0%,  allantoin  2.0%) 


Cl  IDDOCITt^DICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
ourrwoi  i , 05  Gm  anantoin  0.oi4  Gm.) 


AV-9I9A  7/69 


in  trauma 


new 

Or  enzyme 

Bitabs  One  tablet  q.i.d. 

Trypsin  100.000  N T.  Units.  Chymotrypsm:  8.000  N F.  Units.;  equivalent  in  tryptic  activity  to  40  mg  of  N F.  trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


* Full  0*TS  ocsrtt 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  an  oral  form  as  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  as  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  have  been 
obtained  in; 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  os 
Indicated.  In  infection,  appropriate  antl-Infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  a known  sensitivity  to  trypsin  or  chymotrypsln. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepatic  or  renal  disease.  Safe  use  In  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  animal-origin  surgical  sutures. 
There  have  been  isolated  reports  of  anaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  placebo-treated  groups.  (See  Precautions.) 
It  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERREIL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

US.  PATENT  NO.  3,004,893  4/69  0-821A 
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^ ■ * Avoids  constipation. 

ad 


an  antacid  formulated  especially 
for  the  constipation-prone  patient 

• Gelusil-M  has  been  formulated  to  help 
avoid  constipation  in  these  patients: 
hospitalized/ bedridden/ debilitated/ seden- 
tary/ pregnant/ elderly/ on  a bland  diet/ 
on  anticholinergic-antispasmodic  drugs/ 
when  straining  at  stool  should  be  avoided. 

• Magnesium  content  helps  maintain  intes- 
tinal fluid  volume  and  motility. 

• Some  patients  may  develop  loose  stools 
while  taking  Gelusil-M.  This  condition  is 
usually  dose-related,  and  usually  responds 
to  dose  reduction. 


introducing  new 

GELUSlDM* 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 

♦U.S  Potent  No  3.324.75S 

a consistent  buffering 
anticostivet  antacid 

lAvoids  constipation. 


See  next  page  for  prescribing  information  ^ 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusil*- M Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 


Gelusir  Tablets 

a universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular GelusirLiquid  I 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor-  1 
bent  and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)—  I 
or  more— between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 

Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


B FL  OZ.  |355  ML) 
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LIQUID  ANTACID 


GELUSIL 
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Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


Adipex  helps  relieve  both  the  physical  and  emotional  distress. 


The  trouble 
with  his  stomach 
maybe 
what’s  on 
his 
mind. 


The  patient  in  your  waiting  room  who 
complains  of  vague  physical  symptoms 
could  be  reacting  to  the  emotional 
strain  of  daily  living.  All  too  often  a 
“stomach-ache”  disguises  underlying 
tension  and  anxiety. 

Adipex  can  help  these  patients  by 
relieving  symptoms  of  mild  anxiety- 
depression  and  controlling  tension- 
induced  GI  hyperactivity.  It’s  ideal  for 
short-term  management. 


Brief  Summary:  Dosage:  One  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects:  Insomnia  and  excitability  occur 
infrequently  and  usually  respond  to  decrease  in 
dosage.  Other  side  effects  include  central 
excitatory  symptoms  such  as  restlessness, 
increased  reflexes  and  irritability  or 
cardiovascular  reactions  such  as  alterations  in 
blood  pressure,  chilliness,  sweating,  anginal 
pain  and  arrhythmias. 

Precautions:  Discontinue  use  if 

rapid  pulse,  dizziness  or  blurring  of 
vision  occurs. 

Contraindications:  Coronary 
or  cardiovascular  disease, 
hypertension, 
hyperthyroidism, 
hyperexcitable  or 
psychotic  states, 
increased  intraocular 
pressure  or  glaucoma, 
or  sensitivity, 
idiosyncrasy  or 
habituation  to  any  of 
the  components. 

How  Supplied: 

Bottles  of  100  and  1000 
tablets  or  capsules. 
Caution:  Federal 
law  prohibits 
dispensing  without 
prescription. 


Adipex 

Ty-Med 

Each  tablet  or  capsule 
contains: 


Methamphetamine 
hydrochloride  10  mg. 
Amobarbital  50  mg. 
(Warning:  May  be  habit 
forming) 

Homatropine 
methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon 
brand  of  timed-release 
medication. 

Lemmon 

Pharmacal  Company, 

Haack  Laboratories, 
Sellersville,  Pa.  18960 
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EDITORIAL 


''Maoists”  Protest  AM  A 


Reaching  from  Peiping  to  New  York  the  long 
arm  of  Maoism  struck  at  the  AMA.  I arrived 
at  the  opening  session  of  the  AMA  House  of 
Delegates  a little  late;  the  large  hall  was  over- 
flowing, with  people  standing  along  the  walls. 
I found  myself  standing  next  to  a squad  of  the 
excited  youths.  Their  station  was  by  the  big 
doors.  The  squad  leader  was  busy  giving  orders 
to  his  group,  and  communicating  to  other  units 
stationed  outside  the  doors,  in  the  hotel  lobby, 
and  out  on  the  street.  Most  of  the  communica- 
tions, however,  seemed  to  be  between  this  door 
squad  and  the  forward  platoon,  a group  of  40 
to  50  that  had  seated  themselves  on  both  sides 
of  the  center  aisle  toward  the  back.  There  were 
an  estimated  150  in  all,  including  the  street  de- 
tachments. Almost  all  were  easily  identified  by 
their  garb,  hair  styles,  beards  or  mustaches, 
smell  or  feverish  look.  Most  wore  badges  with 
outhouse  wall  inscriptions  attacking  AMA.  A 
few  were  young  physicians  or  medical  students. 
Many  were  paid  disrupters  who  had  little  idea 
why  they  were  there.  All  performed  their  parts 
per  script  and  orders.  Did  I allege  they  were 
Maoists?  They  proclaimed  it,  and  disdained  the 
term  communist. 

While  the  meeting  went  on  with  its  semi- 
formal  proceedings,  the  Maoists  continued  their 
buzzing  and  activities.  They  pointedly  sat  down 
during  the  flag  salute.  They  booed  and  hissed 
every  symbol  of  patriotism.  They  clearly  in- 
tended to  ( 1 ) annoy  and  create  dramatic  reac- 


tion, and  (2)  obtain  a maximum  of  free  pub- 
licity. Prime  national  and  international  TV,  radio 
and  press  time  of  the  extent  they  achieved  might 
cost  a million  dollars  on  the  market.  They  got 
it  for  a pittance.  They  achieved  their  goals,  ex- 
cept that  there  was  little  overt  reaction.  To  mil- 
lions of  viewers  they  gave  the  impression  there 
surely  is  something  wrong  with  this  AMA  that 
has  so  frequently  been  besmirched  by  the  news 
media,  and  now  is  attacked  by  its  own  young 
doctors. 

Several  days  later,  and  prior  to  the  formal 
inauguration  of  the  new  AMA  President,  they 
demanded  ten  minutes  in  the  midst  of  this  cere- 
mony. They  insisted  that  it  be  during  optimum 
TV  time.  They  refused  a proposal  to  talk  at  the 
next  morning  business  session.  Their  candid  rea- 
son: insufficient  news  coverage! 

To  this  demand,  the  AMA  leadership  took  a 
firm  stand.  NO!  There  were  no  further  inci- 
dents of  note. 

We  can  be  tolerant,  if  we  have  to,  up  to  a 
point— even  when  we  know  the  source  of  the 
abuse  heaped  on  us.  But  there  is  also  a time  for 
firmness.  When  the  time  is  well  chosen,  it  works. 
In  the  meantime  we  can  continue  to  work  to 
make  AMA  more  responsive  and  progressive,  as 
our  delegates  from  the  Northwest  have  been 
doing  for  some  time.  We  are  not  alone  in  this 
goal.  AMA  is  changing,  in  a rapidly  changing 
world.  ■ 

William  F.  Watts,  M.D. 


Mixed  Terms  and  Mixed  Tags 


In  a recent  news  release  from  the  Washington 
Office  of  the  American  Medical  Association  words 
meaning  medical  care  or  health  service  are  used 
thirteen  times.  There  is  no  attempt  to  distinguish 
between  the  terms.  The  words  care  and  service  are 
carelessly  applied  throughout  the  report.  If  written 
material  emanating  from  the  American  Medical 
Association  fails  to  indicate  a difference  between 
what  a physician  does  and  the  service  offered  by 
a hospital,  how  can  we  expect  the  public— and  the 
legislators— to  understand? 

Those  testifying  at  legislative  committee  hearings, 


various  politicians,  writers  of  magazine  articles, 
columnists,  and  editorialists,  have  deplored  the  rapid 
rise  in  expenditures  for  health.  Most  have  neglected 
to  separate  the  costs  of  health  services  from  the  costs 
of  medical  care.  And  most  of  the  comments  state 
or  imply  that  the  medical  profession  is  to  blame. 
It  is  not  surprising  when  the  medical  profession 
itself  has  failed  to  establish  that  what  physicians 
offer  is  not  health  service.  It’s  medical  care— and 
they’ve  got  the  price  tags  mixed  up. 

To  be  sure,  health  services  are  usually  provided 
under  direction  of  a physician  but  it  is  their  selec- 
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tion,  not  their  provision,  that  is  the  concern  of  the 
physician  who  cares  for  his  patient.  And  the  rise  in 
costs  has  not  been  brought  about  by  physicians. 
It  has  resulted  from  public  demand  for  increase  in 
both  quality  and  quantity  of  health  services,  as  well 
as  for  more  medical  care. 


Relative 

Particular  attention  should  be  paid  to  a state- 
ment by  Bell-Irving  in  his  article  in  this  issue.  In 
writing  about  the  obsolescence  of  physicians,  by 
which  he  means  the  deterioration  of  scientific  knowl- 
edge used  by  physicians,  he  states  that  ninety  per- 
cent of  what  the  physician  does  is  not  subject  to  dete- 
rioration. The  remaining  ten  percent  is  the  knowledge 
that  distinguishes  the  physician  from  the  cultist  and 
it’s  the  part  responsible  for  all  the  fuss  about  con- 
tinuing medical  education.  The  ninety  percent  is 
the  part  that  makes  the  ten  percent  effective. 

While  the  physician  who  does  not  constantly 
refurbish  his  store  of  scientific  knowledge  must 
ultimately  become  a poor  physician,  the  converse  is 


Only  physicians  can  provide  medical  care.  They 
do  not  provide  health  services— they  order  them. 
The  confusion  should  be  eliminated.  And  the  price 
tags  should  be  placed  exactly  where  they  belong. 

H.  L.  H. 


Weights 

not  necessarily  true.  A vast  and  thoroughly  updated 
storehouse  of  scientific  knowledge  does  not  neces- 
sarily make  a good  physician.  Ninety  percent  science 
and  ten  percent  art  will  help  few  patients  get  well. 

Bell-Irving’s  comment  has  support  in  the  short 
report  by  Bratrude,  also  in  this  issue.  Bratrude  ob- 
served the  awakening  of  physician  attitude  in  a 
medical  student,  previously  exposed  only  to  educa- 
tion in  the  science  of  medicine,  when  he  had  oppor- 
tunity to  see  science  applied  with  art. 

Mathematical  derivation  of  the  ninety  percent 
and  the  ten  percent  might  be  questioned  but  the 
relative  weights  cannot. 

H.  L.  H. 


Orthopedic  Symposium 

Orthopedic  Disease:  Practical  Approaches  To 

Clinical  Management,  a postgraduate  symposium 
presented  by  the  Virginia  Mason  Medical  Center 
will  be  held  September,  12-13,  1969. 

This  course  is  designed  to  explore  the  cause  of 
common  orthopedic  diseases  and  to  formulate  a 
sensible  approach  to  treatment.  Carefully  selected 
representative  patients  will  be  presented.  The 
practical  aspects  of  treatment  will  be  emphasized 
and  illustrated. 

Begistrants  are  invited  to  bring  with  them  x-rays 
or  a photograph  of  any  of  their  difficult  or  prob- 
lem cases.  These  will  be  reviewed  with  the  faculty 
each  day  for  discussion.  It  is  felt  that  individual 
participation  is  valuable  and  will  enhance  the  didac- 
tic presentations  of  the  course. 

The  faculty  has  extensive  experience  in  the  treat- 
ment of  musculo-skeletal  and  related  disorders;  it 
is  their  aim  to  emphasize  the  practical  management 
of  common  orthopedic  diseases. 

PROGRAM 

Friday,  September  12 

9:30  AM  Registration 

10:00  AM  Introduction  and  purpose  of  the  course. 

JAMES  MILLER,  M.D. 


10:30  AM  Common  Orthopedic  Manifestations  of 
Systemic  Disease. 

KENNETH  WILSKE,  M.D. 

11:30  AM  The  Painful  Shoulder  and  Elbow,  Etio- 
logy, Diagnosis,  Treatment 
ROBERT  STACK,  M.D. 

12:30  PM  Luncheon 

1:30  PM  The  Conservative  Treatment  of  Low  Back 
Pain. 

ROBERT  STACK,  M.D. 

2:30  PM  Cervical  Spondylosis,  Thoraic  Outlet  Syn- 
drome, and  Other  Upper  Extremity 
Radiculopathies. 

JOHN  TYTUS,  M.D. 

3:30  PM  The  Diagnosis  and  Treatment  of  Hip 
Pain. 

DAVID  GRAINGER,  M.D. 

Saturday,  September  13 

8:00  AM  The  Office  Approach  to  Common  Knee 
Problems. 

DAVID  ANDERSON,  M.D. 

9:00  AM  Bunions,  Corns,  and  Painful  Feet.  The 
Treatment  of  Static  Foot  Deformities. 
JAMES  MILLER,  M.D. 

10:00  AM  The  Indications,  Limitations,  and  Tech- 
niques of  Injection  Therapy. 

DAVID  ANDERSON,  M.D. 

11:00  AM  Uses  and  Abuses  of  Physical  Therapy. 
SHERBURNE  HEATH,  M.D. 
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Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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Darvon* 

Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


fnaetunt  of  facial  Skeleton 


CAUSE 


(1000  CASES) 


FIGHTS 


INDUSTRY 


SPORTS 


MISCELLANEOUS 


Fig.  1.  Causes  of  facial  bone  injuries. 


Emergency  Care  of  Facial  Injuries 

GILBERT  G.  EADE,  M.D.(  Seattle,  Washington 


A patient  with  massive  facial  injury  is  not  just  injured  skin  or  teeth  or  bones— 
he  is  an  injured  person.  First  consideration  is  to  keep  him  from  dying.  Definitive 
care  can  wait  until  the  airways  are  open,  bleeding  has  been  stopped,  shock  has 
been  controlled,  and  life-threatening  damage  has  been  treated  or  ruled  out. 
If  occluded,  the  airways  should  be  re-established  immediately,  by  intubation  or 
by  cricothyroidotomy . In  most  cases,  severe  hemorrhage  can  be  controlled  by  a 
four-step  method  of  applying  pressure  ivith  packs  and  sutures.  If  bleeding 
continues,  one  or  both  external  carotids  should  be  tied.  Fracture  or  dislocation 
of  cervical  vertebrae  must  be  assumed  until  confirmed  or  ruled  out.  One  physician 
must  assume  responsibility  for  total  care.  All  others  must  be  members  of  a 
team  under  a captain. 


Any  physician  may  be  first 
to  see  and  care  for  a pa- 
tient whose  face  has  been  in- 
jured. I hope,  therefore,  that 
these  observations,  coming  from 
a review  of  1,000  of  my  own 
cases  of  facial  fracture,  will  be 


Presented  at  annual  meeting  of  Seattle 
January  24-25,  1969. 


of  general  interest.  The  impor- 
tant finding  is  that  the  only  seri- 
ous, avoidable  problems  arose 
from  massive  facial  injuries  and 
they  occurred  within  a few  hours 
after  hospital  admission. 

About  two-thirds  of  the  facial 

Surgical  Society,  Seattle,  Washington, 


fractures  were  sustained  in  auto- 
mobile collisions  and  4.2  percent 
of  the  1,000  cases  had  massive 
facial  injuries.  Figures  1,  2. 
These  are  crushing,  smashing  in- 
juries in  which  most  of  the  facial 
bones  are  comminuted,  some- 
thing like  what  happens  to  the 
shell  when  a hard  boiled  egg  is 
stepped  on. 
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fnactune  of  facial  Skeleton 


(1000  CASES) 


Fig.  2.  Severity  of  facial  bone  injuries.  Massive  face  injuries  are  severe  crushing  injuries  of 
soft  tissues  and  bones  rather  than  simply  multiple  fractures  or  lacerations. 


Figure  3 shows  patients  who 
had  facial  injuries  with  lacera- 
tions and  multiple  bone  frac- 
tures but  not  massive  facial  in- 
juries. Figure  4 shows  patients 
who  had  massive  facial  injuries. 
The  difference  is  obvious  at  a 
glance. 

The  forty-two  individuals 
with  smashed  faces  had  the  as- 


sociated injuries  listed  in  Figure 
5.  These  patients  are  never  in- 
jured teeth  or  injured  faces. 
These  are  injured  people.  Note 
especially  that  all  had  associated 
head  injury.  The  sixteen  deaths 
represent  38  percent  mortality, 
but  considering  that  multiple, 
serious  injuries  were  present, 
the  rate  is  not  unexpected.  Sev- 


eral of  the  deaths  must  be  classi- 
fied as  preventable,  but  even 
those  considered  preventable 
should  be  interpreted  as  prevent- 
able at  the  time  of  emergency 
care,  not  because  of  severity  of 
total  injury.  The  problems  fell 
into  the  general  categories  of 
1.  airway,  2.  bleeding,  and  3. 
missed  diagnoses. 


Fig.  3 a,  b,  c.  Multiple  facial  injuries.  These  patients  have  multiple  facial  bone  fractures  or 
soft  tissue  injuries  but  do  not  represent  massive  face  injuries  which  are  shown  in  Fig.  4 a,  b.  c. 
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Fig.  4 a,  b,  c.  Massive  face  injuries.  These  patients  represent  severe  crushing  injury  to  the 
face.  Note  the  difference  in  appearance  compared  with  those  with  other  types  of  multiple 
face  injuries  shown  in  Fig.  3 a,  b,  c. 


airway 

Airway  problems  in  face  in- 
juries take  precedence  over  all 
other  considerations  in  the  acute 
phase.  Mucous,  blood  clots,  act- 
ive bleeding,  broken  dentures, 
tooth  fragments,  food  or  vomitus 
can  cause  obstruction.  These 
factors  assume  importance  be- 
cause 100  percent  of  those  with 
massive  face  injuries  had  altered 
consciousness.  In  this  group 
there  were  three  avoidable  prob- 
lems and  two  deaths.  One  of 
these  probably  would  have  died 
anyway  from  other  injuries,  but 
my  point  is  that  the  immediate 
cause  of  death  should  not  have 
been  treatable  airway  obstruc- 
tion. Oral  tracheal  intubation  is 
given  first  consideration  as  it  is 
fast,  easy,  and  not  harmful. 

In  one  instance  the  house  offi- 
cer was  attempting  to  do  a con- 
ventional tracheotomy  as  the  pa- 
tient expired  from  massive  swell- 
ing of  the  base  of  the  tongue, 
and  hypopharynx.  There  is  no 
such  thing  as  an  emergency,  con- 
ventional tracheotomy. 

The  conventional  tracheoto- 
my is  an  elective  procedure. 

The  ordinary  tracheotomy  is 
difficult,  associated  with  consid- 
erable bleeding,  is  carried  out 


through  tissues  that  are  always 
thicker  than  anticipated,  is  hard 
to  do  without  assistance,  or  with- 
out good  lighting  and  takes  time 
—time— precious  time— to  do. 

In  an  emergency  intubate. 
If  this  is  not  possible,  the 
correct  operation  is  a high 
tracheotomy  or  cricothyroid- 
otomy. 

It  is  rapid,  safe,  efficient,  sim- 


ple and  requires  only  minimal 
instruments.  Figure  6 outlines 
the  anatomy  of  the  pretracheal 
area.  Differences  between  the 
conventional  tracheotomy  level 
and  the  higher  emergency  tra- 
cheotomy level  are  readily  ap- 
parent. 

Another  type  of  breathing 
problem  occurred  in  a 37-y ear- 
old  mother  of  three  who  sus- 
tained fractures  of  all  facial 


Massive,  face  Injuries 

ASSOCIATED  INJURIES  (42  CASES) 


Fig.  5.  Associated  injuries  in  patients  with  massive  face  injuries.  All  had  an 
associated  CNS  injury. 
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JHntitay  PnobUmx 


• EMERGENCY—  INTUBATE  OR  DO  HIGH 

TRACHEOTOMY 

•TRACHEOTOMY  CONSIDERED—  DO  IT 


POSITIVE  PRESSURE  AND  FACE  MASK  CANNOT 
FORCE  OXYGEN  THRU  CRUSHED  TISSUE 

• RESTLESSNESS  EQUALS  HYPOXIA 


• PROBLEMS  — CHECK  AIRWAY  AGAIN 


[Massive,  face  Injuries 


Fig.  6.  Airway  problems  are  listed  and  the  relative  differences  of  tissue  depth  and  anatomy 
between  a high  tracheotomy  and  a low  tracheotomy  are  shown.  The  artificial  airway  of  choice 
in  emergency  situations  is  oral-tracheal  intubation.  Otherwise  do  a high  tracheotomy. 


bones  plus  other  injuries.  I was 
called  and  my  only  advice  over 
the  phone  was  to  do  an  im- 
mediate tracheotomy  and  I’d  be 
there  in  about  10  minutes.  When 
I arrived  an  anesthesiologist  was 
giving  oxygen  with  a face  mask. 
In  a matter  of  moments  the  pa- 
tient was  dead  of  “cardiac  ar- 
rest.” She  died  of  suffocation. 

It  is  impossible  to  force  air 
or  oxygen  through  crushed 
and  broken  tissues  that  are 
without  support. 

Intubation  or  tracheotomy 
should  have  been  done. 

A third  type  of  airway  prob- 
lem was  in  a 17-year-old  man 
with  head  injury,  smashed  face 
and  extremity  fractures.  He  was 
seen  by  a neurosurgeon,  an 
orthopedic  surgeon  and  myself 
about  one-half  hour  after  the 
injury.  The  fractures  were  splint- 


ed and  it  was  our  combined 
opinion  that  nothing  more  defini- 
tive should  be  attempted  until 
his  general  condition  became 
stable.  The  mandible  was  not 
broken  and  the  pharynx  was 
clear,  without  swelling,  Figure 
4a.  Tracheotomy  was  considered 
but  our  opinion  was  that,  as 
long  as  one  of  us  would  be 
checking  him  periodically,  there 
should  be  no  problem.  Over  the 
next  four  hours,  he  became  more 
restless  and  thrashed  about, 
finally  to  the  point  of  needing 
restraints.  His  pulse  increased 
from  106  to  140.  At  this  point,  an 
astute  nurse  phoned  and  said 
she  thought  the  patient  was  hav- 
ing trouble  breathing.  A trache- 
otomy set  was  ready  at  the  bed- 
side and  I informed  her  that  I 
would  be  right  over.  I was  there 
in  about  15  minutes.  When  I 
arrived,  two  nurses  were  giving 


him  oxygen  by  nasal  catheter 
and  carrying  out  external  chest 
massage.  He  was  cyanotic  and 
quiet.  They  were  not  sure  if  his 
heart  had  actually  stopped  but 
they  didn’t  know  what  else  to 
do.  A tube  was  put  through  the 
cricothyroid  area,  and  a pulse 
was  immediately  visible  in  the 
neck.  I don’t  really  know  if  he 
actually  had  an  arrest.  On  ex- 
amination, the  posterior  pharynx 
and  base  of  the  tongue  were 
greatly  swollen  and  red-purple 
in  color.  Virtually  no  airway  ex- 
isted. Following  tracheotomy  he 
was  no  longer  restless  and  the 
pulse  returned  to  a normal  level. 
A low  tracheotomy  was  then 
done  and  the  higher  one  closed. 
Definitive  treatment  of  the  facial 
injuries  was  carried  out  four 
days  later.  Figure  7 shows  his 
appearance  two  weeks  after  sur- 
gery. 
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Facial  injuries  do  not  de- 
mand immediate  definitive 
care. 

This  boy  has  since  graduated 
from  the  University  of  Washing- 
ton. 

He  had  one  other  breathing 
problem.  A day  after  admission, 
despite  repeated  suctioning  witli 
a catheter,  cleansing  the  airway 
with  saline,  and  numerous 
changes  of  the  inner  tracheoto- 
my tube,  his  respiration  in- 
creased and  he  again  was  in 
serious  trouble.  Figure  8a,  b, 
shows  the  appearance  of  the  out- 
er tracheotomy  tube  when  re- 
moved. The  clots  were  adherent 
to  the  tip  edges  and  not  affected 
at  all  by  removing  and  cleaning 
the  inner  tube.  Figure  8c  shows 
a catheter  being  passed  through 
the  tracheotomy  tube.  It  indi- 
cates ball  valve  action,  and  ex- 
plains why  it  was  so  easy  to 
pass  the  suction  catheter  with- 
out being  able  to  detect  the 
obstruction. 

When  there  is  suspicion  of 
a breathing  problem — intu- 
bate or  do  high  tracheotomy. 

Restlessness  and  an  increas- 
ing pulse  rate  in  acute  trauma 
indicate  hypoxia  until  proven 
otherwise. 


Fig.  7.  The  patient  shown  in  Fig.  4a  received  definitive  treatment  for  the  facial 
injuries  four  days  after  admission.  This  is  his  appearance  two  weeks  later. 
Facial  injuries  do  not  demand  immediate  definitive  treatment,  but  do  demand 
emergency  care. 


Fig.  8 a,  b.  The  patient  developed  increasing  breathing  trouble  despite  a wide  open  airway 
when  a suction  catheter  was  passed.  The  clot  was  tightly  adherent  to  the  very  tip  edge  of  the 
outer  tracheotomy  tube.  Fig.  8 c.  The  small  opening  existing  through  the  clot  adherent  to 
the  tip  edge  of  the  outer  tracheotomy  tube  illustrates  why  it  was  impossible  to  easily  pass 
a catheter  down  without  any  evidence  of  obstruction. 
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Blszdinq  PnobUms 
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BLEEDING  CAN  BE  MASSIVE 
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CONTROL  BLEEDING  IN 
LOGICAL  WAY  WITH 


PACKING  AND  PRESSURE 


CONSIDER  LIGATION  OF 
EXTERNAL  CAROTID 
ARTERIES 


Massive  face  Injuries 


Fig.  9.  Bleeding  problems  are  usually  related  to  the  greater  palatine  as  it  emerges  through 
the  hard  palate  and  the  internal  maxillary  as  it  courses  posteriorly  to  the  maxilla. 


Control  ofBlezdinq 

MASSIVE  FACE  INJURIES 


O PACK  NASAL 
PHARYNX 


COMPRESS  CENTRAL 
FACE  STRUCTURES 


COMPRESS  CENTRAL 
FACE  AGAINST 
PHARYNGEAL  PACK 


□ PACK  NASAL  PASSAGES 


Q CONSIDER  LIGATION  OF  EXTERNAL 
CAROTID  ARTERIES 


Fig.  10.  The  step  outlined  here  take  about  four  to  five  minutes  time  and  usually  stop  bleeding. 
If  bleeding  persists,  ligate  one  or  both  external  carotid  arteries. 
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Fig.  11.  This  represents  a massive  face  injury  in  whom  the  four  steps  outlined 
were  followed  to  control  persistent  severe  bleeding. 


Severely  traumatized  pa- 
tients should  not  be  admitted 
to  any  hospital  that  does  not 
have  trained  physicians  in  at- 
tendance at  all  times. 

bleeding 

Next  in  importance  after  air- 
way maintenance  is  control  of 
bleeding.  Although  it  is  not 
common,  rapid  and  significant 
blood  loss  can  occur.  Two  ves- 
sels are  especially  troublesome; 
the  greater  palatine  artery  where 
it  emerges  through  the  maxilla 
and  posterior  part  of  the  hard 
palate,  and  the  internal  maxillary 
artery  as  it  runs  just  posterior  to 
the  maxilla.  These  vessels  are 
intimately  attached  to  bone. 
Therefore,  retraction  and  con- 
striction may  not  occur.  These 
vessels  are  schematically  shown 
in  Figure  9. 

There  were  four  serious  bleed- 
ing problems  in  this  series  but 
no  deaths.  In  all  four,  the  blood 
loss  occurred  in  less  than  one 
hour  from  the  time  of  injury  and 
all  were  unconscious.  In  these 
patients  there  are  no  vessels  to 
clamp  and  blood  seems  to  be 
coming  from  everywhere.  Such 
bleeding  must  be  controlled. 
Pecking  and  packing  here  and 
there  does  virtually  no  good. 
There  is  a logical  routine  for 
meeting  this  problem.  Refer  to 
Figure  10. 

First,  pass  a small  rubber 
catheter  through  the  nose  or 
any  passage  that  exists  into  the 
posterior  pharynx  and  pull  a 
large  tamponade  pack  of  gauze 
up  into  the  posterior  naso- 
pharynx with  the  traction  suture 
brought  out  through  the  nose. 

Second,  place  cotton  in  four  to 
six  finger  cots  or  fingers  from  a 
rubber  glove  and  place  two  to 
three  in  each  side  in  the  nose, 
pushing  them  as  far  back  as 
possible  with  the  open  ends  at 
the  nares.  Don’t  worry  about 


getting  into  the  correct  spaces 
in  the  nose. 

Third,  fold  up  about  eight 
4x4  gauze  squares  and  place 
them  on  the  roof  of  the  mouth. 
Pass  a wire  or  other  heavy  suture 
across  this  packing  and  out 
through  the  upper  cheek  region 
on  each  side  and  tie  the  ends 
over  gauze  or  a towel  on  the 
head.  This  compresses  every- 
thing upward. 

Fourth,  wrap  the  central  face, 
front  to  back  around  the  head 
with  Kerlix,  Kling  or  bias  stock- 
inette. This  compresses  the  tis- 
sues back  against  the  pharyn- 
geal tamponade.  The  entire  pro- 
cedure described,  if  done  in  a 
step-wise  fashion,  takes  four  to 
five  minutes.  No  pressure  is  put 
on  the  mandible  or  tongue  or 
neck.  If  these  measures  are  not 
effective,  one  or  both  external 
carotid  arteries  should  be  ligat- 
ed. This  was  done  in  two  in- 
stances. Figure  11  is  a patient 
in  whom  the  four  steps  outlined 
were  followed  to  control  bleed- 


ing. Figure  12  is  the  definitive 
repair  two  days  later. 

missed  diagnoses 

After  control  of  bleeding  the 
next  problem  area  in  the  acute 
phase  is  related  to  missing  more 
serious  conditions.  One  patient 
died  from  a treatable,  unrecog- 
nized cause,  but  may  have  died 
anyway.  She  was  a fat  Indian 
girl  with  massive  face  injury, 
skull  fracture,  fractured  pelvis 
and  dislocated  hip.  At  the  in- 
sistence of  an  orthopedic  sur- 
geon and  over  the  protests  of  a 
neurosurgeon,  the  patient  was 
given  an  immediate  spinal  anes- 
thetic and  the  hip  reduced.  The 
orthopedist  left.  The  patient  re- 
mained in  shock  and  died  about 
one  hour  later  despite  pumping 
in  four  units  of  blood,  two  bot- 
tles of  Dextran  and  much  saline. 
She  had  a ruptured  spleen  and 
bled  into  her  soft,  non-tender 
abdomen— an  unrecognized  prob- 
lem, despite  several  examina- 
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tion  was  present.  She  had  no 
symptoms  other  than  minimal 
neck  discomfort.  Needless  to  say, 
she  was  not  moved  from  the 
x-ray  table  until  a neurosurgical 
consultation  was  obtained.  She 
had  no  neurological  problems 
and  recovered  without  difficulty. 
Four  weeks  later  her  facial  bone 
fractures  were  reduced  when  it 
was  felt  to  be  safe  from  the 
standpoint  of  her  neck  injury, 
Figure  13a,  b. 


Fig.  12.  This  illustrates  the  definitive  repair  of  the  patient  shown  in  Fig.  11 
and  was  carried  out  two  days  after  his  emergency  care. 


tions  by  a general  surgeon  dur- 
ing this  interval. 

In  serious,  multiple  injuries 
only  life-threatening  condi- 
tions should  be  corrected  in 
the  acute  phase. 

In  a multiply  injured  pa- 
tient, there  must  be  a “cap- 
tain of  the  ship”  and  this  cap- 
tain should  be  the  person  most 
knowledgeable  about  the  gen- 
eral condition  and  most  inti- 
mately involved  in  total  care. 

The  second  missed  diagnosis, 
fortuitously,  did  well.  She  was  a 
23-year-old  mother  and  house- 
wife with  a smashed  face  and 
extremity  fractures.  The  extrem- 
ity fractures  were  evaluated  and 
managed  by  moving  her  from 
the  ambulance  stretcher  onto  the 
emergency  room  examining  ta- 
ble and  then  onto  the  x-ray  table. 


back  onto  the  emergency  room 
table  and  then  into  bed,  then 
back  onto  a cart,  then  onto  a 
table  in  the  cast  room  where 
traction  without  anesthesia  was 
applied  to  one  arm  and  one  leg, 
a cast  applied  to  the  arm  and  a 
traction  splint  to  the  leg,  back 
onto  tbe  cart  and  back  to  bed. 
The  following  morning  back  on 
the  cart  and  back  to  the  x-ray 
table  where  skull  x-rays  were 
taken  and  then  she  was  rolled 
onto  her  face  to  get  facial  bone 
films.  Her  head  and  neck  were 
turned  this  way  and  that  to  get 
good  pictures.  These  were  read 
in  the  afternoon  and  because 
of  a question  of  the  cervical 
spine  noted  on  the  lateral  skull 
film,  she  was  moved  back  onto 
the  cart  the  next  day  and  back 
onto  the  x-ray  table  for  cervical 
spine  films.  A fracture-disloca- 
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Fig.  13  a,  b.  This  is  the  appearance  of 
a 23-year-old  female  four  weeks  after 
a massive  face  injury  and  fracture  dis- 
location of  the  cervical  spine.  Note  the 
degree  of  posterior  displacement  of  the 
maxilla  in  comparison  with  the  non- 
fractured  mandible.  Open  reductions 
were  done  and  external  traction  via 
a plaster  neadcap  maintained  for  three 
weeks  for  fixation. 


EVERY  patient  with  a 
smashed  face  injury  should 
be  considered  to  have  a seri- 
ous neck  injury  until  proven 
otherwise. 

X-ray  departments  and 
emergency  departments 
MUST  adopt  transportation 
carts  that  permit  any  needed 
x-ray  examinations  WITH- 
OUT moving  the  patient  onto 
the  x-ray  table  and  WITH- 


OUT requiring  the  patient  to 
get  into  different  positions  to 
get  the  x-rays. 

It  seems  strange  indeed  in  this 
day  of  moon  trips  that  transpor- 
tation carts  and  x-ray  techniques 
are  the  same  as  they  were  40 
years  ago.  Certainly,  with  mini- 
mal imagination  someone  can 
devise  a way  to  adapt  the  ma- 
chine to  the  patient  rather  than 
vice  versa. 


conclusions 

I have  tried  to  review  criti- 
cally the  severe  facial  fracture 
cases  I have  treated,  to  deter- 
mine what  serious  problems  oc- 
curred and  what  could  have 
been  done  to  avoid  them.  From 
this  I have  set  forth  a series  of 
statements  that  I feel  will  help 
to  give  better  care  to  these  multi- 
ply injured  persons: 


1.  Oral-tracheal  intubation  is  the  procedure  of  choice  for  potential 
or  real  airway  obstruction  in  trauma. 

2.  If  there  is  suspicion  of  breathing  problem — intubate  or  do  high 
tracheotomy  IMMEDIATELY. 

3.  Positive  pressure  and  face  mask  cannot  force  oxygen  through 
crushed  tissues. 

4.  Restlessness  equals  hypoxia. 

5.  If  problems  arise — check  ALL  elements  of  airway  again. 

6.  Blood  loss  can  be  massive. 

7.  Control  bleeding  in  a logical  way  with  packing  and  pressure. 

8.  Consider  ligation  of  external  carotid  arteries. 

9.  Face  injury  equals  neck  injury. 

10.  Correct  only  life-threatening  conditions. 

11.  Multiple  injury  demands  a “captain  of  the  ship.” 

12.  Serious  injuries  need  trained  physicians  in  the  hospital  at  all  times. 

13.  Patient  carts  and  x-ray  techniques  are  obsolete. 

14.  A smashed  face  is  an  injured  total  person.  ■ 

1442  Medical  Dental  Building  (98101) 
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Major  Urologic  Trauma: 
Diagnosis  and  Management 

HAAKON  RAGDE,  M.D.  / J.  WILLIAM  McROBERTS,  M.D. 
Seattle,  Washington 


This  review  briefly  presents  a few  principles 
of  general  care  of  the  injured  and  summarizes 
in  a critical  manner  the  methods  of  diagnosis 
and  treatment  employed  in  major  urinary  tract 
injuries. 

In  the  severely  injured  patient,  adequate  ven- 
tilation must  be  secured,  hemorrhage  arrested, 
and  the  circulation  supported.  The  possibility 
of  injury  to  the  urinary  tract  should  be  consid- 
ered in  every  patient  with  trauma  to  the  lower 
thorax,  abdomen,  flanks,  bony  pelvis  and  perin- 
eum. Gross  hematuria  or  blood  at  the  urethral 
meatus  indicates  that  such  has  occurred.  The 
maginitude  of  renal  damage  usually  cannot  be 
accurately  evaluated  on  clinical  grounds.  Major 
reliance  for  locating  and  defining  the  extent  of 
the  injury  is  placed  on  a combination  of  different 
methods  of  roentgenography,  including  excretory 
urography,  retrograde  ureteropyelography,  and 
selective  arteriography.  Nevertheless,  the  con- 
dition of  the  patient  is  the  principal  factor  in 
deciding  between  operative  and  expectant  treat- 
ment. Injuries  to  the  bladder  and  urethra  can 
be  accurately  appraised  by  gravity-filled  cysto- 
grams  and  retrograde  urethrocystograms.  Digi- 
tal rectal  examination  is  particularly  valuable  in 
diagnosing  a completely  severed  prostatomem- 
branous  urethra,  which,  in  terms  of  morbidity,  is 
one  of  the  most  formidable  of  all  urologic  injuries. 


More  than  50  million  Ameri- 
cans are  injuried  each  year 
as  a result  of  accident  or  vio- 
lence, and  more  than  100,000  of 
these  die  from  the  injuries. 
Consequently,  surgeons  have, 
over  the  last  decade,  devoted  in- 
creasing attention  to  the  special 
problems  of  trauma,  and  greater 
emphasis  is  now  being  placed 
on  the  salvage  of  patients  with 
severe  and,  frequently,  multiple 
and  complex  injuries. 


GENERAL  CONSIDERATIONS 

The  military  medical  services 
have  amply  shown  how  success- 
fully injured  persons  can  be 
treated  when  the  whole  organi- 
zation of  a unit  is  geared  to  the 
management  of  trauma.  The  pa- 
tient often  arrives  only  minutes 
Lifter  the  accident,  is  subjected 
to  immediate  triage  for  treat- 
ment priority  and,  under  central 
direction,  is  seen  and  managed 
by  a team  composed  of  a gen- 
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eral  surgeon,  anesthesiologist, 
orthopedist,  neurosurgeon,  urol- 
ogist and  others  in  combination 
as  demanded  by  the  specific- 
case. 

Unfortunately,  in  this  imper- 
fect world,  it  is  unusual  for  a 
surgeon  to  have  direct  access  to 
such  facilities,  and  surgery  of 
the  injured  must  often  be  car- 
ried out  under  conditions  that 
fall  considerably  short  of  the 
ideal.  This,  however,  does  not 
mean  that  good  treatment  can- 
not be  delivered— provided  cer- 
tain principles  are  followed.  Al- 
though it  is  beyond  the  scope  of 
this  paper  on  major  urologic 
trauma  to  present  a treatise  on 
general  care  of  the  injured,  we 
should  like  to  discuss  briefly  a 
few  of  these  principles: 

Trauma  has  no  regard  for  ana- 
tomic or  professional  boun- 
daries, and  the  treatment  of 
trauma  need  not  be  disjointed 
by  specialty  quarantine  provided 
the  surgeon  is  competent  to 
handle  the  case.  Competence, 
when  dealing  with  the  severely 
injured  patient,  requires  exten- 
sive experience  in  traumatic 
surgery  and,  with  due  respect  to 
the  present-day  emphasis  on  pre- 
and  postoperative  care,  research 
and  teaching,  the  ability  to  op- 
erate with  celerity  and  diligence. 
It  is  often  the  initial  treatment 
that  prevents  development  of 
secondary  complications,  and 
should  it  be  less  than  optimal, 
the  directly  related  complica- 
tions may  be  sufficient  to  tip  the 
scales  against  life  and  recovery. 

Although  the  patient  with 
multiple  injuries  does  not  lend 
himself  easily  to  any  precon- 
ceived order  of  management, 
immediate,  rapid  evaluation  will 
usually  disclose  life-threatening 
injuries.  They  should  be  attend- 
ed to  in  the  following  order  of 
urgency: 


1.  Secure  adequate  ventila- 
tion. 

2.  Arrest  hemorrhage. 

3.  Support  the  circulation. 

Persistent  blood-loss  eventual- 
ly will  cause  the  heart  to  stop. 
If,  after  a vigorous  period  of 
transfusions,  there  is  evidence  of 
continuing  hemorrhage  and 
shock,  immediate  surgery  offers 
the  only  opportunity  to  save  the 
patient.  Major  bleeding  can 
often  be  arrested  within  a min- 
ute of  the  incision,  and  correc- 
tive surgery  can  then  be  with- 
held until  blood  pressure  has 
been  restored  and,  on  rare  occa- 
cions,  the  patient  anesthetized. 
Unfortunately,  much  critical 
time  is  often  lost  by  obstinately 
delaying  these  patients  in  the 
emergency  room  for  ineffective 
blood  transfusions  and  unneces- 
sary x-ray  and  laboratory  stud- 
ies, all  performed  under  the 
guise  of  “getting  the  patient  in 
shape  for  surgery.” 

The  more  obvious  local  mani- 
festations of  trauma  will  often 
mask  serious  internal  injuries; 
accordingly,  as  soon  as  feasible, 
complete  and  orderly  examina- 
tion of  the  entire  patient  must 
be  done.  The  importance  of 
this  was  dramatically  illustrated 
in  a report  by  Van  Wagoner  in 
1961,  wherein  he  analyzed  the 
records  of  606  healthy  adult 
males  who  were  injured  and 
who  died  in  a hospital  within 
two  weeks  of  admission.1  In  one 
of  three  in  whom  the  main  cause 
of  death  was  abdominal  trauma, 
the  diagnosis  was  not  made  ante 
mortem. 

DAMAGE  TO  THE  URINARY  TRACT 

Although  the  incidence  of  ser- 
ious damage  to  the  urinary  tract 
in  the  patient  with  multiple  in- 
juries is  not  high  in  comparison 
with  other  structures  of  the 


body,  such  injuries  demand  care- 
ful consideration  because  of  the 
morbidity  and  mortality  they  can 
produce.  This  review  is  present- 
ed to  define  the  present  state  of 
our  knowledge  about  major  uri- 
nary tract  injuries  and  to  sum- 
marize in  a critical  manner  the 
methods  of  diagnosis  and  treat- 
ment commonly  employed. 
Traumatic  injuries  of  the  exter- 
nal genitalia,  per  se,  will  not  be 
considered  in  this  report. 

injuries  to  the  kidney 

The  kidney,  in  instances  of 
blunt  trauma,  is  second  only  to 
the  spleen  in  frequency  of  injury 
despite  its  rather  sheltered  posi- 
tion in  the  retroperitoneal  space. 
Injury  may  vary  from  contusions 
and  minor  lacerations  to  exten- 
sive fragmentation.  An  anoma- 
lous kidney,  an  hypertrophied 
kidney,  or  one  afflicted  with  tu- 
mor or  infection  is  more  suscep- 
tible to  injury  than  a normal 
kidney.  This  possibility  should 
be  considered  whenever  hema- 
turia follows  a trivial  blow,  par- 
ticularly in  children. 

The  possibility  of  renal  injury 
should  be  considered  in  patients 
with  trauma  to  the  lower  thorax, 
abdomen,  and  flanks.  Pain  and 
tenderness  in  these  regions,  par- 
ticularly when  associated  with 
gross  or  microscopic  hematuria, 
imply  renal  injury. 

Most  civilian  kidney  injuries 
follow  blunt  trauma  in  automo- 
bile or  industrial  accidents.  Less 
common  are  penetrating  injuries 
from  sharp  objects  and  low  velo- 
city missiles. 

Effectiveness  of  treatment,  di- 
rected toward  preservation  of 
life  and  conservation  of  func- 
tional renal  parenchyma,  de- 
pends on  the  general  condition 
of  the  patient  as  well  as  on  the 
nature  and  extent  of  the  renal 
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injury.  The  magnitude  of  renal 
damage  cannot  be  evaluated  on 
clinical  grounds.  Major  reliance 
for  locating  and  defining  the  ex- 
tent of  the  injury  must  of  neces- 
sity be  placed  on  different  meth- 
ods of  roentgenography.  The 
literature  provides  many  excel- 
lent accounts  of  different  meth- 
ods and  diagnostic  criteria.  Un- 
fortunately, much  of  the  work 
described  has  been  concerned 
with  clinical  observations  only, 
and  it  would  appear,  therefore, 
that  conclusions  about  the  na- 
ture of  the  lesion,  without  surg- 
ical or  pathological  verification, 
are  at  best  speculative. 

retrograde  studies,  arteriography, 
renal  scan 

From  experimental  work  now 
in  progress  there  is  suggestive 
evidence  that  any  radiographic 
study  by  itself  is  inadequate  in 
appraising  the  injury  fully,  but 
that  a combination  of  retrograde 
studies  and  selective  arteriog- 
raphy is  capable  of  fairly  ac- 
curate evaluation  of  the  lesion. 
It  is  hoped  that  the  increasing 
use  of  these  diagnostic  modali- 
ties will  eventually  result  in  im- 
proved selection  between  opera- 
tive and  expectant  treatment. 

The  plain  abdominal  roent- 
genogram, in  instances  of  non- 
penetrating renal  injury,  will 
often  show  fractured  ribs,  verte- 
brae, and  transverse  processes. 
In  children,  however,  this  is 
rarely  evident  because  their  re- 
silient thoracic  cage  can  readily 
absorb  blows  without  fracturing. 

The  excretory  urogram  ( IVP ) 
has  its  principal  value  in  por- 
traying the  status  of  the  unin- 
volved kidney  and  will,  using 
double  doses  of  contrast  me- 
dium, be  of  enough  diagnostic 
quality  to  define  the  location 
and  extent  of  the  renal  injury  in 
about  50-60  percent  of  cases. 


The  renal  scan  has  been  shown 
to  be  a good  confirmatory  test 
of  the  renal  injury  but  suffers 
from  requiring  specially  trained 
personnel  usually  not  available 
beyond  the  working  day. 

indications  for  surgery 

The  method  of  treatment— ex- 
pectant or  operative  — will  de- 
pend upon  the  severity  of  in- 
jury, associated  injuries,  as  well 
as  the  general  condition  of  the 
patient.  Simple  bruising  and 
minor  lacerations  are  common 
injuries.  Consequently,  most  re- 
nal injuries  are  treated  without 
surgery.  But  a rapidly  expand- 
ing, tender  mass  in  the  flank, 
with  hypovolemic  shock,  is  an 
indication  for  immediate  opera- 
tion. Surgery  should  also  be 
undertaken  in  instances  where 
arteriography  and  retrograde 
pyelograms  show  renal  artery 
thrombosis,  segments  deprived  of 
circulation  and  continued  bleed- 
ing and  extensive  lacerations, 
particularly  when  these  also  in- 
volve the  collecting  system.  Less 
severe  lesions  should,  at  least  ini- 
tially, be  managed  with  nonop- 
erative measures. 

technical  considerations 

Patients  with  renal  injuries 
should  be  placed  in  supine  posi- 
tion rather  than  the  lateral  posi- 
tion commonly  employed  for 
surgery.  All  blood  vessels  are 
readily  accessible  from  the  an- 
terior route,  concomitant  viscer- 
al wounds  can  be  detected  and 
repaired,  the  instability  of  vital 
signs  commonly  associated  with 
lateral  flexion  of  the  patient  is 
avoided,  and  the  contralateral 
kidney  can  be  palpated  or  ex- 
posed, if  its  condition  is  doubt- 
ful. A further  advantage  of  the 
anterior  approach  is  that  the 
renal  pedicle  can  be  secured 
before  Gerota’s  capsule,  tense 


with  tamponading  hematoma,  is 
opened.  Exposure  of  the  renal 
pedicle  is  facilitated  by  reflect- 
ing the  duodenum  on  the  right 
side  and  the  splenic  flexure  on 
the  left.  Debridement  will  pro- 
mote primary  healing.  It  also 
tends  to  prevent  secondary 
hemorrhage  and  abscess  forma- 
tion. Repair  or  reapproximation 
of  the  injured  parts  will  discour- 
age urinary  leakage. 

Superficial  renal  lacerations 
usually  require  nothing  more 
than  simple  drainage,  reserving 
hemostatic  suturing  and  segmen- 
tal resections  for  more  extensive 
injuries.  Major  wounding  may 
demand  total  nephrectomy,  as 
may  situations  requiring  rapid, 
definitive  surgery  despite  par- 
tial resection  being  technically 
feasible.  No  matter  how  good 
the  reconstruction  is,  the  kid- 
ney will  not  function  if  the  pa- 
tient dies. 

ureteral  injuries 

With  the  exception  of  war  in- 
juries, the  ureter  is  rarely  af- 
fected by  either  blunt  or  pene- 
trating trauma,  and  its  injury  is 
chiefly  caused  by  surgical  mis- 
haps during  procedures  such  as 
gynecologic  operations,  sigmoid 
resections,  and  retroperitoneal 
explorations. 

When  there  is  awareness  of 
ureteral  injury  at  surgery,  repair 
should  be  carried  out  promptly 
except  in  instances  where  the 
added  operative  time  would 
jeopardize  the  patient.  Here, 
simple  drainage  and,  if  at  all 
possible,  a nephrostomy  must 
suffice  until  definitive  repair  can 
be  done. 

Method  used  for  rectifying  the 
injury  is  dictated  by  its  extent 
and  location  and  varies  from 
simple  splinting  to  nephrectomy 
or  permanent  urinary  diversion. 
In  general,  most  lesions  can  be 
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Displaced  pubis 


Dislocated 

high-riding 

prostate 


Severed  prostatomembranous 


Fig.  1.  Diagram  of  digital  rectal  findings  following  completely  severed  prostato- 
membranous urethra.  The  prostate  is  freely  movable  and  high-riding  and  there 
is  a soft  mass  of  hematoma  where  the  prostate  is  normally  located. 


treated  by  splinting  or  direct 
anastomosis  ( ureteroureterosto- 
my), preferably  by  Z-plasty  to 
prevent  strictures,  or  by  anasto- 
mosis to  the  bladder.  The  latter 
method  may,  in  certain  intances, 
require  a Boari-type  bladder  ex- 
tension, transureteroureterosto- 
my, or  the  interposition  of  a 
segment  of  ileum.  Ureteral  in- 
juries that  escape  detection  dur- 
ing surgery  will  often  create  a 
problem  in  diagnosis  during  the 
postoperative  period,  when  pa- 
tients complain  of  pain  and 
show  evidence  of  ileus  and  py- 
rexia. The  problem  is  usually 
solved  with  discovery  of  an  en- 
larging pelvic  or  abdominal  mass 
or  seepage  of  urine  through  the 
abdominal  incision,  or  both.  An 
intravenous  pyelogram  may 
show  delayed  excretion,  nonvis- 
ualization, ureterohydronephro- 
sis,  and  extravasated  contrast 
medium.  Retrograde  catheteri- 
zation is  usually  attempted  in 
hope  of  establishing  ureteral 
continuity.  It  is  only  rarely  suc- 
cessful but  does  assist  in  defin- 
ing the  location  and  extent  of 
the  lesions,  which,  again,  will 
dictate  the  mode  of  repair. 

injuries  to  the  bladder  and 
posterior  urethra 

Traumatic  injuries  to  the  blad- 
der and  posterior  urethra  are 
most  commonly  sustained  in  mo- 
tor vehicle  accidents  causing  in- 
juries of  the  bony  pelvis,  par- 
ticularly pelvic  arch  fractures 
adjacent  to,  or  involving,  the 
symphysis  pubis.23  Approxi- 
mately 14  percent  of  all  patients 
who  suffer  a fractured  pelvis  will 
also  sustain  injury  of  the  blad- 
der or  posterior  (prostatomem- 
branous) urethra  or  both.4  Most 
bladder  ruptures  are  extraperi- 
toneal  and  are  caused  by  tears  or 
perforations,  by  pelvic  bone 
fragments,  in  a relatively  empty 
bladder.  Generally,  these  tears 


are  near  the  bladder  neck  on 
the  anterior  or  anterolateral  ves- 
ical wall  and  range  from  perfor- 
ations unidentifiable  at  surgery, 
to  extensive  lacerations.  Intra- 
peritoneal  bladder  rupture  is  less 
common  but  is  more  likely  when 
the  bladder  is  distended  and  vul- 
nerable to  the  bursting  force  of 
an  impact  injury. 

the  prostatomembranous  urethra 

One  of  the  most  formidable 
of  all  urinary  tract  injuries  is  the 
completely  severed  prostato- 
membranous urethra.  Its  ser- 
iousness lies  not  in  the  immed- 
iate mortality  rate  which,  per  se, 
is  low,  but  in  the  late-developing 
strictures  that  commonly  accom- 
pany healing  despite  various 
methods  of  treatment.  Mechan- 
ism of  this  injury  is  based  on  the 
membranous  urethra  being  firm- 
ly fixed  to  the  urogenital  dia- 
phragm ( triangular  ligament ) , 
which  is  securely  anchored  to 
the  pubis  anteriorly  and  to  the 
ischial  ramus  and  tuberosity 
posteriorly.  The  prostatic  apex, 
where  the  prostate  and  membra- 


nous urethra  join,  is  not  attached 
to  the  urogenital  diaphragm  by 
fascial  structures  of  any  subs- 
tance. During  impact  the  rela- 
tively unprotected  prostatomem- 
branous urethra  is  stretched  as 
the  prostate  is  forced  away  from 
the  almost  immovable  membra- 
nous urethra.  Force  of  the  im- 
pact injury  itself  causes  rupture 
at  this  vulnerable  point.  Less 
frequently  the  urethra  is  actually 
torn  by  pelvic  bone  spicules. 
The  rupture  may  be  complete 
or  may  be  partial,  with  part  of 
the  urethra  intact,  bridging  the 
gap  between  the  torn  ends.  If 
the  urethra  has  been  completely 
severed,  the  hematoma  often 
elevates  the  avulsed  bladder 
neck  and  prostate,  particularly 
if  the  puboprostatic  ligaments 
are  torn.  A careful  rectal  exami- 
nation can,  in  these  instances, 
detect  a freely  movable,  high- 
riding  prostate  and  a soft  mass 
of  hematoma  where  the  prostate 
is  normally  located,  Figure  1. 
Such  a physical  finding  is  pa- 
thognomonic of  a completely 
severed  prostatomembranous 


741 

Northwest  Medicine,  August,  1969 


Fig.  2.  Retrograde  cystogram.  Ruptured  bladder,  introperitoneal  extravasation 
outlined  descending  colon. 


urethra,  and  recourse  to  other 
diagnostic  measures  is  generally 
unnecessary.5  If  the  prostate 
cannot  be  palpated,  it  may  be 
misleading  to  assume  it  is  dis- 
located out  of  reach  of  the  ex- 
amining finger.  In  truth  it  may 
be  in  its  normal  position  but 
obliterated  by  a boggy  mass  of 
hematoma. 

diagnosis  of  bladder  and  posterior 
urethral  injuries 

Because  of  the  multiple  com- 
plex injuries  often  associated 
with  motor  vehicle  accidents,  the 
possibility  of  injury  to  the  blad- 
der or  urethra  is  frequently  over- 
looked in  the  emergency  room. 
Blood  at  the  urethral  meatus  in- 
dicates that  it  has  occurred. 

If  the  bladder  rupture  is  in- 
traperitoneal,  the  extravasated 
blood  and  urine,  if  not  initially, 
will  within  a few  hours,  cause 
diffuse  abdominal  tenderness 
and  rigidity;  whereas  extraperi- 
toneal  rupture  is  associated  with 
pelvic  and  lower  abdominal 
pain,  tenderness  and,  occasion- 
ally, muscle  spasm.  The  classic 
triad  of  clinical  signs  associated 
with  rupture  of  the  urethra  are 
blood  at  the  urethral  meatus,  in- 
ability to  void  and,  subsequent- 
ly, a distended  bladder.  It 
should  be  emphasized  that  the 
inability  to  void  by  itself  does 
not  necessarily  indicate  that  the 
patient  has  sustained  injury  to 
his  bladder  or  urethra,  or  both, 
since  micturition  can  be  inhib- 
ited by  shock  and  pain  alone  in 
a patient  sustaining  multiple  in- 
juries but  with  an  intact  undam- 
aged lower  urinary  tract. 

Before  attempting  diagnostic- 
catheterization  in  the  male  pa- 
tient, a rectal  examination  should 
be  done  to  determine  if  the 
prostate  is  dislocated  or  the  rec- 
tum compressed  by  hematoma. 
If  these  findings  are  present,  a 


severed  prostatoinembranous 
urethra  is  certain.  Attempts  to 
catheterize  such  patients  will 
only  further  aggravate  the  injury 
and  may  well  introduce  infec- 
tion. If  the  diagnosis  of  a sev- 
ered posterior  urethra  is  still  in 
doubt  from  the  clinical  history 
and  physical  signs,  retrograde 
urethrography  will  usually  con- 
firm the  diagnosis. 

If  digital  rectal  examination 
in  the  male  is  within  normal 
limits,  or  if  the  patient  is  female, 
diagnostic  urethral  catheteriza- 
tion should  be  gently  attempted. 
A Foley  bag  catheter  should  be 
used  since,  if  it  can  be  passed 


■ v 


into  the  bladder,  it  should  stay. 
It  is  advisable  not  to  remove  it, 
as  subsequent  attempts  at  cath- 
eterization may  be  impossible 
despite  initial  success.  Clear  or 
slightly  blood-tinged  urine  from 
the  bladder  suggests  that  no  sig- 
nificant bladder  injury  has  oc- 
curred but  does  not  exclude  ure- 
thral contusions,  laceration,  or 
partial  rupture.  Frankly  bloody 
urine  indicates  injury  to  the  kid- 
ney or  bladder.  If  the  volume 
is  100  cc  or  more  it  is  unlikely 
that  there  is  a sizable  rupture 
of  the  bladder.  If  the  catheter 
passes  easily  and  no  urine  is  ob- 
tained, the  catheter  may  be  in  an 
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Fig.  3.  Ruptured  bladder,  extraperitoneal  extravasation  extending  into  peri- 
vesical tissues  (different  patient). 


uninjured  empty  bladder  or  it 
may  be  outside  in  the  retropubic 
space  or  beneath  the  trigone.  No 
matter  how  confident  the  clin- 
ical impression,  in  every  case  a 
retrograde  cystogram  is  indi- 
cated to  establish  the  position  of 
the  catheter  and  the  status  of 
the  bladder.  Water  - soluble, 
sterile  contrast  medium,  about 
200  cc  in  the  adult,  is  instilled 
by  gravity  rather  than  by  force- 
ful filling,  since  a severely  con- 
tused bladder  may  be  ruptured 
by  injection  under  pressure.  An 
additional  film  taken  after  emp- 
tying is  often  helpful  and  may 
reveal  extravasation  hidden  by 


the  opaque  shadow  of  a full 
bladder. 

In  intraperitoneal  r u p t u re, 
even  small  tears  of  the  bladder 
will  be  demonstrated  by  dye 
outlining  intestinal  loops  in  the 
paracolic  gutters,  Figure  2. 
Small  extraperitoneal  perfora- 
tions are  more  difficult  to  dem- 
onstrate radiographically  be- 
cause the  compact  perivesical 
tissue  tends  to  restrict  diffusion 
of  the  dye  outside  the  bladder. 
In  larger  extraperitoneal  lacera- 
tions, the  contrast  medium  often 
extends  unevenly  into  the  sur- 
rounding perivesical  tissues,  pro- 
ducing an  effect  likened  to  a 


sunburst,  Figure  3.  The  bladder 
outline  may  be  compressed  and 
distorted  into  a variety  of  shapes 
by  the  pressure  of  surrounding 
hematoma  and  yet  be  intact 
without  rupture  as  demonstrated 
in  a patient  with  traumatic  sym- 
physeal  diastasis  and  a banana- 
shaped bladder,  Figure  4. 

management  of  injuries  to  the 
bladder  and  posterior  urethra 

Again,  it  is  worth  emphasis 
that  management  of  the  patient 
with  multiple  severe  injuries 
requires  a broad  approach  with 
overall  and  postoperative  care 
generally  directed  by  one  physi- 
cian. After  life-threatening  in- 
juries have  been  treated,  atten- 
tion should  be  directed  to  in- 
juries of  the  lower  urinary  tract 
and  pelvic  fractures  if  present. 

Not  all  traumatic  injuries  of 
the  bladder  and  posterior  ure- 
thra require  surgical  interven- 
tion. Less  severe  injuries  may  be 
treated  conservatively  with  an 
indwelling  urethral  catheter  for 
10  to  12  days.  Included  in  this 
group  are  contusions  of  the  uri- 
nary bladder  with  only  slight, 
insignificant  extraperitoneal  ex- 
travasation, and  posterior  ureth- 
ral contusions  or  lacerations 
without  rupture  of  the  urethra, 
or  bladder  injury.  However,  ma- 
jor trauma  to  the  lower  urinary 
tract,  such  as  rupture  of  either 
the  bladder  or  the  prostatomem- 
branous  urethra,  should  be  op- 
erated upon  without  undue  de- 
lay. 

A lower  abdominal  midline  in- 
cision is  generally  indicated  as 
it  will  accommodate  both  intra- 
peritoneal exploration  and  repair 
of  any  intra-abdominal  injury, 
and  will  also  facilitate  exposure 
of  the  bladder,  bladder  neck, 
and  proximal  prostatic  urethra. 
This  incision,  however,  permits 
only  limited  exposure  of  the  pro- 
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Fig.  4.  Retrograde  cystogram.  Banana-shaped  intact  bladder  compressed  by 
perivesical  hematoma. 


statomembranous  urethra.  The 
perineal  route  gives  excellent  ex- 
posure of  this  area  but  in  the 
acutely  injured  patient  with  pel- 
vic fractures  the  patient  should 
not  be  put  up  in  the  lithotomy 
position.  Abducting  the  thighs 
further  retracts  the  severed  ends 
of  the  urethra  and  causes  more 
soft  tissue  damage  as  the  pelvic 
hone  fragments  are  further  dis- 
placed. 

Accordingly,  most  surgeons 
prefer  a suprapubic  approach 
for  treatment  of  these  injuries. 
However,  in  the  presence  of  re- 


tropubic and  perineal  extravasa- 
tion of  blood  and  urine,  the  op- 
erative procedure  is  not  only 
technically  demanding  but  con- 
trol of  bleeding  is  difficult  and 
attempts  to  suture  the  ends  of 
the  urethra  together  are  any- 
thing but  easy.  For  these  rea- 
sons, it  has  been  advocated  that 
cystostomy  and  perineal  drain- 
age be  the  only  primary  pro- 
ceures  and  that  the  inevitable 
stricture  be  repaired  secondar- 
ily.0-7 Nevertheless,  if  the  pa- 
tient’s condition  is  satisfactory, 
most  practicing  urologists  elect  to 


evacuate  the  extravasated  blood 
and  urine  and  approximate  the 
severed  ends  of  the  posterior 
urethra  with  a splinting,  bag 
catheter.  The  manipulative  in- 
sertion of  such  a catheter  is 
technically  difficult  and  is  appre- 
ciably facilitated  by  the  use  of 
interlocking  soimds,  Figure  5. 
Traction  is  obtained  by  means  of 
the  indwelling  Foley  catheter  or 
by  sutures  introduced  through 
the  apex  of  the  prostate  and 
brought  out  through  the  perin- 
eum, or  both.  Unfortunately,  de- 
spite meticulous  apposition  over 
the  indwelling  catheter,  the  com- 
pletely transected  urethra  usu- 
ally does  not  heal  without  stric- 
ture formation.  Recent  experi- 
mental studies  in  our  laboratory 
have  indicated  that  the  transect- 
ed urethral  mucosa,  along  with 
the  overlying,  intimately  related 
muscle  layer,  retracts  into  a 
sleeve  of  periurethral  fibroadi- 
pose  tissue.8 

It  has  been  recently  shown 
that  surgical  exposure  of  the 
retropubic  and  presacral  area  is 
clinically  feasible  through  a 
symphysiotomy  approach. °-10 
This  facilitates  control  of  retro- 
pubic arterial  bleeding  under  di- 
rect vision  and  offers  a fair 
chance  at  conservative  debride- 
ment and  a repair  of  the  severed 
posterior  urethra  by  direct  mu- 
cosa-to-mucosa  suture  anasto- 
mosis. This  relatively  aggressive 
and  unconventional  surgipal  ap- 
proach is  infrequently  called  for, 
since  most  posterior  urethral 
ruptures  are  partial  or  the  pa- 
tient’s multiple,  complex  injuries 
will  not  permit  him  to  tolerate 
additional  operative  trauma.  It 
should  be  reserved  for  the  select- 
ed patient  with  a completely 
severed  prostatomembranous 
urethra  which  can  be  primarily 
suture-anastomosed  provided  ad- 
equate exposure  can  be  ob- 
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Fig.  5.  Diagram  illustrating  the  use  of  interlocking  sounds  to  facilitate  catheter 
placement  cross  the  gap  of  severed  urethra. 


tained.  The  added  trauma  and 
postoperative  morbidity  of  this 
more  aggressive  approach  must 
be  weighed  against  the  results 
of  the  more  conventional  treat- 
ment of  these  lesions  by  catheter 
traction,  with  its  high  incidence 
of  secondary  strictures.  Some  of 
them  become  irreparable  and 
forever  incapacitating  to  the  pa- 
tient. Again,  it  should  be  em- 
phasized that  the  majority  of  in- 
juries to  the  posterior  urethra 
can  be  handled  by  the  more 
conventional  methods  described 
above  and  that  symphysiotomy 
should  be  reserved  for  the  oc- 
casional selected  patient. 

injuries  to  the  anterior  urethra, 
diagnosis  and  treatment 

Serious  injuries  of  the  anterior 
urethra,  i.e.  the  urethra  from  the 
inferior  leaf  of  the  triangular 
ligament  distal  to  the  external 
meatus,  can  occur  following  di- 
rect or  indirect  trauma.  The 
first  may  occur  from  self-intro- 
duced objects,  accidental  ampu- 
tation,11 stab  or  gunshot  wounds. 
The  second  occurs  principally 
from  straddle  injuries  which 
force  the  bulbous  urethra  against 
the  pubic  arch.  The  straddle 
injuries  are  commonly  associated 
with  painful  swelling  of  the 
penis,  scrotum  and  perineum  in 
the  male  as  extravasation  of 
blood  and  urine  occurs  at  the 
site  of  injury  in  the  bulbous  ure- 
thra. Treatment  of  these  injur- 
ies is  essentially  threefold:  di- 
version of  bladder  urine,  drain- 
age of  extravasated  urine  and 
blood,  and  repair  of  the  urethra. 
Obstruction  at  the  point  of  in- 
jury usually  prevents  passage  of 
a urethral  catheter,  in  which  in- 
stances suprapubic  cystotomy 
is  indicated.  However,  if  a cath- 
eter can  be  passed  per  urethra 
into  the  bladder,  no  operative 
repair  of  the  urethra  is  required. 


Whether  or  not  a catheter  can 
be  passed,  it  is  mandatory  that 
the  areas  of  extravasation  be 
widely  incised  and  adequately 
drained.  If  the  torn  areas  of  the 
urethra  can  be  identified  at  sur- 
gery, primary  anastomosis  can 
be  accomplished.  If  one  of  the 
ends  of  the  urethra  cannot  be 
identified,  usually  the  proximal 


one,  suprapubic  cystostomy  and 
retrograde  passage  of  sounds 
must  be  performed.  As  in  pos- 
terior urethral  injuries,  inter- 
locking sounds  are  helpful  in 
properly  realigning  the  injured 
urethra,  Figure  5.  ■ 

Universitij  Hospital  (98105) 
(Dr.  McRoberts) 
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Obsolescence  of  Physicians 

ROBIN  W.  BELL-IRVING,  M.D.,  Vancouver,  British  Columbia 

Ninety  percent  of  what  the  physician  does  for  his  patient  is  basic  and 
not  subject  to  obsolescence.  But  the  remaining  ten  percent  distinguishes  the 
physician  from  the  cultist  and  the  faith  healer  for  it  is  the  scientific  knowledge 
that  has  a half-life  of  only  five  years.  Physician  obsolescence  can  come  from  six 
sources— ourselves,  our  numbers,  the  town-gown  controversy,  the  government- 
money-computer  axis,  the  hospital,  and  the  methods  of  delivering  medical  care. 


To  the  ordinary  hazards  and 
perils  of  professional  life 
must  be  added  a relatively  new 
one,  obsolescence.  In  magazines, 
radio,  TV,  political  platforms, 
newspapers,  and  indeed  in  all 
modem  forums  rigged  to  catch 
the  unwary,  the  gimmick,  medi- 
cine, is  second  only  to  sex  in  its 
use  and  abuse  as  the  “come-on.” 
Whether  we  and  our  methods 
are  obsolete  or  not,  then,  has  be- 
come almost  of  forced  intimate 
interest  to  the  population  at 
large,  and  for  many  and  diverse 
reasons  not  necessarily  designed 
to  improve  the  standard  of 
medicine.  It  is,  then,  perhaps  an 
opportune  time  to  exercise  a 
philosophical  consideration  of 
the  threat  of  obsolescence  from 
a number  of  vantage  points. 

the  distinguishing  ten  percent 

Obsolescence  is  a rather 
frightening  word,  and  its  defini- 
tion, according  to  the  dictionary, 
is  even  more  upsetting,  “going 
out  of  use.”  This  has  chiefly 
come  into  importance  after 
World  War  II,  but  more  espe- 
cially in  the  last  ten  to  twelve 
years,  and  we  are  now  told  that 
the  explosion  of  new  knowledge 
and  new  techniques  has  reached 
such  proportions  that  knowledge 
doubles  itself  every  ten  years.  If 
we  looked  at  this  the  other  way 

Presented  at  the  Northwest  Society  for 
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round,  we  find  it  works  out  that 
the  half-life  of  our  knowledge  is 
only  five  years.  This,  of  course, 
is  just  not  true  for  us  in  prac- 
tice, where,  in  fact,  90  percent 
of  what  we  do  depends  upon  a 
basic  training,  a way  of  looking 
at  things,  experience,  common 
sense  and,  most  important  of  all, 
a concern  for  one’s  patient,  com- 
bined with  the  patient’s  confi- 
dence in  us.  These  ingredients 
will  more  than  serve  90  percent 
of  the  problems  we  faced  yes- 
terday, those  we  face  today  and 
those  we  will  face  tomorrow,  be- 
ing dependent  as  they  are  on  the 
natural  history  of  disease  and 
upon  human  nature. 

Obsolescence  is  really,  then, 
only  with  respect  to  our  knowl- 
edge and  our  equipment  in  deal- 
ing with  that  other  10  percent, 
but  it  must  be  remembered  it  is 
this  10  percent  that  separates  us 
from  the  cultists  who  practice 
only  the  arts  of  healing.  Their 
props  are  many  and  varied,  a 
bee  sting,  a subtle  twist  of  the 
spine,  etherial  life  forces,  a flash 
of  an  electric  spark,  or  just  a 
smooth  tongue,  whereas  our  very 


reason  for  being  is  our  ability  to 
apply  up-to-date  knowledge  at 
the  right  time  and  in  the  right 
place.  If  we  cannot  do  this,  we 
are  indeed  obsolete.  Therefore, 
let  us  look  at  the  challenge. 

threat  from  six  sources 

As  I see  it,  this  threat  of  ob- 
solescence comes  from  six  major 
sources,  whether  in  Canada  or 
the  United  States.  There  are  our- 
selves, our  numbers,  the  town- 
gown  controversy,  the  govern- 
ment-money-computer axis,  the 
hospital,  and  methods  of  deliv- 
ery of  health  care.  Let  us  explore 
these  one  at  a time. 

I.  Ourselves.  As  far  as  we, 
ourselves,  are  concerned,  obso- 
lescence depends  essentially  on 
an  understanding  of  the  learning 
process.  Just  how  fast  we  obso- 
lesce,  or  to  use  that  much  nicer 
and  more  pleasant  term,  unlearn. 
A most  brief  review  of  ele- 
mentary educational  psychology 
makes  it  very  clear  that  learning 
and  retention  of  knowledge  are 
life-long  processes,  and  that  if 
we  are  to  retain  what  we  have 


TABLE  1 

Socony-Vacuum  Oil  Co.  Studies 
Learner's  Ability  to  Retain  the  Information  Studied 

10%  of  what  they  read 

20%  of  what  they  hear 

30%  of  what  they  see 

50%  of  what  they  see  and  hear 

70%  of  what  they  say  as  they  talk 

90%  of  what  they  say  as  they  do  a thing 
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and  take  advantage  of  that 
which  is  new,  we  must  form  the 
habit  of  budgeting  both  time 
and  money  on  behalf  of  our 
knowledge  and  technology.  Fig- 
ure 1,  Tables  1,  2.  As  Verner 
and  Booth  point  out  in  then- 
book  Adult  Education,  industry 
spends  ten  billion  dollars  on  five 
million  people  each  year,  more 
than  twice  as  much  as  all  of  the 
private  and  public  institutions 
of  higher  education  combined, 
for  just  this  very  purpose. 

II.  Our  numbers.  This  is  all 
very  well,  but  the  key  here  is 
time,  and  the  key  to  time  is  the 
number  of  available  people.  It  is 
evident,  then,  that  this  is  the  sec- 
ond threat  of  obsolescence,  for 
no  matter  how  you  look  at  it, 
and  no  matter  how  well  new 
knowledge  and  technique  is 
packaged  and  made  available, 
there  has  to  be  a body  there  to 
apply  it,  someone  to  answer 
when  the  patient  comes  knock- 
ing. Table  3,  “Oh,  where  has 
my  doctor  gone?”  points  to  the 
crux  of  this  particular  situation. 

At  a time  when  new  methods, 
team  medicine  and  prepaid  med- 
ical schemes  are  putting  an  ever 
increasing  demand  upon  the  pro- 
fession, there  are  steadily  fewer 
left  to  meet  the  first  line  event. 


This  raises  the  vital  question  so 
alive  in  the  present  literature, 
“What  is  a doctor,  who  is  best 
suited  to  be  this  first  contact 
person,  and  what  kind  of  train- 
ing does  this  individual  require?” 
In  many  ways,  in  the  last  few 
years,  we  have  been  dedicating 
ourselves  to  piece-meal  medi- 
cine, forgetting  the  whole,  to  the 
point  where,  in  both  Canada  and 
the  United  States,  there  is  now 
a frantic  scramble  by  all  uni- 
versities to  develop  new  meth- 
ods of  training,  new  ways  of  mo- 
tivating, and  in  some  cases,  giv- 
ing over  of  a whole  university 


to  the  development  of  general 
practitioners,  without  any  really 
clear  idea  of  what  is  meant  by 
general  practice  and  how  it  will 
be  practiced  10  or  20  years  from 
now. 


III.  Town-gown.  This,  of 
course,  brings  us  to  the  third 
threat,  the  town-gown  contro- 
versy, the  university,  and  its  re- 
lationship to  the  practicing  doc- 
tor. It  is  worth,  I think,  review- 
ing history,  and  noting  how  the 
university  became  involved  in 
the  first  place.  As  you  know, 
knowledge  had  increased  by  the 
turn  of  the  century  to  the  point 
that  it  had  become  obvious  to 
all  concerned,  especially  the 
public,  that  a huge  gap  existed 
between  available  knowledge 
and  that  being  used  by  the  prac- 
ticing profession.  As  you  know, 
the  training  institutions  and 
methods  of  that  time,  at  the  in- 
stigation of  the  American  Medi- 
cal Association,  were  subjected 
to  a searching  review,  leading 
to  the  famous  Flexner  Report. 
Its  application  led  to  the  closing 
of  almost  one-third  of  the  then 


TABLE  2 


Methods  of 
Instruction 

A.  Telling  when  used  alone 

B.  Showing  when  used  alone 

C.  When  a blend  of  telling 
and  showing  is  used 


Recall 

3 Hours  Later 
( percent ) 
70 
72 

85 


Recall 

3 Days  Later 
( percent ) 
10 
20 

65 


TABLE  3 

Physician  Shortage  and  Definition  of  Physicians 


Type 

1931 

7959 

G.P.  + Part  Time  Specialist 

71.7% 

34.8% 

Full  Time  Specialist 

14.2 

32.8 

Total  Practicing  Physician 

85.9 

67.6 

Government 

2.3 

7.6 

Hospital  Full  Time 

1.0 

6.4 

Other— Industry,  University,  etc 

10.8 

18.4 

Total  Other 

14.1 

32.4 
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teaching  institutions,  the  initia- 
tion of  a new  system  of  training 
with  respect  to  the  undergradu- 
ate, and  the  establishment  of  this 
training  entirely  at  university 
centers. 

Over  the  succeeding  years 
there  has  been  a great  deal  of 
building  on  this  base  as  knowl- 
edge continued  to  increase  rap- 
idly. Training  methods  were 
lengthened,  junior  rotating  in- 
ternships, senior  internships,  res- 
idencies and  finally  specialty 
training  programs,  became 
superimposed  but  each,  in  turn, 
failed  to  keep  up  with  rapidly 
expanding  knowledge  and  new 
technology.  Finally,  by  the  early 
1960’s,  it  again  had  become  ob- 
vious that  the  medical  profes- 
sion, whether  as  town  or  gown, 
was  no  longer  keeping  pace.  The 
gap  between  available  knowl- 
edge and  its  application  was 
once  more  widening,  and  widen- 
ing rapidly.  The  American  Medi- 
cal Association  and  the  Associ- 
ation of  American  Medical  Col- 
leges again  initiated  a searching 
examination,  resulting  in  the 
Dryer  Report  of  1962,  just  as 
revolutionary  as  its  predecessor 
of  50  years  before.  Not  only  did 
it  accurately  forecast  an  explo- 
sion of  new  reports,  revealing  a 
general  dissatisfaction  with  the 
establishment  and  a need  for 
change,  but  it  made  searching 
observations  of  its  own,  the  chief 
of  which,  from  our  point  of  view, 
might  be  “The  universities 
would  have  to  accept  as  a major 
failure  the  inability  to  promote 
the  habit  of  continuing  educa- 
tion amongst  their  graduates.” 

In  British  Columbia  the  Brit- 
ish Columbia  Medical  Associ- 
ation played  a major  part  in  the 
initiation  and  development  of  a 
department  of  Continuing  Edu- 
cation at  the  University  of  Brit- 
ish Columbia  some  nine  years 


TABLE  4 

Nuffield  Prov.  Hospital  Trust 
Reasons  Why  G.P.'s  Do  Not  Participate 

1.  No  incentive  or  no  interest 

2.  Not  taught  the  habit  of  continuing  study 

3.  No  libraries  or  not  used  to  using  them 

4.  No  active  participation  (some  prefer  passive) 

5.  No  active  part  in  research  projects  (Public  Health  can  take 
part  of  this) 

6.  No  provision  for  open  access  to  diagnostic  facilities  and 
domicilary  consultations 

7.  Trying  various  experiment  schemes  but  must  try  far  more 

8.  A wide  variety  of  programs  must  be  available— no  one  pro- 
gram will  attract  everybody 

TABLE  5 

Complaints  and  Fears  of  Practicing  Physician 

• Concern  that  medical  school  will  take  over  the  practice  of  medicine, 
in  particular,  in  hospitals,  community,  or  otherwise. 

• If  evaluation  of  a practitioner’s  work  is  to  be  performed  who  will  do  it. 

• Lack  of  interest  of  University  in  personal  physicians. 

• Universities  feel  practitioners  are  not  interested  in  medical  education. 

• Medical  schools  concerned  that  practitioners  do  not  adequately  com- 
prehend the  impact  of  advances  on  practice  of  medicine. 


TABLE  6 
Town  and  Gown 


Item 

Experience  in  private  practice 
Attitude  in  medical  education 

Attitude  toward  practice  by  town 

Loyalties 

Attitude  toward  federal  money 

Attitude  toward  status  quo 
Attitude  toward  medical  society 


Preceptor 
None 
Concepts 
Critical  research 
Retain  skill 
Income 
Faculty  and 
School 
Take  it 
Needed 
Experiment 
Avoid  it 


Practitioners 
Entire 
Patient  care 
Clinical  technique 
Unfair 
Competion 
Patient  and 
organized  medicine 
Watch  out 

It’s  good 
Get  with  it 


TABLE  7 


Giant  Corporation 

1.  Increasing  Investment 

2.  Increasing  Complexity 

3.  Control  Dependent  on  Capital 

4.  As  a Consequence 

more  money  in  operating  capi- 
tal, increasing  inflexibility,  spe- 
cialization, degree  of  organiza- 
tion 

ago.  The  Medical  Education 
Committee  of  this  Association 
has  devoted  a large  part  of  its 
energies  creating  a two-way 
street  between  town  and  gown 
ever  since.  The  American  Col- 


Social  Medicine  Today 

judgment  and  Past  Experience 
More  time  in  training 
Guess  what 

Danger  of  increasing  bureaucracy 
In  B.C.  now  roughly  $400,000  a day 


lege  of  Physicians,  as  you  know, 
already  supplies  a most  helpful 
way  of  self-assessment,  but  we 
still  need  a meeting  place  where 
mutual  respect  and  understand- 
ing can  supply  the  necessary 
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forum  for  the  development  of 
healthy  new  and  better  ways, 
where  town  and  gown  may  come 
to  appreciate  each  other’s  prob- 
lems and  needs,  and  I cannot 
help  but  observe  what  a pleasant 
forum  this  meeting  at  Orcas 
Island  makes.  The  problems  in- 
volved are  common  to  Britain, 
the  United  States  and  Canada, 
in  spite  of  diverse  methods  of 
delivery  of  health  care.  The  ac- 
companying figures,  taken  from 
the  three  countries,  give  us  a 
glimpse  of  some  of  the  major 
differences  in  attitude  that  are 
involved  between  town  and 
gown,  Tables  4,  5,  6.  I think 
it  is  obvious  that  the  practicing 
doctor  must  inevitably  be  wed- 
ded to  the  university  doctor,  for, 
basically,  it  is  the  university  that 
is  the  seat  of  new  knowledge 
and  training,  and  the  recipient 
of  public  monies  for  these  pur- 
poses. 

IV.  The  money-government- 
computer  axis.  This  brings  us 
to  our  fourth  threat  of  obso- 
lescence, namely  the  money- 
government-computer  axis.  In  a 
recent  issue  of  Mayo  Clinic  Pro- 
ceedings, a most  interesting 
parallel  was  drawn  between  the 
modem  giant  corporation  and 
the  practice  of  medicine  today, 
Table  7.  When  we  remember 
that  the  third  party  has  now  en- 
tered the  practice  of  medicine 
at  all  its  levels,  training  and  re- 
search at  university,  practicing 
in  hospital,  or  through  the  pre- 
paid medical  schemes  in  our 
offices,  it  is  quite  clear  that  in 
every  instance  money  can  assert 
a most  profound  effect  on  the 
standard  of  care,  either  way.  By 
the  mere  stroke  of  a pen,  he  who 
controls  the  purse  may  call  the 
tune,  to  improve,  to  discord  or 
to  make  obsolete.  This  relation- 
ship is,  perhaps,  best  summar- 


ized in  Figure  2.  As  a conse- 
quence, if  we  are  to  maintain  a 
proper  standard  of  medical  care 
in  the  Dominion  and  the  States, 
let  alone  improve  it,  medicine 
must  now  engage  in  a continu- 
ing bargaining  with  its  public 
through  the  government.  We 
must  devise  and  design  new 
methods  of  delivering  medical 
care,  and  the  plea  is  made  to 
build  in,  as  part  of  our  contract, 
provision  for  continuing  medical 
education. 

V.  The  hospital.  This  brings 
us  to  the  fifth  threat  of  obso- 
lescence, in  my  opinion  the  most 
serious,  and  that  is  the  hospital.0 
You  will,  of  course,  have  already 
noted  that  the  hospital  has  re- 
peatedly bobbed  up,  whether  we 
were  talking  of  ourselves,  our 
universities  or  our  government, 
or  whether  we  were  in  Canada, 
the  United  States  or  England. 
It  was,  perhaps  best  put  by 
Professor  Shepps  of  the  Univer- 
sity of  Pittsburgh,  when  he  said 
“It  is  almost  impossible  to  prac- 
tice modern  medicine  without 
access  to  a general  hospital, 
where  complex  health  care 
sources  are  focused.”  It  is  fur- 
ther to  be  noted  that  the  univer- 
sity has  had  to  move  on  from 
using  the  hospital  purely  for 
undergraduate  training,  to  using 
it  for  postgraduate  care,  for  re- 
search, and  now  for  the  practice 
of  medicine  itself.  This  last  is  of 


•See  the  article  "Obsolescence  in 
Hospitals”  by  F.  W.  B.  Hurlburt.  in 
this  issue.  Ed. 


vital  importance,  for  if  the  uni- 
versity is  to  do  its  job  properly, 
it  has  no  choice  but  to  enter  into 
direct  competition,  to  act,  it  is 
hoped,  as  a model  of  how  things 
might  be  done,  as  well  as  a 
place  of  clinical  research  to  learn 
better  ways  of  doing  things,  and 
finally,  a place  to  which  the 
practicing  physician  can  go  for 
refreshment.  When  all  is  said 
and  done,  then,  the  hospital  has 
become  the  very  core  of  continu- 
ing education  for  all  practicing 
physicians,  the  bastion  against 
obsolescence. 

Whether  we  learn  from  our 
confrere  in  the  corridor  over  a 
cup  of  coffee,  medical  rounds, 
post-mortem  table,  or,  as  in  the 
case  with  surgeons  and  anes- 
thesiologists, as  they  talk  over 
their  stocks  and  bonds,  it  really 
doesn’t  matter,  for  all  of  these 
things  take  place  in  hospital, 
these  and  many  more.  Perhaps, 
just  as  important,  more  and 
more  medical  procedures  are  be- 
coming team  efforts,  and  in- 
deed, other  members  of  the  team 
may  become  more  important  to 
the  immediate  care  of  the  pa- 
tient than  the  physician.  Educa- 
tion, then,  not  only  applies  to  us, 
but  to  our  nurses,  orderlies,  lab- 
oratory technicians  and  so  on,  so 
that  it  has  become  obvious  that 
every  individual  physician  has 
an  individual  contribution  to 
make  to  his  hospital,  and  must 
make  it.  Furthermore,  it  is  vital 
that  the  medical  staff  make  cer- 
tain that  their  administrator  and 
hospital  board  fully  understand 
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the  import  of  education  to  the 
standard  of  care  for  the  patient. 
Not  only  this,  but  the  big  three 
of  the  hospital,  that  is  to  say 
the  physician,  the  administrator 
and  the  hospital  board,  must 
learn  how  to  come  together,  and 
stick  together,  when  they  are 
dealing,  or  trying  to  deal,  with 
Big  Daddy,  in  our  case  the 
British  Columbia  Health  Insur- 
ance System.  In  short,  involve- 
ment in  politics  has  become  re- 
quired if  we  are  to  improve  the 
standard  of  care  in  our  hospitals. 
The  public  is  beginning  to  be- 
come aware  of  the  implications 
of  different  standards  of  medical 
care,  the  importance  of  new 
knowledge,  and  even  that  politi- 
cal expediency  does  not  neces- 
sarily make  for  an  improved 
standard  of  care  to  our  patients, 
and  we  should  not  hesitate  to 
enlist  public  help. 

VI.  The  method.  And  now 

the  sixth  threat  and  this  is  the 
method  of  delivery  of  health 
care.  Perhaps  it  should  not  be 
separated  from  the  other  five,  for 


it  is  an  integral  part  of  all  of 
them.  While  unquestionably  a 
cause  of  obsolescence  right  now, 
it  offers,  at  least  in  part,  the  hope 
of  an  answer  to  all  of  them. 
Clearly  it  involves  not  only  the 
doctor  but  his  relationship  to  the 
health  team,  the  University- 
technical  school  training  and  re- 
training of  this  team  and  the 
government,  not  only  in  paying 
for  delivery,  the  training  and  the 
plant  but,  even  in  democratic 
countries,  perhaps  directly  enter- 
ing the  field  of  distribution  of 
the  team,  not  just  indirectly  as  is 
now  done.  It  is  all  too  evident 
that  this  threat  to  obsolescence, 
even  more  than  money,  provides 
the  basic  seed  of  physician- 
government  fear  and  mistrust. 
Its  misuse  could  destroy  high 
quality  medical  care  overnight. 

summary 

In  drawing  together  these  six 
threats  of  obsolescence,  our- 
selves, our  numbers,  the  town 
and  gown  controversy,  the 
money-govemment-computer  ax- 
is, hospital  and  methods  of  de- 


livery of  medical  care,  we  may 
summarize  as  follows: 

1.  The  practice  of  medicine  is 
intrinsically  a personal  matter, 
a blend  of  art  and  science. 

2.  The  gap  between  available 
knowledge  and  the  practicing 
physician  is  widening. 

3.  Continuing  education  on 
behalf  of  our  patients  has  be- 
come a must,  or  we  become  ob- 
solete. 

4.  The  key  to  continuing  edu- 
cation lies  in  the  habit  of  life- 
long study. 

5.  The  key  to  the  application 
of  a life-long  study  is  an  open 
university,  an  open  government, 
and  an  open  hospital. 

6.  The  key  to  many  of  these 
problems  will  be  new  methods 
of  delivery  of  health  care. 

7.  As  individuals  we  must  be 
aware  of  the  continuing  rela- 
tionship between  the  medical 
experimenter,  the  medical  edu- 
cator and  the  medical  practition- 
er, a constant  source  of  strain,  a 
repeated  occasion  for  cooper- 
ation. ■ 

Hollyburn  Medical  Center 
17th  and  Marine  Drive 


LIFELONG  LEARNING 

Continuing  postgraduate  medical  education  is: 

1.  The  scholarly  habit  of  planned  daily  reading  and  study  in  a home  library-sanctuary 
as  an  integral  part  of  a doctor’s  workday;  and  it  is 

2.  The  periodic  return  every  three  to  five  years  for  three  months  or  more  of  intensive 
study  in  the  teaching  hospital  to  reinforce  scholarly  motivation  and  attitudes  and 
to  acquire  new  skills  and  knowledge;  and  it  is 

3.  The  day-to-day  informal  and  formal  colleague-association  in  patient  care  in  the 
community  and  teaching  hospital,  in  group  practice  and  by  consultation;  and  it  is 

4.  The  attendance  at  scientific  sessions  of  learned  professional  societies,  always  asso- 
ciating such  participation  with  relevant  pre-session  and  post-session  reading  and 
study  in  the  home  library -sanctuary;  and  it  is 

5.  The  attendance  at  short  courses  which  incorporate  in  their  design  a pre-course  and 
post-course  guided  reading  program  to  be  undertaken  in  the  home  library-sanctuary. 

The  five  components  of  the  foregoing  taxonomic  list  constitute  an  indivisible 
unit  of  continuing  education  endeavor  in  which  the  amalgam  that  binds  the  components 
together  is  self-learning— the  studious,  planned  hours  spent  by  the  physician  in  his 
home  library-sanctuary. 

From  the  Dixon  Lecture,  "Professional  Competence  or  Obsolescence— Which?" 
presented  at  Royal  Victoria  Hospital,  Belfast,  Northern  Ireland,  May  7,  1969, 
by  Donald  H.  Williams,  M.D.,  Vancouver,  B.C.,  Canada. 


750 

Northwest  Medicine,  August,  1969 


Obsolescence  oj  Hospitals 

F.  W.  B.  H U R L B U R T,  M.D.,  Vancouver,  British  Columbia 


Obsolescence  in  hospitals  occurs  because  of  lack  of  progressive  thinking 
at  all  levels.  If  we  are  to  keep  up  with  the  change,  we  must  totally  revise  our 
concept  of  the  function  of  hospitals  within  the  community,  of  hospitals  as  fixed 
plants,  and  administrative,  medical  and  paramedical  personnel  must  cooperate 
in  the  team  approach  to  medicine.  We  must  constantly  keep  renewing  our  pro- 
fessional staff  and  we  must  apply  political  pressure  to  governing  bodies  to 
give  hospitals  the  necessary  approval  and  finances  to  do  the  job.  We  must  also 
realize  that  the  practice  of  medicine  is  due  to  change  drastically  in  the  next 
decade  and  the  medical  profession  must  lead  the  way  in  making  these  changes, 
and  be  prepared  to  advise  government  in  this  respect. 


Although  obsolescence  is  de- 
fined in  the  Oxford  Diction- 
ary as  going  out  of  date,  or  use, 
I would,  for  the  purpose  of  this 
paper,  like  to  redefine  obsoles- 
cence as  an  inability  to  change 
or  move  forward.  Thus,  by  just 
standing  still  we  become  obso- 
lescent and  indeed,  if  the  state- 
ment is  true  that  the  half  life  of 
scientific  knowledge  is  less  than 
10  years,  we  do  not  have  to 
stand  still  for  long.  Not  only  is 
scientific  knowledge  exploding, 
but  our  social  structure  is  evolv- 
ing at  an  equal  or  more  rapid 
rate,  and  will  soon  catch  us  with, 
or  overtake,  scientific  advances. 
The  strife  in  our  universities 
and  colleges  and  the  repetitive 
union  strikes  are  but  forerun- 
ners of  radical  changes  that  will 
occur  in  our  social  structure 
within  the  next  generation. 

Robert  S.  MacNamara  in  his 
little  book  entitled  The  Es- 
sence of  Security  makes  the 
statement  that  “Man  is  the  only 
creative  animal  on  earth,  though 
paradoxically  his  resistance  to 
change  sometimes  can  be  almost 
heroically  obstinate.  He  builds 
institutions  in  order  to  preserve 


past  innovations,  but  in  that 
very  act  fails  to  promote  the 
environment  for  the  growth  of 
new  ones.”  Although  this  state- 
ment applies  to  many  walks  of 
life,  it  is  a very  true  statement 
in  regard  to  hospitals  today. 

the  objective 

All  hospitals  are  community 
hospitals,  although  they  may 
serve  the  community,  large  or 
small,  in  different  ways.  The 
prime  objective  of  any  hospital 
is  to  restore  sick  people  to  a 
maximum  degree  of  physical 
and  mental  health  as  efficiently 
and  as  economically  as  possible. 
In  order  to  achieve  this  objective 
it  must  provide  educational  and 
research  facilities  to  ensure  that 
the  knowledge  and  skills  requir- 
ed to  perform  the  prime  objec- 
tive are  present  in  adequate 
quality  and  quantity.  Also,  in 
order  to  fulfill  fully  its  prime 
objective,  the  hospital  must  co- 
operate with  other  health  agen- 
cies to  ensure  that  the  maximum 
benefits  of  modern  technology 
can  be  focused  on  the  individual 
in  sickness  and  health. 

It  is  not  easy  for  the  hospital 


Presented  at  the  Northwest  Society  fox'  Continuing  Medical  Education,  Rosario, 
Orcas  Island,  Washington,  May  17,  1969. 

Dr.  Hurlburt  is  Head,  Department  of  Medicine,  St.  Paul's  Hospital,  Vancouver, 
British  Columbia. 
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to  obtain  these  objectives  as  it 
is  a complex  organization,  con- 
sisting of  various  departments 
that  have  complex  but  interre- 
lating functions.  If  it  is  to  avoid 
obsolescence  it  must  be  con- 
stantly reassessing  and  updating 
the  many  facets  of  its  operations, 
particularly: 

1.  The  role  of  the  hospital  in 
the  community. 

2.  The  hospital  as  a physical 
plant. 

3.  The  personnel  at  work  in 
the  institution,  particularly 
administrative,  medical  and 
paramedical  personnel. 

Thus  hospitals  in  our  com- 
munities are  faced  with  multiple 
problems  and  must  reorientate 
their  philosophy  if  they  are  to 
meet  the  changing  needs  of  the 
communities  they  serve.  First, 
the  changing  socio-economic 
structure  of  communities,  par- 
ticularly metropolitan  communi- 
ties, will  force  hospitals  to  en- 
gage increasingly  in  the  prac- 
tice of  family  medicine.  As  in 
family  practice,  this  must  en- 
compass not  only  acute  care,  but 
also  chronic  and  rehabilitative 
medicine.  Dictated  partly  by  the 
reluctance  of  practitioners  to 
make  house  calls,  especially  at 
night,  and  also  by  the  shifting 
population,  many  of  whom  have 
no  firm  allegiance  to  any  spe- 
cific physician,  our  emergency 
departments  are  already  engag- 
ing in  an  ever  increasing  amount 
of  general  practice.  This  will 
undoubtedly  increase,  until 
many  hospitals  will  find  it  ne- 
cessary to  establish  general  prac- 
tice units  that  serve  the  needs 
of  certain  segments  of  their  com- 
munities. Similarly,  if  a good  re- 
habilitative medicine  and  chronic- 
care  is  to  be  made  available, 
it  is  only  logical  that  units  to 
provide  those  services  be  at- 
tached to  general  hospitals.  That 


can  offer  such  patients  the  same 
supervisory,  investigative  and 
rehabilitative  medicine  that  is 
offered  to  acute  care  patients. 
Thus,  it  is  conceivable  that,  if 
this  trend  continues,  hospitals 
of  the  future  may  well  be  the 
base  for  the  practice  of  medicine 
in  the  community. 

disposable  hospitals 

It  is  also  evident  that  if  hos- 
pitals are  to  serve  a changing 
role  in  the  community  and  also 
keep  up  with  the  rapidly  ex- 
panding scientific  knowledge, 
we  must  change  our  concept  of 
the  hospital  as  a physical  plant. 
Hospitals  are  in  the  unfortun- 
ate position  of  being  obsolete 
before  they  are  constructed,  as 
five  to  seven  years  is  a minimum 
from  conception  to  delivery  of  a 
fixed  structure.  Thus  hospitals 
of  the  future  must  be  flexible 
in  design,  unobstructed  by  pil- 
lars and  with  moveable  parti- 
tions. In  fact,  it  would  probably 
be  better  to  use  temporary  con- 
struction of  a cheap  nature  so 
that  bulldozers  could  be  put  to 
the  whole  structure  every  15 
years.  Hospital  planners  and 
architects  should  take  lessons 
from  factory  builders  who  tend 
to  build  only  a shell  so  that  the 
design  can  be  changed  from  year 
to  year,  according  to  needs  of 
the  plant.  The  modern  concept 
of  the  hospital  as  a brick  and 
concrete  structure  with  gleam- 
ing corridors  and  fixed  walls 
surely  should  disappear. 

The  hospital  that  is  already 
constructed  and  indeed  the  one 
that  has  been  built  for  many 
years,  is  really  a doomed  struc- 
ture as  costly  renovations  make 
it  uneconomical  to  change  the 
plant  to  fit  in  with  the  modern 
concept  of  patient  care. 

Senator  Javitz,  in  a recent 
issue  of  The  New  England  Jour- 


nal of  Medicine  estimates  that 
one  third  of  the  hospital  plants 
in  the  United  States  are  obso- 
lete. He  states  “The  burden  of 
these  deteriorating  facilities  is 
borne  by  the  patient  as  well  as 
the  health  care  team  and  stands 
as  a principal  barrier  to  innova- 
tion, to  development  of  alterna- 
tives to  intensive  hospital  care, 
to  optimum  use  of  skilled,  scarce, 
and  expensive  personnel,  to  low- 
er costs  and  to  delivery  of  the 
best  possible  health  service  that 
medical  knowledge  can  devise.” 
He  estimates  that  in  the  USA 
there  is  already  more  than  a 
$10.7  billion  backlog  of  need  in 
hospital  modernization  and  that 
another  $8.7  billion  will  be  need- 
ed for  this  purpose  over  the 
next  ten  years. 

obsolescence  followed  by 
decadence 

Contrary,  however,  to  what 
many  people  think,  the  financ- 
ing of  hospital  construction  and 
renovation  will  become  increas- 
ingly difficult  as  governments 
exercise  more  control.  Experi- 
ence in  Vancouver,  where  hos- 
pital construction  is  under  con- 
trol of  government  and  a re- 
gional hospital  board,  has  em- 
phasized this  point.  In  British 
Columbia,  hospital  construction 
has  often  been  dictated  not  by 
community  needs,  but  by  politi- 
cal pressure.  Thus,  in  hospitals 
that  have  not  established  a po- 
litical arm  of  some  sort,  obso- 
lescence is  already  upon  them 
and  decadence  will  soon  set  in. 
One  would  think  that  money 
for  capital  purposes  in  hospitals 
would  always  be  available  from 
private  enterprise,  but  this  has 
not  proved  to  be  the  case.  Once 
hospital  operations  are  almost 
totally  tax  supported  and  fi- 
nanced, private  support  and  do- 
nations soon  dry  up. 
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As  hospital  needs  may  be  dic- 
tated by  political  pressures,  it 
becomes  increasingly  important 
that  a good  public  relations  pro- 
gram be  established  to  give  the 
community  a sense  of  the  hos- 
pital needs. 

However,  even  with  an  out- 
dated physical  plant  and  equip- 
ment, it  is  possible  to  practice 
good  medicine  if  the  medical 
staff  are  up  to  the  challenge  and 
are  backed  by  far-seeing  admini- 
stration. We  too  often  confuse 
good  medicine  with  shiny  equip- 
ment and  a never  ending  list  of 
laboratory  procedures.  It  is  the 
caliber  of  the  physicians,  the 
paramedical  personnel,  and  the 
administration  that  dictates  good 
medicine,  far  beyond  the  envir- 
onment in  which  they  practice. 

administrators  can  err 

% 

In  our  modern  setting,  partic- 
ularly in  community  and  univer- 
sity hospitals,  the  practice  of 
medicine  is  a team  approach. 
We,  as  physicians,  often  forget 
that  the  lay  and  administrative 
personnel  of  the  hospital  are 
every  bit  as  much  members  of 
this  team  as  the  physicians, 
social  workers,  pathologists,  and 
nurses.  Thus,  administrative  per- 
sonnel of  hospitals  who  are  too 
cautious  and  who  like  to  dig 
their  feet  in,  who  resist  change 
and  think  negatively,  can  de- 
stroy good  patient  care  within 
their  institutions,  even  in  the 
presence  of  a good  medical 
staff.  They  can  harm  by  not 
developing  good  esprit  cle  corps 
among  their  medical  staff,  by 
vetoing  or  obstructing  forward 
ideas  put  forth  by  the  medical 
staff,  and  by  not  doing  then- 
best  by  trying  to  supply  the 
basic  tools  to  do  the  job.  Too 
many  administrators  are  bogged 
down  by  minute  day-to-day  de- 
tails which  they  do  not  delegate 


to  their  subordinates  so  that 
they  can  reserve  their  time  for 
constructive  thinking  and  policy 
decisions.  There  is,  too  often,  a 
mutual  basic  distrust  between 
administrative  personnel  and  the 
medical  staff  and  when  this 
situation  occurs  team  work  dis- 
appears and  patient  care  suffers. 
I think  it  is  also  important  that 
the  head  of  the  medical  advisory 
committee  sit  on  the  board  of 
directors  of  the  hospital,  so  that 
decisions  of  this  committee  can 
be  transmitted  directly  to  the 
board  of  directors  on  a first 
hand  basis. 

As  physicians  we  must  also 
learn  to  delegate  some  of  the 
responsibilities  that  have,  tradi- 
tionally, been  the  sole  preroga- 
tive of  the  doctor.  Nurses  and 
trained  medical  technicians  al- 
ready have  taken  over  routine 
procedures  that,  several  years 
ago,  were  only  performed  by 
physicians,  such  as  drawing 
blood,  setting  up  intravenous 
solutions  and  starting  blood 
transfusions.  In  intensive  care 
units  they  initiate  cardiac  re- 
suscitation, give  intravenous 
medications  and  defibrillate 
hearts.  All  these  have  improved 
patient  care,  both  by  giving 
more  prompt  and  adequate  care 
to  the  patient  and  also  by  de- 
creasing the  work  load  of  the 
physician  so  that  he  has  time 
for  more  important  things.  It 
may  be,  in  the  not  too  distant 
future,  that  specially  trained 
nurses  and  technicians  will  be 
the  primary  contact  for  the  pa- 
tient and  may  deal  with  minor 
illness  in  the  hospital  and  the 
community. 

the  most  difficult  task 

Prevention  of  obsolescence 
among  the  medical  staff  is  by 
far  the  most  difficult  problem. 
It  is  the  most  important  to  solve. 


Hospital  medical  staffs  often 
tend  to  become  like  a private 
club,  with  a wide  divergence 
of  personalities.  Many  have  no 
desire  to  travel  or  read,  thus 
practice  medicine  in  stereotyped 
fashion,  rapidly  becoming  ob- 
solete. It  is  this  group,  particu- 
larly, that  resists  change  within 
the  hospital.  At  the  present  time 
physicians  have  choice  of  sev- 
eral avenues  in  order  to  keep 
abreast  of  changing  medical 
knowledge,  none  of  these  choices 
being  ideal,  as  they  often  do 
not  reach  the  physician  who 
needs  them  the  most.  The  two 
commonest  methods  are  first, 
to  read  extensively,  if  the  busy 
man  is  not  too  tired  to  read, 
and  second,  to  attend  courses 
and  meetings,  as  long  as  the  sub- 
ject is  not  so  far  overhead  that 
he  falls  asleep.  Both  of  these  are 
important,  but  are  not  often 
indulged  in  by  the  members  of 
the  medical  staff.  In-hospital  ed- 
ucation, such  as  ward  rounds, 
discussions,  and  talks  by  visiting 
professors,  are  probably  more 
valuable  as  they  reach  physi- 
cians at  a personal  level,  often 
force  them  to  participate  in  the 
discussions  and,  thus,  read  intel- 
ligently. Ideally,  however,  teach- 
ing hospitals  should  encourage 
physicans  in  the  community  to 
return  to  the  teaching  atmos- 
phere, to  serve  as  residents,  in 
resident’s  clothing,  for  a speci- 
fied period  of  months  at  least 
every  five  years.  This  would  be 
a large  organizational  job,  but 
probably  would  be  more  effec- 
tive in  preventing  obsolescence 
than  the  usual  methods  outlined 
above. 

One  of  the  most  practical  and 
often  the  plan  giving  the  great- 
est stimulus  to  good  patient 
care,  and  avoidance  of  obsoles- 
cence, is  the  constant  and  reg- 
ular addition  to  the  medical  staff 
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of  bright,  well-trained,  hard 
working  physicians  who  are  go- 
ing to  give  the  staff  a run  for 
their  money.  In  order  to  attract 
fresh  infusions  of  new  blood 
into  the  hospital  in  the  form  of 
well-trained,  keen  physicians 
and  thus,  among  other  things, 
stimulating  good  in-hospital  ed- 
ucation, certain  formal  arrange- 
ments should  occur  within  the 
hospital: 

1.  The  hospital  should  be  well 
departmentalized. 

2.  Each  department  should 
have  a head  who  has  ten- 
ure for  at  least  five  years, 
and  if  feasible,  should  have 
a University  attachment  or 
appointment.  The  head  of 
the  department  should  not 
be  chosen  for  seniority  or 
popularity,  and  need  not, 
necessarily,  be  the  best 
clinician,  but  he  must  have 
the  ability  to  organize  and 
lead  his  department. 

3.  The  hospital  should  strive 
for  some  sort  of  affiliation 
even  if  it  is  only  at  a post- 
graduate level,  or  at  a 
nominal  level,  with  the 
nearest  medical  school. 

4.  Geographical  areas  should 
be  established  for  teaching. 
Such  areas  need  not  be 
tightly  closed,  but  could  be 
on  a reserve  bed  basis  for 
private  patients  of  the  staff 
and  should  be  used  freely 
for  postgraduate  teaching 
and  in-service  education  of 
the  medical  staff  of  the  de- 
partment. On  such  patients, 
regularly  organized  teach- 
ing rounds  should  be  held 
which  all  staff  members 
must  attend. 

5.  A medical  audit  and  a 
monthly  death  review 
should  be  held  in  each  de- 
partment. It  should  be  ob- 
ligatory for  the  staff  of  the 


department  to  attend  the 
death  review. 

6.  Probably  the  most  difficult 
thing  to  stimulate  is  clinical 
investigation  within  the 
hospital.  This  need  not  be 
on  a research  basis  and  de- 
pending on  the  level  of 
organization  and  staffing  of 
the  hospital  could  consist 
of  chart  reviews  bringing 
out  the  experience  of  the 
hospital  in  specific  diseases 
which  often  stimulates  more 
productive  investigation. 

If  such  a preliminary  organi- 
zation can  be  set  up,  it  is  pos- 
sible to  attract  new  staff  mem- 
bers on  a continuing  basis. 

In  other  words,  a leader  must 
be  chosen  in  each  department, 
and  appointed  for  a fixed  period 
of  time  with  a mandate  to  or- 
ganize the  department  on  a 
teaching  basis.  He  should  pro- 
vide if  applicable,  not  only  resi- 
dent, intern,  and  undergraduate 
teaching,  but  much  more  im- 
portant, an  in-service  education 
program  directed  toward  the 
staff  physician  on  a continuing 
basis.  He  should  also  make  cer- 
tain that  there  is  an  infusion  of 
new  blood  into  the  department 
at  periodic  intervals.  The  help, 
backing,  and  encouragement, 
both  morally  and  financially,  of 
the  neighboring  university 
should  be  encouraged.  The  uni- 
versities must  realize  that  they 
will  have  an  increasing  commit- 
ment to  community  hospitals  in 
the  future.  Graduate  education, 
in  the  form  of  externship,  in- 
ternships and  rotating  residen- 
cies will  undoubtedly  continue 
to  expand  in  community  hospi- 
tals. The  universities  must  ac- 
cept graduate  education  as  one 
of  their  prime  responsibilities 
and  find  ways  to  foster  it  at  the 
community  hospital  level. 

I can  only  quote  what  has 


happened  in  the  hospital  with 
which  I have  been  associated 
for  the  past  20  years,  as  an 
example  of  what  1 am  trying  to 
drive  home.  When  I first  joined 
the  staff  of  the  hospital,  there 
was  no  medical  school  in  the 
community  and  the  hospital  had 
been  run  as  a private  club  by 
the  attending  physicians.  Addi- 
tions to  its  staff  were  a rarity. 
In  1952  it  became  associated 
with  the  new  medical  school  and 
undertook  a small  amount  of 
medical  student  teaching.  This 
however,  was  done  as  a duty  and 
failed  to  make  an  impact  on  the 
standard  of  medical  care  within 
the  hospital.  During  this  time, 
although  the  hospital  was  ap- 
proved for  interns  and  residents, 
it  seldom  was  able  to  fill  its 
quota. 

In  1957  a group  of  physicians 
in  the  Department  of  Medicine 
felt  that  the  only  solution  to  its 
obsolescence  lay  within  the  staff 
itself.  As  no  continuing  financial 
support  from  private  sources 
was  available,  the  staff  members 
agreed  to  put  all  the  money  de- 
rived from  the  reading  of  in- 
patient electrocardiograms  into 
a common  pool  for  the  use  of  the 
Department  of  Medicine.  Due 
to  this,  money  was  available  to 
stimulate  investigation  in  the 
hospital  and  to  supply  travel 
funds  for  staff  members.  This 
initial  impetus  led  to  the  estab- 
lishment of  a cardiac  catheteri- 
zation laboratory  and  open  heart 
surgery  within  the  hospital. 
Money  was  also  available  from 
the  pooled  funds  to  acquire  and 
guarantee  financial  support  to  a 
trained  cardiologist  on  a full- 
time basis. 

Fortunately,  in  1962,  a new 
wing  was  built  in  the  hospital, 
primarily  for  laboratory  pur- 
poses. It  is  a tribute  to  the  ad- 
ministration of  the  hospital  that 
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they  agreed  to  build  into  this 
wing  various  clinical  labora- 
tories and  to  provide  office  ac- 
commodation in  this  area  for 
the  head  of  the  department  and 
a small  number  of  geographic- 
ally full-time  staff.  The  setting 
was  such  at  this  time  that  both 
funds  and  space  were  available 
to  attract  new  blood  into  the 
department.  In  the  six  years 
prior  to  1962  only  two  new  phy- 
sicians had  been  attracted  to  the 
staff  of  the  Department  of  Medi- 
cine. Since  1962  an  additional 
eight  physicians  have  joined  the 
Department  of  which  six  are 
geographically  full-time,  with 
their  offices  in  the  hospital. 

Fortunately,  coincident  with 
the  increased  space  that  became 
available  in  1962,  the  Royal  Col- 
lege of  Physicians  and  Surgeons 
of  Canada  stipulated  that  a hos- 
pital must  have  a geographic- 
ally closed  teaching  unit  in  the 
Department  of  Medicine  of  at 


least  30  beds,  if  approval  for 
resident  training  was  to  be  con- 
tinued. Again  the  administration 
of  the  hospital  saw  the  wisdom 
of  this  directive  and  such  a 
closed  teaching  unit  was  estab- 
lished. Subsequent  to  this,  the 
administration  approved  the 
establishment  of  an  additional 
20-reserve-bed  unit  as  a teaching 
unit.  Into  this  area  private  pa- 
tients of  the  staff  could  be  ad- 
mitted, provided  such  patients 
could  be  used  for  teaching  at  all 
levels.  Since  then,  a 20-bed 
acute  medical  care  unit  and  10 
neurological  beds  have  been 
added  to  the  teaching  structure. 
All  these  changes  have  come 
about  due  to  the  initial  decision 
of  the  physicians  of  the  Depart- 
ment that  they  must  help  them- 
selves even  though  they  incurr- 
ed financial  sacrifice.  Also  help- 
ful was  the  cooperation  of  a 
forward  thinking  administration 
who  saw  that  these  changes 


would  upgrade  patient  care 
within  the  hospital.  Due  to  these 
changes  there  has  been  a con- 
stant infusion  of  well  trained 
physicians  into  the  Department. 
These  physicians  were  of  such 
caliber  that  they  were  willing  to 
make  sacrifices  in  order  to  en- 
sure the  upgrading  of  patient 
care,  teaching  and  investigation 
within  the  Department  of  Medi- 
cine. As  a result  of  these  efforts, 
the  hospital  now  fulfills  its 
quota  of  interns  each  year  and 
the  Department  of  Medicine  has 
unlimited  approval  for  residents 
and  fellows  from  the  Royal  Col- 
lege of  Physicians  and  Surgeons 
of  Canada.  Much  more  import- 
antly, the  standard  of  medical 
care  has  vastly  improved.  We 
cannot  however,  be  complacent 
with  these  achievements  and  we 
are  constantly  looking  for  new 
personnel,  new  facilities,  and 
new  concepts.  ■ 

St.  Paul’s  Hospital 
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Reversed  Split  of  the  Second  Heart 
Sounds  Without  Left  Ventricular  Obstruction 
or  Conduction  Delay 

WAYNE  R.  ROGERS,  M.D.  / T.  DAVID  LEE,  JR.,  M.D.,  Portland,  Oregon 


In  a series  of  1,000  adult  patients,  42  were 
found  with  split  second  sounds  in  whom  the 
pulmonic  second  sound  occurred  before  the 
aortic  second  sound.  These  patients  were  fol- 
lowed for  an  average  of  4.7  years  after  the 
reversed  splitting  was  detected.  Reversed  split- 
ting was  found  to  be  associated  with  disease 
but  not  to  be  of  grave  import. 


Accurate  analysis  of  the  sec- 
ond heart  sound  has  been 
described  by  Leatham  as  the 
‘key’  to  auscultation  of  the 
heart.1  This  requires  observation 
of  1.  the  intensity  of  the  sounds, 
2.  their  relationships  to  murmurs 
and  to  added  sounds,  and  par- 
ticularly 3.  the  splitting  into  two 
elements  representing  aortic  (A2) 
and  pulmonary  (P2)  valve  clos- 
ure. 

While  Potain2  in  1866  de- 
tected that  splitting  occurred 
and  while  Wolferth  and  Margo- 
lies3  in  1935  observed  that  either 
Ao  or,  less  commonly,  P2  could 
come  first;  it  remained  for 
Leatham  and  his  associates  since 
1956  to  establish  that  1.  nor- 
mally in  all  ages,  splitting  occurs 
during  inspiration  as  A2  comes 
earlier  and  P2  is  delayed,  2.  ab- 
normally, reversal  of  this  se- 
quence is  heard,  with  P2  coming 
progressively  earlier  than  A2  in 
expiration.4-"  Reversed  splitting 
(RS2)  was  found  in  conditions 
involving  the  left  ventricle. 


namely:  left  bundle  branch 

block,  severe  aortic  stenosis, 
large  ductus  arteriosus  and  hy- 
pertension.4 

In  1963,  McDonald7  and  Yur- 
chak  and  Gorlin"  described  RS2 
without  left  ventricular  obstruc- 
tion or  conduction  delay  in 
cases  of  clinical  coronary  dis- 
ease. Dickerson  and  Nelson9 
and  Agnew,  et  al,10  concurred 
that  RSo  in  this  setting  usually 
represented  severe  dysfunction 
of  the  left  ventricle.  Since  this 
view  was  based  mainly  on  rela- 
tively small  and  brief  in-patient 
experiences  and  since  few  pho- 
nocardiograms  appear  to  have 
been  done,  it  seemed  desirable 
to  extend  the  observation  of  RS2 
to  office  patients  with  further 
heart  sound  recordings. 

This  report  describes  such  a 
study  and  indicates  that  RS2  in 
an  older  population  is  not  very 
uncommon  and  that  it  often  is 
a relatively  benign  abnormality 
in  the  out-patient. 


clinical  cases 

During  the  eight-year  period, 
1960-67,  1,000  adult  office  pa- 
tients with  real  or  suspected 
cardiac  disease  were  examined. 
Particular  attention  was  paid  to 
the  second  heart  sounds,  which 
were  recorded  diagrammatical- 
ly.  Definite  expiratory  splitting 
with  narrowing  usually  to  single- 
ness during  inspiration  (Figure 
1)  was  found  repeatedly  in  42 
consecutive  individuals  who  had 
neither  a systolic  murmur  louder 
than  Grade  2/6,  a diastolic  mur- 
mur, nor  left  bundle  branch 
block.  Thirty-three  (78  per  cent) 
were  women.  One-half  of  the 
whole  group  were  women.  Ages 
of  the  42  ranged  from  34  to  85, 
averaging  63  years  in  men  and 
women.  All  have  been  followed 
(by  WRR)  through  March  1969, 
for  an  average  of  4.7  years  after 
RS2  detection. 

Clinical  diagnoses  were:  ar- 
teriosclerotic heart  disease  in  26 
cases  (angina  pectoris  in  19, 
myocardial  infarction  in  6,  asso- 
ciated hypertension  greater  than 
150  mm  Hg  systolic,  90  diastolic 
in  15),  hypertensive  cardiovascu- 
lar disease  in  8,  thvrocardiac 
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Fig.  1.  Phonocardiogram  during  quiet  respiration  in  an  asymptomatic  61-year- 
old  woman  (OM)  with  hypertensive  cardiovascular  disease.  The  upper  panels 
are  a continuous  record.  Note  that  the  reversed  split  (P2-A2)  is  of  maximal 
width  (0.04  sec)  in  midexpiration  and  becomes  nearly  single  (0.02  sec)  during 
midinspiration. 


disease  in  1,  and  there  was  no 
good  evidence  of  organic  cardio- 
pathy in  7 subjects.  The  cardiac- 
functional  classification  (New 
York  Heart  Association)  was: 
1—15  cases,  11—15,  III— 4,  IV— 1. 

Electrocardiography  at  the 
time  of  the  RS2  discovery  dis- 
closed a normal  tracing  in  16 
persons,  an  abnormal  record  in 
26;  sinus  rhythm  in  39;  atrial 
fibrillation  in  3;  PR  interval  over 
0.21  sec  in  3;  QRS  duration  0.10 
sec  or  less  in  38;  0.11  sec  in  4; 
QRS  axis  leftward  of  0 degrees 
in  7;  ST-segment  changes  in  18; 
T-wave  abnormalities  alone  in  2; 
left  atrial  hypertrophy  in  6;  left 
ventricular  hypertrophy  in  11; 
and  abnormal  Q waves  in  5 in- 
stances. 

Chest  roentgenograms  showed 
a normal  picture  in  25,  cardio- 
megaly  in  17,  marked  dilation 
of  the  aortic  arch  in  5 and  calci- 
fication of  the  arch  in  13,  pul- 
monary congestion  in  3,  emphy- 
sema in  2 and  infiltrates  in  none. 

Remittency  of  RS2  with  spon- 
taneous change  to  a single  or, 
less  often,  a normally-split  sec- 
ond sound  was  observed  on  one 
or  more  occasions  in  24  patients 
(57  per  cent).  These  24  had 
essentially  the  same  incidence  of 
angina  pectoris  (54  per  cent), 
abnormal  electrocardiogram  (67 
per  cent),  or  of  cardiomegaly 
(37  per  cent)  as  did  the  whole 
group  of  42,  so  that  the  remis- 
sion was  not  related  to  the  clini- 
cal severity  of  the  cardiopathy. 
Nor  was  there  a significant  age 
difference  between  the  remitters 
(63  years)  and  the  non-remitters 
(64  years).  In  nine  subjects,  sim- 
ply reclining  from  the  sitting 
position  for  a few  minutes  was 
followed  by  normalization  of  the 
split.  Figure  2.  The  sublingual 
administration  of  0.6  mg  nitro- 
glycerin to  eight  patients  cor- 
rected RS2  in  all  seven  whose 


diastolic  blood  pressure  fell  by 
10  mm  Hg  or  more,  Figure  3. 
But  digitalization  in  six  patients, 
three  of  whom  had  heart  failure, 
did  not  appreciably  affect  RS2. 

The  clinical  courses  over  pe- 
riods averaging  4.7  years  gen- 
erally have  been  stable.  Thirty- 
four  patients  remain  active  with 
Class  I or  II  effort  tolerance.  Six 
patients  have  had  cardiovascular 
deterioration,  four  of  them  have 
died,  and  three  others  died  of 
malignancies.  Two  persons  had 
a myocardial  infarction  after 
RS2  was  found,  while  infarction 
had  occurred  beforehand  in  five 
cases.  Congestive  failure  de- 
veloped before  RS2  detection  in 
one  individual,  afterward  in  a 
second  and  the  relationship  was 
not  determined  in  a third.  A 
stroke  had  preceded  RS2  in 
three  cases  and  followed  RS2 
discovery  in  a fourth.  It  is  ap- 


parent that  RSo  was  not  a par- 
ticularly unfavorable  sign  in  this 
group  of  office  patients,  81  per 
cent  of  whom  had  overt  cardio- 
vascular disease. 

phonocardiographic  studies 

Resting  supine  phonocardio- 
grams  during  normal  breathing 
were  made  on  one  or  more  oc- 
casions in  19  patients  who  were 
selected  because  of  convenient 
scheduling.  A Sanborn  Twin- 
Beam  machine  was  used  with  75 
mm/sec  paper  speed.  RS2  was 
clearly  demonstrated  in  ten  of 
them,  the  second  sounds  had  be- 
come single  in  five;  and  the  rec- 
ords were  technically  inade- 
quate in  four  early  cases.  The 
intervals  plus  clinical  data  are 
listed  in  Table  1.  It  appears  that 
these  ten  patients  are  repre- 
sentative of  the  group  of  42  in 
age,  sex  and  cardiac  diagnoses. 
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TABLE  1 


Phonocardiographic 

and  Clinical  Data  in  10 

Patients 

With  rs2 

Initials 

Eject. 

Age 

R-R 

P-Af, 

time 

Q-Ax 

P -p. 

P,-A, 

Chest 

BP 

Sex 

sec 

sec 

sec 

sec 

sec 

sec 

EKG 

X-ray 

mm  Hg 

Diagnosis 

MA 

insp. 

0.83 

0.08 

0.30 

0.41 

0.41 

0 

LVH 

Normal 

220/112 

HCVD 

34F 

exp. 

0.91 

0.08 

0.31 

0.41 

0.39 

0.02 

HE 

insp. 

0.78 

0.31 

0.07 

0.40 

0.40 

0 

MI 

Cardio- 

160/80 

ASHD 

66F 

exp. 

0.81 

0.07 

0.31 

0.41 

0.39 

0.02 

megaly 

Angina 

LG 

insp. 

0.61 

0.06 

0.29 

0.39 

0.39 

0 

Normal 

Normal 

190/95 

Labile  BP 

62F 

exp. 

0.62 

0.06 

0.38 

0.35 

0.03 

6/64 

insp. 

0.89 

0.08 

0.35 

0.46 

0.46 

0 

190/95 

12/66 

exp. 

0.92 

0.08 

0.37 

0.46 

0.44 

0.02 

after 

insp. 

0.91 

0.08 

0.46 

0.48 

-0.02 

178/85 

NTG 

exp. 

0.93 

0.08 

0.47 

0.47 

0 

ML 

insp. 

0.66 

0.07 

0.40 

0.40 

0 

LVH 

Dilated 

250/140 

HCVD 

74F 

exp. 

0.68 

0.07 

0.40 

0.38 

0.02 

aorta 

AM 

insp. 

1.48 

0.08 

0.33 

0.43 

0.42 

0.01 

LVH 

LVH 

172/90 

ASHD 

68M 

exp. 

1.52 

0.08 

0.32 

0.44 

0.40 

0.04 

Angina 

after 

insp. 

1.45 

0.09 

0.30 

0.41 

0.45 

-0.04 

165/80 

NTG 

exp. 

1.45 

0.08 

0.30 

0.40 

0.40 

0 

OM 

insp. 

0.90 

0.07 

0.36 

0.47 

0.47 

0 

Border- 

Normal 

240/112 

HCVD 

61F 

exp. 

0.91 

0.07 

0.37 

0.47 

0.44 

0.03 

line 

AR 

insp. 

0.90 

0.08 

0.45 

0.45 

0 

LVH 

LVH 

175/110 

HCVD 

70F 

exp. 

1.01 

0.07 

0.44 

0.42 

0.02 

Stroke 

HS 

insp. 

0.91 

0.08 

0.31 

0.42 

0.42 

0 

Normal 

Normal 

150/78 

Labile  BP 

60F 

exp. 

0.97 

0.08 

0.32 

0.43 

0.42 

0.01 

after 

insp. 

0.08 

0.07 

0.26 

0.39 

0,39 

0 

145/75 

NTG 

exp. 

0.80 

0.07 

0.26 

0.39 

0.38 

0.01 

DW 

insp. 

0.87 

0.07 

0.27 

0.38 

0.43 

-0.05 

Digitalis 

Emphys- 

170/88 

ASHD 

65M 

exp. 

0.96 

0.08 

0.28 

0.39 

0.35 

0.04 

effect 

ema 

Angina 

AF 

insp. 

1.22 

0.06 

0.36 

0.48 

0.48 

0 

ST-T 

LVH 

190/92 

ASHD 

67M 

exp. 

L27 

0.06 

0.37 

0.48 

0.44 

0.04 

abn. 

Angina 

ASHD — i 

arteriosclerotic 

: heart 

disease; 

BP— blood 

pressure; 

HCVD— 

-hyperten: 

aive  cardiovascular  disease;  LVH— 

-left  ventric- 

ular  hypertrophy:  MI — myocardial  infa 

The  principal  phonocardio- 
graphic  finding  was  a fixed 
lengthening  of  left  ventricular 
contraction,  as  indicated  by  a 
Q-A2  interval  prolonged  0.01  to 
0.10  sec  beyond  normal.  Figure 
4.11  With  expiration,  the  Q-P2 
interval  shortened  in  nine  of  the 
ten  cases,  thus  accounting  for 
the  split  reversal.  The  Q-P2 
shortening  amounted  to  0.01  sec 
in  one  instance,  0.02  sec  in  three, 
0.03  in  two,  0.04  sec  in  two  and 
0.08  sec  in  one.  Hence,  the  P2-A2 
maximum  recorded  split  in  ex- 
piration was  0.01  sec  in  one 
patient,  0.02  sec  in  four,  0.03  sec 
in  two,  and  0.04  sec  in  three, 
Figure  1.  On  the  basis  of  these 
findings  the  average  inspiratory 
movement  of  the  second  heart 
sounds  in  the  ten  cases  has  been 
diagrammed  along  with  the  sec- 
ond sounds  of  normal  adults  ac- 
cording to  Shafter,  Figure  5.' 


arction. 


Fig.  2.  The  evanescent  nature  of  HS^  is  shown  in  this  continuous  phonocardio- 
gram  from  a 74-year-old  woman  with  hypertension.  The  second  sounds  are 
split  paradoxically  in  the  upper  panel  but  are  single  in  the  lower  one. 
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Fig.  3.  Phonocardiogram  at  rest  (A)  and  immediately  after  the  administration  of  nitroglycerin 
(B)  to  a 68-year-old  man  (AM)  with  hypertensive  arteriosclerotic  heart  disease  and  a history 
of  angina  pectoris.  The  correction  of  the  RS->  was  attended  by  a fall  in  blood  pressure  and  a 
rise  in  the  inverted  TV;. 


The  Q-Mj  (electromechanical) 
interval  was  a normal  0.05  to 
0.06  sec  in  two  cases,  a border- 
line 0.07  sec  in  four  and  it  was 
prolonged  to  0.08  sec  in  four.12 
Indirect  carotid  pulse  ejection 
time  was  slightly  to  moderately 
lengthened  at  0.30  to  0.37  sec  in 
seven  of  the  eight  patients  in 
whom  it  was  obtained.1314  The 


isovolumic  contraction  phase,  as 
estimated  by  subtracting  the 
sum  of  the  Q-Mj  interval  plus 
the  ejection  time  from  the  Q-A2 
interval,  was  a normal  0.02  to 
0.04  sec  in  seven  cases  and  was 
prolonged  to  0.06  in  one. 

A third  heart  sound  was  re- 
corded in  one  case  and  was 
heard  in  two  others.  A fourth 


sound  was  recorded  in  two  pa- 
tients and  was  heard  in  five 
additional  cases.  An  ejection 
click  was  recorded  in  three  cases 
and  was  heard  in  five  others. 
Pulsus  alternans  was  not  en- 
countered. 

The  clinical  courses  of  the  ten 
patients,  over  period  averaging 
3.8  years  since  phonocardio- 
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Fig.  4.  Most  of  the  10  patients  (crosses)  with  reversed  splitting  show  greater 
prolongation  of  the  Q-As  interval  than  the  15  reported  hypertensive  patients 
(dots),  14  of  whom  had  normally  split  second  sounds.  The  continuous  line  is 
the  least-squares  regression  line  for  the  latter  group  while  the  dashed  line 
represents  normal  subjects  according  to  Shah  and  Slodki." 


MOVEMENT  OF  SECOND  HEART  SOUNDS 
DURING  INSPIRATION 


S,  A 2 


Fig.  5.  Diagrammatic  representation  of  average  movements  of  aortic  valve 
closure  sound  (Az)  and  pulmonary  valve  closure  sound  (Pz)  during  quiet  in- 
spiration in  normal  adults  (upper)  and  in  10  patients  with  reversed  splitting. 
In  the  normal  group,  increase  in  the  S1-P2  interval  is  the  major  factor  pro- 
ducing inspiratory  splitting,  while  in  the  RS2  series  the  delayed  fixed  A:  causes 
the  split  to  narrow  during  inspiration. 


graphic  confirmation  of  RS2 
have  been  favorable  in  eight 
who  have  retained  Class  II  or 
better  exercise  tolerance.  One 
(AM),  died  suddenly  after  hav- 
ing repeated  episodes  of  coro- 
nary failure.  The  tenth,  (HE) 
has  had  recurrent  heart  failure 
but  is  able  to  live  alone. 

discussion 

This  investigation  of  reversed 
splitting  of  the  second  heart 
sounds  (RS2)  in  42  patients  hav- 
ing no  left  ventricular  obstruc- 
tion or  conduction  delay  has 
produced  three  main  points  of 
interest: 

1.  This  physical  sign  is  not 
rare.  The  incidence  is  probably 
considerably  higher  than  the  4.2 
percent  found  in  the  present 
group,  because  a number  of 
cases  were  excluded  for  having 
RS2  observed  on  but  one  oc- 
casion. We  found  a single  report 
of  frequency  of  the  sign,  Agnew, 
et  al  having  described  it  in  25 
of  100  cases  of  ischemic  heart 
disease.10  RS2  is  more  likely  to 
be  present  during  a period  of 
cardiac  stress.15 

2.  RSo  per  se  is  not  an  omi- 
nous sign  in  office  practice.  Al- 
though it  probably  always 
should  be  considered  a patho- 
logical finding,  RS2  was  ob- 
served in  seven  older  women 
who  had  no  other  clinical  evi- 
dence of  heart  disease.  The 
clinical  courses  of  33  of  the  42 
patients  were  stable  over  an 
average  period  of  4.7  years.  In 
contrast,  RS2  associated  with  left 
bundle  branch  block,  aortic 
stenosis  or  severe  coronary  dis- 
ease probably  has  a less  favor- 
able prognosis. 

3.  The  phonocardiograms  in 
10  subjects  revealed  principally 
lengthening  of  left  ventricular 
systole,  as  indicated  by  slight- 
to-moderate  prolongation  of  the 
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Q-A2  interval  11  (Figure  4)  and 
of  the  ejection  period.181* 
Neither  of  these  intervals 
changed  more  than  0.01  sec  with 
normal  respiration,  so  the  split 
reversal  came  from  expiratory 
shortening  of  the  Q-P2  interval, 
Figure  5.  This  evidence  sup- 
ports the  view  that  dysfunction 
of  the  left  ventricle  with  delayed 
closure  of  the  aortic  valve  ac- 
counts for  RS2  in  these  pa- 
tients.810 But  similar  degrees  of 
lengthening  of  Q-A2  have  been 
reported  with  normal  splitting 
of  the  second  sounds.11 

The  fundamental  pathophysio- 
logic mechanism  of  RS2  and  its 
anatomic  substrate,  if  any,  re- 
main to  be  elucidated.  That  the 
disturbance  causing  RS2  can  be 
both  mild  and  transient  was 
shown  by  Boyle  and  Little  who 
produced  RS2  by  pentobarbital 
anesthesia  in  5 of  18  apparently 
healthy  dogs.16  We  have  en- 
countered no  report  of  hemo- 
dynamic or  angiographic  studies 
of  RSo  in  patients  without  left 
ventricular  obstruction  or  con- 
duction delay. 

summary 

Forty-two  office  patients,  aged 
34  to  85  years  were  found  re- 
peatedly to  have  reversed  split- 
ting of  the  second  heart  sound 
without  left  ventricular  obstruc- 
tion or  conduction  defect.  Four- 
fifths  of  the  group  were  women; 
their  average  age,  63  years,  was 
the  same  as  that  of  the  men. 
Coronary  heart  disease  was 
present  in  26  cases,  hypertensive 
disease  in  8;  and  in  7,  the  para- 
doxial  split  was  the  only  de- 
tectable evidence  of  cardi- 
opathy.. 

Phonocardiograms  in  10  pa- 
tients showed  mainly  prolonga- 
tion of  left  ventricular  systole 
with  lengthened  ejection  phase. 
The  lack  of  split  reversal  in  re- 
ported cases  with  similar  degree 


of  lengthening  of  the  left  ven- 
tricular contraction  indicates 
that  the  pathophysiologic  me- 
chanism may  involve  other  fac- 
tors as  well.  The  dynamic  na- 
ture of  the  reversed  splitting  is 
shown  by  the  fact  that  in  24 
cases  (57  per  cent)  the  split  was 
remittent,  tending  to  disappear 
with  rest  or  nitroglycerin. 

Although  paradoxical  splitting 


must  be  regarded  as  a sign  of 
cardiopathy,  its  occurrence  with- 
out manifest  heart  disease  and 
the  benign  course  of  the  four- 
fifths  of  these  out-patients  for 
periods  up  to  nine  years,  indi- 
cates that  the  reversal  per  se 
usually  is  not  of  grave  import.  ■ 
1014  Medical  Dental  Building 
(97205) 
(Dr.  Rogers) 
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Reflections  on  a Student’s  Letter 


AMOS  P.  BRATRUDE,  M.D.,  Omak,  Washington 


For  several  years  I have  been 
one  of  many  general  prac- 
tice preceptors  working  with 
the  University  of  Washington 
School  of  Medicine.  We  take 
senior  students  into  our  homes 
for  varying  periods  of  time  and 
try  to  expose  them  to  our  way 
of  practice  and  our  way  of  life. 
Our  group  has  always  enjoyed 
the  experience  and  we  find  our- 
selves learning  too.  Recently  I 
received  a copv  of  a letter  one 
of  our  preceptees  wrote  sum- 
marizing his  experience.  It  was 
so  outstanding  and  made  such 
a strong  case  for  general  prac- 
tice I wanted  to  see  it  read  by 
more  people.  ( Letter  in  box  on 
page  764.) 

It  will  not  surprise  anyone  to 
learn  that  we  found  Ward  to  be 
a very  stimulating  and  pleasant 
young  physician.  He  was  inter- 
ested in  all  parts  of  daily  prac- 
tice, and  particularly  enjoyed 
his  many  firsts.  These  included 
his  first  case  of  mumps,  his  first 
look  at  a tonsillectomy,  his  first 
hernia  repair  and  many  others. 
To  many  of  us  in  fields  where 
we  care  for  common  diseases  it 
seems  incredible  that  a soon-to- 
graduate  senior  would  be  hav- 


ing so  many  “firsts.”  Across  the 
country  today  there  is  great 
activity  in  training  institutions 
that  attempt  to  turn  out  doctors 
for  people.  Little  wonder  it  is 
difficult  to  interest  medical  stu- 
dents in  daily  care  of  people 
and  to  have  them  learn  when 
they  are  seldom  exposed  to  the 
common  medical  problems  peo- 
ple have.  Fully  85  percent  of 
my  practice  concerns  problems 
that  would  never  be  admitted  to 
the  typical  medical  school  hos- 
pital. For  a senior  student  about 
to  finish  to  have  relatively  little 
exposure  to  such  things  as  ap- 
pendicitis, tonsillectomies  and 
hundreds  of  office  techniques 
seems  incredible.  As  you  read 
this  student’s  letter,  you  see 
what  happens  to  him  as  he  is 
exposed  to  everyday  medicine- 
lie  gets  excited  about  being  a 
doctor. 

Over  the  past  thirty  to  forty 
years  medical  schools  have 
sought  different  goals  from  that 
of  turning  out  doctors  for  peo- 
ple. In  the  30’s  and  40’s  they 
outdid  themselves  to  establish 
specialty  medicine.  The  mark 
of  a school  was  the  stature,  as  a 


physician,  of  their  various  de- 
partment heads.  Then  came  the 
magic  50’s,  the  scramble  for 
grant  money.  Departments 
grew  and  papers  poured  out  in 
a veritable  flood.  Now  the 
stature  of  a medical  school  was 
being  established  by  the  volume 
of  paper  it  produced.  Possibly 
the  70’s  may  see  a change  back 
to  their  original  purpose— to 
turn  out  doctors  who  can  take 
care  of  people. 

The  University  of  Washing- 
ton is  moving  in  this  direction 
and  I hope  their  new  Depart- 
ment of  Family  Practice  will  re- 
ceive the  support  it  needs  to 
become  a meaningful  entity. 
The  letter  of  this  student  cer- 
tainly indicates  there  is  interest 
for  it.  Much  of  the  success  will 
rest  on  the  outcome  of  the  battle 
between  the  “medical  practi- 
tioner” and  the  “university  hos- 
pital-based- specialists.”  If  a 
truce  is  declared  and  together 
they  take  the  lead  in  responding 
to  patient’s  needs  and  student’s 
interests,  we  may  start  turning 
out  more  “people  doctors.” 

Family  Medical  Center 
23  S.  Ash  St.  (98841) 
please  turn  to  page  764 
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TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


February  21,  1969 


William  O.  Robertson,  M.D. 

Associate  Dean 
School  of  Medicine 
University  of  Washington 
Seattle,  Washington  98105 

Dear  Dr.  Robertson: 

I have  recently  completed  two  weeks’  elective  time  with 
four  general  practitioners  in  Omak  with  the  broad  aim  of  get- 
ting a feeling  for  general  practice.  In  retrospect,  I can  now  say 
that  from  a practical  point  of  view  experience  constitutes  the 
single  most  valuable  experience  of  my  medical  school  training. 
Among  the  most  significant  conclusions  I reached  from  this 
two  week  exposure  were:  (1)  general  practice  is  fun  and  ex- 
citing, (2)  individuals  who  want  to  deliver  quality  up-to-date 
medical  care  to  the  small  community  can  do  so  with  the  signifi- 
cant aid  of  continuing  education  programs  and  self-motivation, 
( 3 ) disease  exposure  is  manifold  — there’s  more  to  general 
practice  than  runny  noses,  (4)  patient-doctor  rapport  is  some- 
thing which  simply  cannot  be  fostered  to  the  same  degree  over 
short  periods  in  either  the  teaching  institution  or  the  urban 
specialist’s  office  practice  where  referrals  provide  most  of  the 
patients,  (5)  family  life  need  not  be  sacrificed  for  the  demands 
of  practice  if  group  practice  is  entered  into,  ( 6 ) members  of  the 
group  pracice  as  well  as  their  families  must  be  compatible 
particularly  if  a remote  rural  community  is  chosen  as  the  site 
for  setting  up  group  practice. 

Although  I was  extremely  impressed  with  the  competency, 
enthusiasm  and  judgment  of  these  four  general  practitioners  in 
Omak,  they  maintain  that  there  are  many  other  groups  of  G.P.’s 
in  this  state  with  equal  qualities.  Needless  to  say,  my  pre- 
existing prejudice  against  general  practitioners  has  been  com- 
pletely erased  by  this  experience,  and  I really  believe  that 
general  practice  in  the  broadest  sense  will  never  be  a “thing 
of  the  past.”  In  fact,  I fully  intend  to  aim  toward  a career  of 
general  practice  in  a small  partnership  located  either  in  a rural 
or  suburban  community. 

Finally,  I think  that  every  medical  student  should  at  some 
time  in  his  four  school  years  be  exposed  to  high  quality  general 
practice  so  as  to  at  least  appreciate  both  the  advantages  and 
limitations  unique  to  the  general  practitioner.  Personally,  I owe 
a great  deal  of  gratitude  to  Drs.  Bratrude,  Cowan,  Bone  and 
Cleveland  in  Omak  for  helping  to  make  this  experience  so  re- 
warding. I only  hope  our  School  appreciates  their— and  others’— 
contribution  to  this  particular  program.  As  I said,  it  is  unequaled 
elsewhere. 


WARD  B.  BUCKINGHAM 

Senior  Medical  Student 


cc:  A.  G.  Swanson,  M.D. 
My  Omak  Mentors 


154  Valley  Street 
Seattle,  Washington  98109 
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OREGON 


Oregon  Medical  Association -21 64  s.w.  park  place.  Portland,  Oregon  97205 


president  ].  Richard  Raines,  M.D.,  Portland 

secy-treas.  Lawrence  M.  Lowell,  M.D.  Portland 
executive  secy.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting,  Sept.  23-27,  1969,  Portland 


Miss  Margaret  Hughes.  UOMS  Head  Librarian,  accepts  $6,000  check  from  OMA 
President  J.  Richard  Raines.  Contribution  will  be  used  in  support  of  reference 
library  services.  Charles  N.  Holman,  UOMS  Dean,  is  at  right  and  Mr.  James  A. 
Kronenberg,  OMA  Associate  Executive  Director,  is  at  left. 


UOMS  Library  Receives  Contribution 


Oregon  Medical  Association  President  J.  Richard 
Raines  recently  presented  a check  for  $6,000  to 
University  of  Oregon  Medical  School  Librarian 
Miss  Margaret  Hughes. 

The  contribution  was  authorized  by  the  OMA 
House  of  Delegates  in  1968  and  is  meant  to  assist 
in  reimbursing  the  library  for  its  reference  services 


to  practicing  physicians  throughout  the  state.  The 
$6,000  figure  was  originally  requested  by  the  Coun- 
cil on  Medical  Education. 

Library  records  and  OMA  surveys  indicate  that 
use  of  reference  service  is  extensive  throughout 
the  entire  state.  Miss  Hughes  said  the  money  will 
be  used  to  procure  new  books  and  improve  services 
at  the  125,000-volume  library. 


Blood  Donors  Needed 


Possible  blood  shortages  in  the  Portland  metro- 
politan area  provoked  Multnomah  County  Medical 
Society  to  initiate  a letter-writing  campaign  urging 
Portland  physicians  to  advise  patients  of  need. 


The  MCMS,  in  conjunction  with  the  Oregon 
Trail  Chapter  of  the  American  Red  Cross,  offered 
billing  envelope  stuffers  urging  volunteer  blood 
donations  to  the  local  Red  Cross. 
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OMA  95th  Annual  Session 


Oregon  Medical  Association’s  95th  Annual  Session 
will  be  held  September  23-27  at  the  Memorial  Coli- 
seum, Portland. 

The  5-day  meeting  will  officially  open  with  the 
evening  session  of  the  OMA  House  of  Delegates. 
September  23. 

Scientific  meetings  are  scheduled  to  open  with 
a general  assembly  at  1:30  pm  Wednesday.  The 
scientific  program  will  run  through  Friday  afternoon. 

General  assemblies  wall  feature  guest  Sommer  Me- 
morial Lecturers  Rudolph  }.  Noer,  University  of 
Louisville  School  of  Medicine  Surgery  Department 
Chairman;  Rene  Menguy,  Chairman  of  the  Depart- 
ment of  Surgery  at  the  University  of  Chicago;  and 
Irving  M.  London,  Chairman  of  the  Department  of 
Medicine  at  Albert  Einstein  College  of  Medicine. 
Each  lecturer  will  present  three  papers  during  three 
days  of  scientific  meetings. 

Thursday  afternoon,  September  25  will  be  de- 
voted to  specialty  sectional  meetings.  Scientific  pro- 
grams in  internal  medicine,  surgery,  pediatrics,  pre- 
ventive medicine,  and  ophthalmology  and  otolaryn- 
gology are  anticipated. 


House  of  Delegates  will  meet  on  Tuesday  even- 
ing. Reference  committees  will  be  in  session  Wed- 
nesday morning.  The  House  will  meet  Friday  morn- 
ing for  its  final  session. 

The  OMA  annual  meeting  will  convene  Friday 
morning.  The  principal  order  of  business  will  be 
election  of  general  association  officers.  The  annual 
meeting  will  be  followed  by  the  inauguration  of  Noel 
B.  Rawls  as  1969-70  President. 

A general  luncheon  on  Friday  will  honor  Dr. 
Rawls  and  his  predecessor  J.  Richard  Raines.  The 
Doctor-Citizen  Award  will  be  presented,  as  will 
broadcast  and  newspaper  press  awards. 

Other  special  events  include  the  second  annual 
Great  Medical  Decisions  program,  a Medicine  and 
Religion  luncheon,  the  Physician  Golf  Tournament, 
the  Oregon  Medical  Political  Action  Committee  Ban- 
quet, and  the  Ninth  Annual  Physician’s  Art  Exhibit. 

The  Woman’s  Auxiliary  will  also  hold  its  annual 
meeting  during  the  OMA  meeting.  The  majority 
of  WA/OMA  activities  will  be  at  the  Town  Hall,  a 
recently  restored  facility  of  historical  significance. 


4:00  pm 
5:30  pm 
6:30  pm 


8:30  am 
8:45  am 
9:00  am 
9:00  am 
12:00  NOON 
1:30  pm 
5:00  pm 
5:15  pm 


8:30  am 
8:45  am 
9:00  am 
12:00  NOON 
1:30  pm 
2:00  pm 


5:15  PM 
7:00  pm 


7 : 00  am 
8:30  am 


Tuesday,  September  23 

House  of  Delegates  Registration 

Wine  tasting  event— Physicians’  Art  Exhibit  opens 

House  of  Delegates  convenes 

Wednesday,  September  24 

General  Registration 
Technical  Exhibits  open 
Reference  Committees  convene 
Great  Medical  Decisions  Program 
Medicine  and  Religion  Luncheon 
General  Scientific  Assembly  convenes 
General  Scientific  Assembly  recesses 
Technical  Exhibits  close/Exhibitor  Social  Hour 

Thursday.  September  25 

Registration 

Technical  Exhibits  open 

Reference  Committees  meet— General  Scientific  Assembly  convenes 
Sectional  business  meetings  and  luncheons 
Surgical  Section  convenes 

Sections  on  Internal  Medicine,  Preventive  Medicine,  Pediatrics, 
Ophthalmology  and  Otolaryngology  convene 
Technical  Exhibits  close 
OMPAC  Banquet 

Friday,  September  26 

House  of  Delegates 
Registration 
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8:45  am  Technical  Exhibits  open 

11:30  am  OMA  Annual  Meeting  and  Election  of  General  Officers 
12:00  noon  Inauguration  of  Noel  B.  Rawls,  M.D.,  President,  OMA 
12:30  pm  Awards  Luncheon 

2:00  pm  General  Scientific  Assembly  convenes 

5:15  pm  Technical  Exhibits  close 

Saturday,  September  27 

9:00  am  OMA  Annual  Golf  Tournament 


Medical  Board  Licenses 
73  Physicians 

The  following  physicians  are  licensed  to  practice 
medicine  in  Oregon: 

Carl  Raymond  Bankes,  John  Maynard  Barry, 
Leon  Price  Bingham,  John  Blaisdell,  Roger  Stuart 
Bothwell,  Richard  Leonard  DeKlotz,  David  Allen 
Durfee,  David  Arlen  Haaland,  Frederick  Sheldon 
Hakkinen,  Lloyd  Dean  Hale,  Charles  Arthur  Hon- 
nold,  III,  Jonathan  Israel  Levine,  David  Allen  Mc- 
Guire, Robert  Lionel  Moesinger,  Robert  Linton 
Mushen,  William  Alexander  Neill,  Robert  James 
Porter,  II,  Anthony  Louis  Rayer,  William  Jay  Red- 
field,  George  Samuel  Rhyneer,  John  Frederick 
Schilke,  Robert  Arthur  Senft,  Gary  Malcolm  Stewart, 
Donald  Kenneth  Stott,  Jay  Howard  Winemiller,  Lynn 
Keith  Wittwer,  Arthur  Francis  Zbinden,  Lawrence 
Sheldon  Zivin,  Tushar  Kanti  Nag,  Walter  Osiride 
Tofani,  Mary  Stewart  Urry,  and  Wayne  Curtis 
Kaesche,  all  of  Portland. 

John  Herbert  Baker,  Jr.,  U.S.  Air  Force;  William 
Shive  Bechen,  Klamath  Falls;  James  David  Bowen, 
U.S.  Army;  Robert  Harlan  Bridenbaugh,  Washing- 
ton, D.C.;  Ronald  Harold  Copeland,  Corvallis;  John 
Buist  Chester,  Jr.,  Salem;  Jack  Henry  Crosby,  Bend; 
Robert  Dale  Cook,  Landsdowne,  Maryland;  John 
Nicholas  Fax,  Jr.,  Oakland,  California;  Nancy  Cath- 
erine Bayles  Fax,  Oakland,  California;  Thomas  Eliot 
Frothingham,  Corvallis;  Patrick  Francis  Golden, 
Eugene;  James  Conlon  Hogue,  Salem;  Larry  Wash- 
burn Hirons,  Eugene;  David  Gordon  Hooper,  Seat- 
tle; James  Lawrence  Hughes,  Toledo,  Oregon;  War- 
ren Jarvis  Ingalls,  Salamanca,  New  York;  Theodore 
Lee  Imel,  U.S.  Army;  Larry  Ervin  Joll,  U.S.  Army; 
Allen  Paul  Kibbey,  U.S.  Army;  John  Raymond  Ladd, 
Corvallis;  Paul  Francis  Little,  Altadena,  California; 
John  Bernard  Leary,  Eugene;  John  Lees,  Albany; 
Kenneth  Robert  Maier,  Florence,  Oregon;  Fortunato 
Maloles  Manzanero,  Jr.,  McAllen,  Texas;  Peter  An- 
thony Nathan,  New  York;  Thomas  Alfred  Onstad, 
Eugene;  Jerome  Mark  Reich,  Jackson,  Wyoming; 
Jon  Charles  Sewell,  Lake  Oswego;  Michael  Charles 
Sheskey,  Springfield;  Frank  Dayton  Thomas,  Cor- 
vallis; Ronald  Melchior  Tolls,  Missionary  Service, 


Africa;  James  Walter  Taft,  Little  Valley,  New  York; 
Theodore  John  Vigeland,  Salem;  Donald  Forest 
Woomer,  Eugene. 

Next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  scheduled  for  October  16,  17  and  18, 
1969.  Applications  to  be  considered  during  the  Oc- 
tober meeting  must  be  filed  with  the  office  of  the 
Board  no  later  than  September  16,  1969. 

Grant  Improves  Hospital  Care 

Central  Oregon  District  Hospital,  Redmond,  will 
be  one  of  four  Central  Oregon  hospitals  to  partici- 
pate in  a project  to  improve  care  of  patients  with 
heart  disease,  cancer  and  stroke  under  a $26,367 
grant  to  St.  Charles  Hospital,  Bend.  The  award, 
granted  through  the  Oregon  Regional  Medical  Pro- 
gram is  for  the  first  year  of  a three-year  program. 

The  funds  will  be  used  to  provide  year-round 
inservice  education  programs  for  nurses  in  the  four 
hospitals:  Central  Oregon  District  Hospital;  Pioneer 
Memorial,  Prineville;  St.  Charles  Hospital,  Bend; 
and  Mountain  View  Hospital,  Madras.  In  addition, 
the  grant  will  provide  for  rapid  consultation  for 
heart  patients  through  transmission  of  electrocardio- 
grams by  means  of  a telephone  relay  system  between 
the  physicians  in  the  four  communities. 

Richard  H.  Ettinger,  Bend,  is  project  director. 
Physician  instructors  for  the  program  include: 
Charles  F.  Whitcomb,  Prineville;  T.  J.  Hicks,  Ma- 
dras; Roger  D.  Ambroson,  Redmond;  and  Thomas 
W.  Adams,  W.  Eugene  Dickey,  P.  Walter  Ford, 
Neal  A.  Goldsmith,  Frank  R.  Kerkoch,  and  Richard 
Wood,  all  of  Bend.  All  participating  physicians  are 
serving  on  a voluntary  basis. 

Goal  of  the  Central  Oregon  project  is  to  provide 
improved  care  by  cooperative  use  of  resources  and 
personnel.  The  four  hospitals  will  share  the  services 
of  a full-time  nursing  inservice  education  coordinator 
who  will  provide  educational  programs  in  care  of 
patients  with  heart  disease,  cancer,  stroke  and  re- 
lated diseases.  Early  focus  will  be  on  the  care  of 
patients  with  cardiac  vascular  emergencies.  The 
installation  of  a telephone  relay  system  among  the 
hospitals  will  provide  rapid  consultation  service  with 
physicians  throughout  the  area. 
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Oregon  Heart  Association 
Awards  Reasearch  Fellowship 

Winner  of  Oregon  Heart  Association’s  200th 
Summer  Science  Research  Fellowship  is  Mrs.  Nancy 
Day  Adams,  Portland  medical  student,  who  is  one 
of  this  year’s  28  awardees  getting  stipends  totaling 
$22,500. 

This  is  the  tenth  consecutive  summer  the  awards 
have  been  made  to  help  gifted  Oregon  students  find 
careers  in  heart  medicine,  according  to  Leonard 
Ritzmann,  chairman  of  the  research  committee. 
Medical  students  receive  $900  each,  college  students 
$600  each. 

Mrs.  Adams  is  one  of  19  medical  students  enrolled 
in  the  program.  A student  at  the  University  of 
Oregon  Medical  School,  Mrs.  Adams  is  doing  her 
summer  research  under  the  supervision  of  Robert 
D.  Koler,  Head  of  Hematology  and  Experimental 
Medicine  at  the  medical  school. 

Twelve  Portland  recipients  of  the  awards  are: 
(Medical)  Nancy  Day  Adams,  Daniel  Amato,  John 
Hamm,  Larry  Helvey,  Howard  S.  Henjyoji  and 
William  Vogelphol;  (College)  Donna  Batey,  Anton 
Broms,  Larry  Gill,  Gilbert  Lee,  Rebecca  Ritzmann, 
and  Oglesby  Young. 

Other  medical  students  receiving  fellowships:  R. 
Steven  Brisbois  and  Peter  E.  Jensen,  both  of  Cald- 
well, Idaho;  Steven  Atcheson,  Reno,  Nevada;  Mau- 
reen Connolly,  The  Dalles;  Maxwell  A.  Cooper, 
LaGrande;  Keith  Harless,  Lynnwood,  Washington; 
James  Lea,  Mercer  Island,  Washington;  Judd  Lunn, 
Albany;  Ronald  McGee,  Phoenix,  Arizona;  E.  Mark 
Nichols,  Tigard;  Ralph  Oler,  Shelley,  Idaho;  John 
Stoianoff,  Missoula,  Montana;  Bruce  Van  Zee,  Car- 
son  City,  Nevada. 

Other  college  recipients:  Joseph  Gifford,  Jr., 

Aloha;  John  Girod,  Lebanon;  Susan  Magic,  Fontana, 
Wisconsin. 


John  J.  Sippy  Award 

Harold  Osterud,  chairman  of  the  UOMS  Depart- 
ment of  Public  Health  and  Preventive  Medicine 
recently  received  the  John  J.  Sippy  Award  at  a 
meeting  of  the  western  division  of  the  American 
Public  Health  Association. 

The  award  goes  annually  to  a younger  person 
making  significant  contributions  in  the  public  health 
field. 

Citation  was  made  for  Dr.  Osterud’s  expansion  of 
research  and  teaching  in  the  public  health  field  at 
the  University  of  Oregon  Medical  School,  and  his 
contribution  toward  establishing  a public  health 
studies  center  at  Portland  State  University. 


Response  Requested 

The  OMA’s  Ombudsman  Committee  is  reviewing 
letters  from  physicians  and  medical  students  in  the 
state.  These  letters  result  from  a request  for  sug- 
gestions and  criticisms  of  organized  medicine  and 
problems  generally  facing  doctors. 

The  committee  has  thus  far  received  several 
dozen  responses  and  anticipates  more  from  other 
OMA  members,  non-members,  osteopathic  physicians 
and  UOMS  students  receiving  the  request. 

Joseph  L.  Miller,  committee  chairman,  invites 
individuals  who  have  not  responded  to  do  so.  He 
promises  that  each  letter  will  be  carefully  studied 
by  the  committee.  Members  are:  John  U.  Bascom, 
Eugene;  Robert  C.  Luther,  Medford;  Daniel  K. 
Billmeyer,  Oregon  City;  Robert  P.  Burns,  Portland; 
Morton  J.  Goodman,  Portland;  Theodore  H.  Lehman, 
Portland;  Louis  O.  Machlan,  Jr.,  Portland;  Oliver 
N.  Massengale,  Portland;  John  M.  Roddy,  Portland; 
and  William  R.  Sweetman,  Portland. 


Pharmacology  Appointment 

William  K.  Riker,  former  chairman  of  the  depart- 
inen  of  pharmacology  at  Woman’s  Medical  College 
of  Pennsylvania,  has  been  named  to  head  the  depart- 
ment of  pharmacology  at  the  University  of  Oregon 
Medical  School. 

He  succeeds  Norman  A.  David,  who  requested 
to  step  down  as  department  chairman  to  devote 
full  time  to  his  clinical  and  research  programs. 
Dr.  David  had  been  department  head  for  32  years 
and  has  served  on  the  American  Medical  Associa- 
tion’s Council  on  Drugs  since  1962. 

Dr.  Riker  received  his  medical  degree  from  Cor- 
nell University  Medical  College.  Following  his  in- 
ternship at  Bellevue  Hospital  in  New  York  City  he 
joined  the  faculty  of  the  University  of  Pennsylvania 
Medical  School.  Before  becoming  head  of  pharma- 
cology at  Woman’s  Medical  College  of  Pennsylvania 
he  was  in  the  department  of  physiology  of  the  Uni- 
versity of  Utah  Medical  School  as  a Special  National 
Institutes  of  Health  Fellow. 

He  is  neuropharmacology  field  editor  for  the 
Journal  of  Pharmacology  and  Experimental  Thera- 
peutics, a member  of  the  National  Institute  of  Gen- 
eral Medical  Sciences’  Pharmacology  and  Toxicology 
Training  Committee  and  an  Ad  Hoc  consultant  to 
the  National  Institutes  of  Health  and  the  National 
Science  Foundation. 
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William  E.  Watts,  M.D. 

PRESIDENT 

Washington  State  Medical  Association 
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Invitation  to  the  80th  Annual  Meeting 

Isolated  is  the  physician  who  does  not  feel  mounting  pressures 
on  himself  and  his  profession,  pressures  from  within  organized 
medicine,  from  government,  from  labor,  from  the  electorate.  These 
pressures  might  be  put  into  three  categories: 

First  is  the  demand  that  physicians  not  only  be  well  trained, 
but  that  they  keep  their  talents  sharply  honed,  up  to  date.  This 
is  what  the  Scientific  Program  of  the  WSMA  Annual  Meeting  is 
all  about.  Experts  such  as  Scribner  on  fluid  balance,  Bruce  on  car- 
diac work  evaluation,  and  Kretzler  and  Birkeland  on  derangements 
of  the  knee  will  give  courses  that  relate  current  practice  to  scientific 
developments.  Outstanding  guest  speakers,  round  table  discussion 
on  vital  subjects,  sectional  scientific  programs  and  panel  discussions 
all  give  promise  of  new  and  direct  give  and  take  presentation  of 
fact  and  fancy. 

Second  is  the  demand  that  physicians  individually  and  collec- 
tively relate  to  the  times.  Physicians  no  longer  can  be  concerned 
only  with  the  treatment  of  the  individual,  but  must  participate 
within  their  own  ranks,  and  also  with  other  members  of  society, 
in  efforts  to  improve  the  quality  and  delivery  of  medical  care.  In 
the  House  of  Delegates  and  its  reference  committees  vital  mat- 
ters of  ongoing  policy  are  considered.  What  is  to  be  our  stand 
on  the  deterioration  of  malpractice  insurance,  on  abortion  reform, 
on  birth  control,  on  extension  of  Medicare  to  the  disabled  under 
65,  on  Kidicare,  on  Medicaid  limitations,  on  community  health  cen- 
ters, etc.?  These  are  some  of  the  problems.  As  a member  you 
have  the  right,  and  the  duty,  to  participate  and  contribute. 

Third  is  the  individual  need  to  keep  up  not  only  with  the 
theory,  but  also  the  many  practical  devices  incident  to  modern 
medicine.  Both  the  Scientific  Exhibits,  personally  manned,  and 
the  manufacturers'  exhibits  can  be  helpful. 

Your  President,  Executive  Committee  and  Board  of  Trustees 
invite  and  urge  you  to  attend  the  80th  Annual  Meeting  of  WSMA 
at  the  Olympia  Hotel,  September  14-17,  1969.  It  will  be  an  out- 
standing meeting. 

Rapidly  changing  times  "demand"  your  attendance. 

Wm.  E.  Watts,  M.D. 

please  turn  to  page  776 
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PRESIDENTS  page 


WILLIAM  E.  WATTS,  M.D. 


The  AMA  Annual  Meeting  in  New  York,  last 
month,  was  mostly  publicized  by  a small  fringe 
of  invaders.  The  many  projects,  interests,  and  chang- 
ing policies  of  the  complex  organization  were  largely 
ignored.  It  is  easy  to  lose  sight  of  these  essentials 
in  the  meetings,  where  the  significant  trends  are 
often  obscured  by  parliamentary  procedure,  political 
compromise  and  protocol. 

Dwight  Wilbur  keynoted  the  meeting  with  his 
talk  on  “Clinical  Sense,  Social  Sense,  Common 
Sense.”  The  modern  physician  must  enlarge  his 
horizons.  He  must,  both  individually  and  collective- 
ly, apply  his  energies,  training  and  professional 
experience  not  only  to  the  medical  care  of  the  in- 
dividual, but  to  the  entire  problem  of  delivery  of 
medical  care  to  each  community  and  to  the  nation. 

This  increasing  development  of  social  sense  could 
be  perceived  throughout  the  deliberations.  It  was 
particularly  evident  in  the  material  handled  in  the 
key  reference  committee  “F”,  whose  chairman  was 
our  own  delegate,  Bob  Hunter.  Among  other  mat- 
ters this  committee  considered  was  the  reorgani- 
zation of  AMA  to  provide  sound  program  planning 
and  allocation  of  resources  in  accordance  with  ap- 
proved program  priorities.  The  committee  recom- 
mended the  highest  priorities  to  the  following  sub- 
jects: 


1.  The  rising  cost  of  health  care. 

2.  The  expansion  of  out-  of-hospital  health 

services. 

2.  The  expansion  of  out-of-hospital  health 

centers. 

4.  Experimentation  and  innovation  on  new 

methods  of  delivery  of  health  services. 

5.  Medical  audit,  utilization  and  review  com- 

mittees. 

6.  Medical  manpower  needs. 

7.  Preventive  medicine. 

8.  Family  planning. 

This  report  was  accepted  by  the  House  of  Dele- 
gates, and  an  ongoing  program  to  effect  it  was 
approved. 

Dr.  Hunter  and  our  other  delegates,  Drs.  Hog- 
ness,  Mills  and  Brooks,  have  served  faithfully  and 
effectively  as  progressive  and  forward  looking  ele- 
ments in  AMA.  It  is  through  such  efforts  that  the 
AMA  can  hope  to  attain  its  goal  of  high  quality 
care  for  all  citizens.  ■ 

UT^o  Lbtcr  prrp) 
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“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOC 


soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 


Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC8 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC8 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available : anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


AN-IN-91-4C 


General  News 


c.  M.  E. 


The  Orcos 


Island  Meeting 


Second  meeting  of  those  interested  in  continuing 
medical  education  was  held  at  Rosario  Resort, 
Orcas  Island,  May  17-18,  1969.  Participants  were 
from  Canada  and  the  U.S.  The  organization  is  quite 
informal,  as  are  the  meetings.  It  has  been  called  the 
Northwest  Society  for  Continuing  Medical  Educa- 
tion, an  accurate  but  unhandy  handle.  Perhaps  it 
should  be  called  the  Williams  Society  to  recognize 
the  pioneering  work  of  Donald  H.  Williams  of  the 
University  of  Rritish  Columbia. 

Program  the  first  morning  included  two  papers 
plus  discussion.  Remainder  of  the  meeting  was  dis- 
cussion. It  was  apparent  that  everyone  had  questions 
but  no  one  had  brought  any  answers.  No  resolu- 
tions were  adopted,  no  solutions  were  offered,  and 
no  one  left  with  a pattern  for  action— except  to  keep 
on  asking  questions. 

Papers  by  Robin  Rell-Irving,  and  F.  W.  B.  Hurl- 
burt,  read  at  the  morning  session,  are  published 
elsewhere  in  this  issue.  After  Dr.  Bell-Irving  read 
his  paper  on  obsolescence  of  physicians  it  was  sug- 
gested that  we  should  unsell  the  idea  that  keeping 
up  is  difficult.  It  was  also  stated  that  some  gen- 
eral practitioners  will  not  use  a hospital,  where 
education  could  continue,  even  if  given  the  oppor- 
tunity. But  it  may  not  be  necessary  to  learn  every- 
thing. The  general  practitioner  may  not  know  how 
to  transplant  a heart  valve  but  he  knows  when  his 
patient  needs  it.  In  British  Columbia,  most  of  the 
complaints  seem  to  be  based  on  lack  of  communica- 
tion. Patients  say  the  doctor  is  unapproachable.  In 
addition  to  questioning  our  own  ability  to  keep  up, 
we  should  look  at  the  nurses  and  other  workers  in 
the  hospital. 

One  study  on  use  of  film  showed  that  they  are 
used  less  and  less  and  that  most  usage  was  by 
specialists.  The  general  practitioners  were  too  busy. 
Some  felt  that  solo  practice  might  be  dead  but  in 
Victoria  there  are  fewer  groups  than  there  were  20 
years  ago. 

Discussion  ranged  far  after  Dr.  Hurlburt’s  paper 
was  read.  Should  10  to  15  cents  per  day  be  added  to 
bills  of  surgical  patients?  In  some  hospitals,  money 
for  education  will  have  to  come  out  of  profit.  It 
is  important  to  keep  the  governing  body  aware  of 
needs  for  education:  space,  people,  money.  There  is 


need  for  method  to  evaluate  judgment  as  well  as 
knowledge. 

The  Saturday  afternoon  program  was  a discussion 
of  certification  of  competence,  opened  by  S.  Spence 
Meighan.  He  remarked  that  a physician  goes  to 
medical  school,  through  internship,  through  resi- 
dency, and  is  licensed,  at  each  step  being  examined 
and  certified  as  competent.  But  once  through  his 
training  there  is  no  longer  the  examination  to  stim- 
ulate continuing  study.  This  system  assumes  that 
once  competent,  he  will  always  remain  so.  Further- 
more, it  is  possible  to  be  competent  in  knowledge 
but  not  competent  in  practice.  Competence,  there- 
fore, involves  much  more  than  knowledge.  How  is 
competence  defined?  A physician  spends  only  five 
percent  of  his  time  in  the  hospital.  His  competence 
in  the  hospital  is  not  a measure  of  his  competence 
in  his  office.  His  office  records  could  be  examined 
but  here,  again,  competence  in  keeping  records  does 
not  necessarily  indicate  competence  in  practice. 

After  preliminary  remarks,  Dr.  Meighan  assigned 
the  following  questions  for  group  discussion: 

1.  Are  we  doing  a good  job  of  protecting  the 
public  against  the  incompetent  physician? 

2.  Is  it  desirable  that  we  get  into  recertification 
and  would  it  improve  the  quality  of  medical  care? 

3.  How  should  recertification  be  carried  out? 

4.  What  is  the  role  of  the  state  or  provincial 
board  of  medical  examiners,  and  has  the  role  chang- 
ed? 

To  these,  Merle  Pennington  suggested  another: 

Can  competence  be  predicted? 

When  the  groups  reported  back  to  plenary  ses- 
sion, it  was  apparent  that  there  were  no  very  good 
answers. 

The  first  question  stimulated  either  no  or  yes-but. 
Major  stumbling  block  was  lack  of  a workable 
definition  of  competence.  How  does  the  profession 
begin  to  judge  quality  of  care,  which  has  so  many 
facets  related  to  personality  of  the  physician  pro- 
viding the  service,  the  individual  receiving  it,  and 
the  significance  of  the  kind  of  popular  appeal  that 
certan  things  have  for  certain  groups  of  patients? 
Are  we  really  in  position  to  set  down  standards  that 
will  enable  us  to  judge  the  competence  of  the  in- 

continued  on  page  800 
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Guest  Scientific  Speakers 


EDITH  L.  POTTER,  M.D. 

Ft.  Meyers,  Florida 

Professor  Emeritus,  Depart- 
ment of  Obstretrics  and  Gyne- 
eology.  University  of  Chicago 


MONDAY  AFTERNOON 
PEDIATRIC-GENERAL  SCIENTIFIC 
SESSION 

Pathogenesis  of  Clinically  Im- 
portant Urinary  Tract  Ano- 
malies 


MONDAY  AFTERNOON 
EYE  SCIENTIFIC  SESSION 

Photocoagulation  of  Macular 
Lesions  (2) 

Film:  Normal  Anatomy  of 
Peripheral  Retina 


TUESDAY  MORNING 
EYE  SCIENTIFIC  SESSION 

Panel  Discussion : Problems  of 
the  Posterior  Retina 


PAUL  J.  SANAZARO,  M.D. 

Bethesda,  Maryland 

Director,  National  Center  for 
Health  Services  Research  and 
Development,  Department  of 
Health,  Education  and  Wel- 
fare 

TUESDAY  MORNING 
GENERAL  SCIENTIFIC  SESSION 
ROUND  TABLE  DISCUSSIONS 

Medical  Practice  of  the  Fu- 
ture 


AGEMENT  OF  CYANOSIS  IN  NEW- 
BORN INFANTS 

Differential  Diagnosis  of  Res- 
piratory Distress  in  Infants 

MONDAY  AFTERNOON 
PEDIATRIC-GENERAL  SCIENTIFIC 


TUESDAY  AFTERNOON 
GENERAL  SCIENTIFIC  SESSION 

How  Should  Cardiology  Re 
Taught 


SESSION 

Follow-Up  Studies  of  Infants 
Surviving  the  Respiratory  Dis- 
tress Syndrome  and  A Cri- 
tique of  Currently  Used  Regi- 
mens 

TUESDAY  MORNING 
GENERAL  SCIENTIFIC  SESSION 
ROUND  TABLE  DISCUSSIONS 

Perinatal  Problems 


ROBERT  C.  WATZKE,  M.D. 

Iowa  City,  Iowa 

Associate  Professor  of  Optha- 
mology,  University  of  Iowa, 
College  of  Medicine 

MONDAY  MORNING 
EYE  SCIENTIFIC  SESSION 

Photocoagulation  of  Macular 
Lesions  (1) 


TUESDAY  MORNING 
GENERAL  SCIENTIFIC  SESSION 
ROUND  TABLE  DISCUSSIONS 

Recent  Trends  in  Perinatal 
Mortality 


WILLIAM  A.  SILVERMAN,  M.D. 

San  Francisco,  California 

Professor  of  Pediatrics,  Uni- 
versity of  California,  School 
of  Medicine  at  San  Francisco 

MONDAY  MORNING 

PANEL  ON  DIAGNOSIS  AND  MAN- 
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1969  Annual  Meeting— Washington  State  Medical  Association 
September  14-17,  1969,  Olympic  Hotel,  Seattle 


NORMAN  E.  SHUMWAY,  M.D. 

Palo  Alto,  California 

Professor  of  Surgery,  Stanford 
University,  and  Chief,  Divi- 
sion of  Cardiovascular  Surg- 
ery, Stanford  University 

TUESDAY  MORNING 
GENERAL  SCIENTIFIC  SESSION 

Present  Status  of  Cardiac 
Transplantation 

TUESDAY  AFTERNOON 
GENERAL  SCIENTIFIC  SESSION 

Homograft  Valve  Replace- 
ment of  Diseased  Heart 
Valves. 


ALBERT  A.  KATTUS,  JR.,  M.D. 

Nashville,  Tennessee 

Professor  of  Medicine,  and 
Chief,  Division  of  Cardiology 
Vanderbilt  University  School 
of  Medicine 

MONDAY  MORNING 
GENERAL  SCIENTIFIC  SESSION 

The  Hyperadrenergic  State 

TUESDAY  MORNING 
GENERAL  SCIENTIFIC  SESSION 
ROUND  TABLE  DISCUSSIONS 

Prescriptions  for  Exercise  Pro- 
grams 

GENERAL  SCIENTIFIC  SESSION 

False  Positive  and  False  Neg- 
ative Exercise  Electrocardio- 
grams 


TUESDAY  AFTERNOON 
GENERAL  SCIENTIFIC  SESSION 

Exercise  Tests  and  Exercise 
Programs 


GERALD  L.  KLERMAN,  M.D. 

New  Haven,  Connecticut 

Associate  Professor,  Depart- 
ment of  Psychiatry,  Yale  Uni- 
versity School  of  Medicine, 
and  Director,  Connecticut 
Mental  Health  Center 

MONDAY  MORNING 

GENERAL  PRACTICE  SCIENTIFIC 

SESSION 

The  Community  Mental 
Health  Center 

GENERAL  SCIENTIFIC  SESSION 

The  Modern  Treatment  of 
Depression 

MONDAY  AFTERNOON 
PSYCHIATRIC  SCIENTIFIC  SESSION 

Panel  on  Psychiatric  Care  for 
the  Poor 


JOHN  E.  STEINHAUS,  M.D. 

Atlanta,  Georgia 

Professor  and  Chairman,  De- 
partment of  Anesthesiology, 
Emory  University  School  of 
Medicine,  and  President-Elect, 
The  American  Society  of  An- 
esthesiologists 

MONDAY  MORNING 

GENERAL  PRACTICE  SCIENTIFIC 

SESSION 

How  To  Stay  Out  of  Trouble 
with  Local  Anesthetics 
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SCIENTIFIC  EXHIBITS 


Diagnostic  Aspects  of  Otology 

Richard  L.  Voorhees,  M.D.,  Seattle 

The  diagnosis  of  hearing  loss,  its  relation  to  tinnitus  and  vertigo,  concerns  some 
18  million  Americans.  Unilateral  loss  may  involve  pathology  in  any  part  of  the 
temporal  bone  from  impacted  external  auditory  canal  cerumen  to  acoustic  neuroma 
in  the  internal  auditory  canal.  Practical  points  in  history  and  physical  examination 
reflected  on  a schematic  differential  diagnostic  approach  enables  the  practitioner  to 
evaluate  and  classify  the  patient  with  hearing  loss  or  dizziness  or  both.  These  will 
be  illustrated  by  movies,  filtered  tapes,  transparencies  and  practical  demonstrations. 
The  office  approach  will  be  emphasized  but  newer  modalities  for  diagnosis  will  be 
demonstrated. 


Treatment  of  Obstructive  Pulmonary  Syndromes: 
Asthma,  Bronchitis  and  Emphysema 

Edward  H.  Morgan,  M.D.,  John  D.  Allen,  M.D.,  Neely  E.  Pardee,  M.D., 

H.  Rowland  Pearsall,  M.D.  and  Carroll  J.  Martin,  M.D.,  Seattle 

This  exhibit  is  organized  from  the  standpoint  of  the  practicing  physician  as  he 
writes  orders  for  the  patient  afflicted  with  obstructive  pulmonary  syndromes.  The  pro- 
gram of  treatment  is  outlined  stepwise  as  a series  of  the  following  components: 
(1)  general  measures,  (2)  control  of  inhaled  irritants,  (3)  bronchodilators  and  expec- 
torants, (4)  inhalation  therapy  and  airway  cleanliness,  (5)  anti-inflammatory  agents, 
and  (6)  breathing  training  and  rehabilitation.  Appropriate  photographs  and  artist’s 
drawings  will  be  used  to  illustrate  specific  points. 


Screening  for  Stroke 

Edwin  C.  Brockenbrough,  M.D.,  and  the  Information  and  Education  Resource 
Support  Unit  of  Washington/Alaska  Regional  Medical  Program,  Seattle 

A new  test  for  carotid  obstruction.  This  test,  based  on  the  use  of  a Doppler  flow- 
meter to  monitor  the  supraorbital  artery,  is  simple  to  perform  and  can  be  used  in  the 
office  or  at  the  bedside  to  detect  extracranial  carotid  obstruction.  Its  safety  and  re- 
liability recommended  it  as  a method  of  screening  for  stroke  candidates  and  for  evalu- 
ating stroke  victims. 


AAGP  Office-Detected  Cervical  Cancer  Project 

Donald  M.  Keith,  M.D.  and  Robert  Carlson,  M.D.,  Seattle 

An  exhibit  portraying  the  results  of  the  largest  detailed  national  study  of  cervical 
cancer  detection— some  1,200,000  examinations. 
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Diagnosis  and  Treatment  of  Cerebral  Palsy 

Frederick  C.  Moll,  M.D.,  and  Spastic  Children's  Clinic  and  Preschool,  Seattle 

Cerebral  palsy  is  a chronic  disorder  in  children  which  is  difficult  to  diagnose  and 
treat.  The  purpose  of  the  exhibit  is  to  encourage  early  diagnosis  and  inform  the  physi- 
cian as  to  the  therapy  available  and  the  importance  of  early  treatment. 


Cholesteatoma  of  the  Ear 

John  S.  Hansel,  Jr.,  M.D.,  Seattle 

This  exhibit  is  designed  to  show  what  is  meant  by  cholesteatoma  of  the  ear  with 
a review  of  the  associated  anatomy,  clinical  features,  complications,  diagnosis  and 
treatment.  A cholesteatoma  is  the  most  common  reason  for  performing  a mastoidectomy 
nowadays;  despite  the  widespread  use  of  antibiotics  in  the  past  25  years,  this  condition 
continues  to  occur. 


Pulmonary  Complications  of  Intravenous  Drug  Abuse 

Richard  B.  Jaffe,  M.D.  and  Ed  Koschmann,  M.D.,  Seattle 

The  repeated  intravenous  administration  of  narcotics  and  other  drugs  may  fre- 
quently result  in  serious  and  often  life-threatening  pulmonary  complications.  Prompt 
recognition  of  these  complications  will  result  in  more  effective  patient  care.  Selected 
roentgenograms  from  a review  of  over  200  addicts  in  the  Seattle  area  will  illustrate  five 
pulmonary  complications  of  intravenous  drug  abuse:  ( 1 ) pulmonary  infections; 

(2)  pulmonary  edema  following  narcotic  overdose;  (3)  septic  pulmonary  emboli; 
(4)  angiothrombotic  pulmonary  hypertension;  (5)  mycotic  pulmonary  artery  aneurysm. 
A brief  discussion  of  each  entity  is  intended  to  familiarize  the  clinician  with  these 
important  complications. 


Rehabilitation  of  the  Voice 

Willard  F.  Goff,  M.D.,  Seattle 

Rehabilitation  of  the  voice  by  intracordal  injection  of  teflon  will  be  demonstrated 
by  tape  recordings,  graphs,  and  charts.  Indications,  technique  and  results  will  be 
demonstrated. 


Thoracic  Outlet  Compression  Syndrome,  The  Hard  Parts 

Jay  M.  Kranz,  M.D.,  Dean  K.  Crystal,  M.D.,  Sherman  W.  Day,  M.D.,  and 
Clyde  L.  Wagner,  M.D.,  Seattle 

Compression  of  the  neurovascular  bundle  in  the  region  of  the  thoracic  outlet  is 
usually  thought  to  be  due  to  scalene  muscles  or  their  fascia.  The  frequent  failure  of 
scalenotomy  in  relieving  these  symptoms  has  directed  attention  to  other  possible  areas 
of  compression  in  the  shoulder  region,  and  there  are  several.  Therefore,  unless  it  can 
be  predicted  with  certainty  that  neurovascular  compression  is  due  only  to  the  scalene 
muscles,  it  may  be  better  to  consider  an  operative  procedure  which  will  open  all  the 
possible  areas  of  constriction.  Transaxillary  resection  of  the  first  rib  may  be  that 
desired  procedure. 
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Emergency  Medical  Care,  Solving  Community  Emergency 
Medical  (Ambulance)  Needs 

Robert  W.  Loehning,  M.D.,  Seattle 

The  purpose  of  this  exhibit  is  to  stimulate  physician  interest  in  improving  their 
community  emergency  medical  needs.  To  show  how  they  can  do  this  by  using  hospital 
employed  personnel,  especially  inhalation  therapists.  Also,  to  improve  the  physicians 
procedures  for  handling  these  emergencies  in  the  emergency  rooms  using  the  cardiac 
arrest  team  set  up  in  the  hospital  with  predetermined  protocals— determining  procedures 
permitted  by  nurses.  This  is  based  on  three  years  experience  in  a hospital  with  approxi- 
mately 150  beds.  Demonstrations  will  be  the  equipment  best  suited  for  emergency 
resuscitation  (hospital  and  ambulance).  Resusci-Anne  will  be  available  for  defibrillation. 
Practice  of  cardio  pulmonary  resuscitation  will  be  encouraged  for  the  physicians,  if 
desired.  Specifications  and  pictures  of  practical,  relatively  inexpensive  ambulance 
equipment  will  be  shown.  Reprints  and  handouts  of  all  that  is  shown  and  demonstrated 
will  be  available. 


Diagnosis  and  Treatment  of  Pulmonary  Problems 

William  R.  Pace,  Jr.,  M.D.,  Howard  B.  Kellogg,  Jr.,  M.D., 

Gordon  A.  Logan,  M.D.,  Paul  S.  Paulson,  M.D., 
and  George  I.  Thomas,  M.D.,  Seattle 

This  exhibit  consists  of  six  4"xS"  lighted  panels,  depicting  with  color  and  black 
and  white  illustrations  (and  in  some  instances  samples  of  actual  instruments  used)  the 
basic  physiologic  mechanisms  of  respiratory  disorders,  and  several  recently  developed 
methods  that  have  proven  useful  in  diagnosis  and  treatment  of  pulmonary  problems. 
Included  are:  (1)  Illustrations  of  basic  mechanisms  of  respiratory  failure  (ventilatory 
impairment,  non-uniform  distribution  of  ventilation  relative  to  blood  flow,  alveolar- 
capillary membrane  permeability  impairment,  and  A-V  shunt);  (2)  physiologic  tests 
performed  by  the  pulmonary  function  laboratory  (spirometry,  residual  volume  measure- 
ment, distribution  studies,  membrane  permeability  evaluation,  measurement  of  com- 
pliance and  airway  resistance,  and  broncho-spirometry);  (3)  respiratory  therapy  tech- 
niques (I.P.P.B.),  chest  physiotherapy;  (4)  percutaneous  lung  biopsy  using  newly 
devised  biopsy  needle  showing  the  instrument,  technique  and  representative  specimens; 
(5)  transbronchial  brush  biopsy  (demonstrating  catheters  and  nylon  brushes  used,  and 
showing  three  illustrative  cases);  (6)  pulmonary  arteriography  (indications  and  illus- 
trative case  findings). 


Appointment  to  Australia 

Thomas  K.  F.  Taylor,  associate  professor  of  ortho- 
pedics at  the  University  of  Washington,  has  been 
named  to  head  the  first  academic  program  in  ortho- 
pedics in  Australia,  at  the  University  of  Sydney.  He 
will  assume  his  new  position  in  January  1970. 

Dr.  Taylor  came  to  the  University  of  Washington 
from  the  Nuffield  Department  of  Orthopaedic  Sur- 
gery at  the  University  of  Oxford  in  1964,  after  com- 
pleting his  Ph.D.  He  was  born  in  Sydney  and 
received  his  medical  degree  from  the  University  of 
Sydney.  Dr.  Taylor  obtained  his  specialty  training 
in  Edinburgh,  Scotland  and  Oxford,  England. 

In  1964  he  was  named  a Hunterian  Professor  of 
the  Royal  College  of  Surgeons  of  England.  His  par- 


ticular clinical  and  research  interests  are  centered 
on  diseases  and  disorders  of  the  spine. 

Foltz  to  Head  New 
Department  of  Neurosurgery 

Eldon  Foltz,  professor  of  neurological  surgery  at 
the  University  of  Washington,  has  been  named 
professor  and  chairman  of  the  new  Department  of 
Neurosurgery  of  the  University  of  California  at 
Irvine.  The  appointment  was  effective  July  1. 

Dr.  Foltz  has  been  on  Washington’s  faculty  since 
1950.  He  graduated  from  the  University  of  Michi- 
gan and  was  a Markle  Scholar  in  Medical  Science 
from  1954  to  1959. 
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OFFICIAL  PUBLICATION 


In  compliance  with  Article  Xll,  this  revision  of  the  Constitution  wu< » 
presented,  in  writing,  to  the  House  of  Delegates  at  the  1968  meeting.  Final 
action  will  be  taken  at  the  1969  meeting.  Publication  in  hvo  issues  of  the 
Associations  official  journal  is  required. 

The  proposed  Constitution,  as  revised,  appears  in  the  column  on  the  left. 
Explanation  and  comments  appear  in  the  narrower  column  on  the  right.  This 
is  the  second  of  the  two  required  publications. 


Revised  Constitution 

ARTICLE  I — NAME 

The  name  of  this  Association  is  the  Washington  State  Medical 
Association. 

ARTICLE  II  — OBJECTS 

The  objects  of  this  Association  are  to  promote  the  art  and  science 
of  medicine  and  the  betterment  of  public  health. 

ARTICLE  III  — MEMBERSHIP 

Section  1.  Classes  of  Membership.  The  membership  of  this  Asso- 
ciation is  composed  of 

(a)  Active  Members 

(b)  Honorary  Members 

(c)  Associate  Members 

(d)  Affiliate  Members 

(e)  Non-Citizen  Members 

Section  2.  Active  Members.  The  Active  members  of  this  Associa- 
tion are  all  the  members  in  good  standing  in  the  component  societies 
who  by  the  qualifications  herein  specified  hold  full  rights  of  active 
membership  in  the  components,  and  for  whom  the  required  annual 
dues  or  special  assessments  have  been  received  by  the  Secretary- 
Treasurer  of  this  Association  in  accordance  with  the  applicable  pro- 
visions of  the  Bylaws,  excepting  when  they  are  exempt  from  the 
payment  of  dues  as  provided  under  Chapter  II,  Sections  4 and  5 of 
the  Bylaws. 

Section  3.  Honorary  Members.  The  Honorary  members  are  all 
those  active  members  who  at  the  age  of  seventy  (70)  have  been  in 
good  standing  in  one  or  more  constituent  Associations  of  the  Ameri- 
can Medical  Association  for  thirty  (30)  consecutive  years  or  more, 
and  by  or  for  whom  Honorary  status  has  been  requested  when  they 
are  so  qualified.  Honorary  members  shall  have  all  the  rights  and 
privileges  of  active  members,  but  they  shall  not  be  subject  to  pay- 
ment of  annual  dues  and  special  assessments. 

Section  4.  Associate  Members.  An  Associate  member  is  a physician 
who  does  not  elect  to  become  an  active  member,  but  who  possesses 
all  the  qualifications  herein  specified,  except  that  a license  to  prac- 
tice medicine  is  not  required,  and  who 

(a)  is  either  a physician  in  active  service  with  the  United  States 
Army,  Navy,  Air  Force,  Public  Health  Service  or  Veterans  Adminis- 
tration, or  a full-time  member  of  the  teaching  staff  of  the  School  of 
Medicine  of  the  University  of  Washington,  or  a full-time  employee 
of  a County  Health  Department,  or  a full-time  employee  of  the 
Washington  State  Department  of  Health,  or  engaged  in  full-time 
medical  administration,  or  is  a full-time  employee  in  industrial  medi- 
cine, or  a full-time  employee  as  a physician  or  a medical  administrator 
in  a local,  state,  or  federal  government  agency,  or  is  engaged  in  full- 
time medical  research; 

(b)  does  not  engage  in  private  practice; 

(c)  is  elected  to  a comparable  classification  of  membership  in  a 
component  society. 
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Comment 

Article  I — Name 
No  Change. 

Article  II  — Objects 
No  Change. 

Article  III  — Membership 
One  new  membership  class  is 
added:  Associate  Members,  Sec- 
tion 4 

The  Associate  Member,  Section 
4,  classification  would  make  pro- 
vision for  physicians  who  are  not 
engaged  in  private  practice  but 
who  are  full-time  employees  of 
such  organizations  as  those  listed 
in  the  new  Section.  At  least  one 
County  Medical  Society  now  has 
provision  in  its  Bylaws  for  this 
type  of  salaried  member  who  pays 
dues  in  a lesser  amount  than  those 
of  active  members,  as  determined 
by  the  component  society  with  re- 
spect to  county  dues.  Only  mem- 
bers of  County  Medical  Societies 
are  eligible  for  membership  in  the 
Washington  State  Medical  Asso- 
ciation and  Associate  Members 
would  be  accepted  in  the  Asso- 
ciation only  in  those  cases,  where 
the  appropriate  County  Medical 
Society  had  chosen  to  amend  its 
Bylaws  to  include  Section  4.  Asso- 
ciate Members  would  not  have  the 
right  to  hold  office  or  to  vote  and 
the  WSMA  House  of  Delegates 
would  establish  the  amount  of 
WSMA  dues  for  Associate  Mem- 
bers. 


* 


Section  5.  Affiliate  Members.  The  Affiliate  members  of  this  Asso- 
ciation are  all  of  the  affiliate  members  in  good  standing  in  the  com- 
ponent societies,  and  are  physicians  who  are  not  affiliated  with  any 
other  state  association,  and  are  not  engaged  in  any  private  practice 
of  medicine,  but  who  are  engaged  in  formal  postgraduate  medical 
training  in  institutions  approved  by  the  Council  on  Medical  Edu- 
cation of  the  American  Medical  Association.  Affiliate  members  shall 
not  be  subject  to  the  payment  of  dues  and  special  assessments  nor 
be  required  to  hold  a license  to  practice  medicine  and  surgery  in  the 
State  of  Washington. 

Section  6.  Non-Citizen  Members.  Non-citizens  who  possess  all  of 
the  qualifications  for  membership  may  be  admitted  to  active  member- 
ship in  a component  society  provided  they  file  with  their  application 
a declaration  of  intention  to  become  a citizen  of  the  United  States. 
Such  membership  shall  be  held  for  not  more  than  a total  of  five  (5) 
years,  and  shall  terminate  six  months  after  admission  to  citizenship. 

Section  7.  Qualifications  for  Membership.  To  qualify  for  Active 
membership  a physician  must 

(a)  hold  the  degree  of  Doctor  of  Medicine  or  Bachelor  of  Medicine 
which  has  been  issued  by  an  institution  approved  by  the  Washington 
State  Board  of  Medical  Examiners,  or  the  Board  of  Trustees  of  the 
Washington  State  Medical  Association,  or  the  degree  of  Doctor  of 
Osteopathy  in  such  instances  as  the  Board  of  Trustees  deems  specifi- 
cally warranted  after  individual  evaluation  of  the  applicant’s  total 
educational  background,  including  postgraduate  training  and  ex- 
perience and  professional  attributes,  except  that  a component  society 
may  in  its  discretion  continue  in  active  membership  a physician  not 
possessing  the  qualifications  just  stated,  but  who  was  an  active  mem- 
ber in  good  standing  of  the  Association  prior  to  the  adoption  of  this 
Constitution; 

(b)  be  licensed  to  practice  medicine  and  surgery  in  the  State  of 
Washington,  or  licensed  to  practice  osteopathy  and  surgery  in  the 
State  of  Washington; 

(c)  reside  or  practice  in  the  territorial  jurisdiction  of  a component 
society,  except  as  the  Bylaws  of  this  Association  may  otherwise 
provide; 

(d)  abide  by  the  Code  of  Ethics  of  the  American  Medical  Asso- 
ciation; 

(e)  not  practice  or  claim  to  practice  any  school  or  system  of 
sectarian  medicine  or  healing. 


ARTICLE  IV  — COMPONENT  SOCIETIES 

Section  1.  Defined.  The  component  societies  of  this  Association 
consist  of  those  medical  societies  representative  of  the  medical  pro- 
fession of  a county  or  group  of  counties  which  hold  charters  from 
this  Association  that  are  in  full  force  and  effect. 

Section  2.  Life  of  Charters.  All  charters  issued  by  this  Association 
continue  in  full  force  and  effect  until  revoked  as  provided  in  the 
Bylaws.  This  Association,  however,  shall  have  the  right,  without 
revoking  a charter,  to  suspend  some  or  all  of  the  rights  and  privileges 
of  a component  society  for  the  causes  and  in  the  manner  provided 
in  the  Bylaws. 

Section  3.  Charters.  The  Board  of  Trustees,  with  the  approval  of 
the  House  of  Delegates,  may  charter  as  a component  society  a medical 
society  representative  of  the  medical  profession  of  a county  as  cir- 
cumstances may  dictate  or  as  seems  desirable.  No  charter  shall  be 
issued  with  respect  to  a county  in  which  a component  society 
previously  chartered  has  territorial  jurisdiction  except  that  when- 
ever an  increase  in  membership  warrants,  an  additional  component 
county  society  may  be  chartered  within  the  previous  territorial  juris- 
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Section  5,  Affiliate  Members, 
contains  a change  in  the  form  of 
an  insertion  “and  are  not  engaged 
in  any  private  practice  of  medi- 
cine.'’ The  words  “on  Hospitals” 
are  dropped  in  the  revision  of  this 
Section  as  they  no  longer  are  in- 
cluded in  the  title  of  the  AMA 
Council  on  Medical  Education. 


Added  to  Article  III,  is  Section 
7— Qualifications  For  Membership 
which  formerly  was  contained  in 
Article  IV,  Section  4(c)  and  is 
moved  into  Article  III  to  provide 
for  a more  logical  sequence.  There 
is  one  very  important  change  in 
paragraph  (a)  of  the  new  Section 
7 of  Article  III.  There  is  new  lan- 
guage recommended,  as  follows: 
“or  the  degree  of  Doctor  of  Osteo- 
pathy in  such  instances  as  the 
Board  of  Trustees  deems  specifi- 
cally warranted  after  individual 
evaluation  of  the  applicant’s  total 
educational  background,  including 
postgraduate  training  and  exper- 
ience and  professional  attributes,” . 
Paragraph  (b)  likewise  has  new 
added  language  to  conform  with 
paragraph  (a),  as  follows:  “or  li- 
censed to  practice  osteopathy  and 
surgery  in  the  State  of  Washing- 
ton.” 

Article  IV  — Component 
Societies 

Section  1 and  Section  2 are  un- 
changed. 


Section  3 is  unchanged  except 
that  the  first  paragraph  has  been 
deleted  because  it  is  no  longer 
applicable,  having  been  needed 
only  during  the  first  years  while 
the  Association  was  being  or- 
ganized. 

£ 


diction  of  an  existing  component  society  composed  of  two  or  more 
counties. 

Section  4.  Limitations.  Component  societies  are  subject  to  the 
following  limitations: 

(a)  The  Constitution  and  Bylaws  of  this  Association,  and  the 
amendments  thereto  which  may  be  adopted  in  the  future,  are  the 
supreme  law  of  the  component  societies.  Insofar  as  the  Constitution 
or  Bylaws  of  a component  society  are  contrary  to  or  inconsistent 
with  the  Constitution  or  Bylaws  of  this  Association,  the  Constitution 
or  Bylaws  of  the  component  society  are  void  and  of  no  effect. 

(b)  The  Constitution  or  Bylaws  or  any  amendment  thereto  of  a 
component  society  shall  not  become  effective  until  approved  by  the 
Board  of  Trustees  of  this  Association.  If  a proposed  Constitution  or 
Bylaws  or  an  amendment  thereto  is  disapproved  by  the  Board  of 
Trustees,  the  affected  society  may  appeal  to  the  House  of  Delegates 
at  its  next  regular  session  and  the  Board  of  Trustees  must  act  on 
the  matter  according  to  the  instructions  of  the  House. 

(c)  A component  society  may  admit  to  Active  membership  or  con- 
tinue in  such  membership  only  such  physicians  as  are  licensed  to 
practice  medicine  and  surgery  in  the  State  of  Washington,  or  licensed 
to  practice  osteopathy  and  surgery  in  the  State  of  Washington,  and 
only  if  such  physicians  are  qualified  for  membership  under  the  Con- 
stitution and  Bylaws  of  this  Association. 

Section  5.  Discipline.  A component  society  may  expel,  suspend, 
censure,  or  otherwise  discipline  a member  for  such  causes  and  under 
such  procedure  as  is  stated  in  the  society’s  Constitution  and  Bylaws, 
provided  a copy  of  the  charges  preferred  against  the  member  is  served 
on  him,  he  is  given  at  least  ten  days  to  prepare  his  defense,  and  a 
hearing  is  held  on  those  charges  at  which  he  is  afforded  a full  oppor- 
tunity to  be  heard  in  his  own  defense,  to  present  witnesses  and  other 
evidence  in  his  behalf  and  to  cross-examine  witnesses  and  to  rebut 
evidence  presented  to  sustain  the  charges.  However,  a component 
society,  if  its  Constitution  or  Bylaws  so  provide,  may  drop  from 
membership  any  member  in  arrears  with  respect  to  dues  for  six 
months  or  more  without  giving  notice  or  holding  a hearing  as  above 
provided.  A member  against  whom  disciplinary  action  has  been 
voted  by  a component  society  shall  have  the  right  to  appeal  to  the 
Board  of  Trustees  of  this  Association  and  eventually  to  the  Judicial 
Council  of  the  American  Medical  Association  under  such  rules  as 
those  two  bodies  may  adopt.  However,  the  disciplinary  action  voted 
by  the  society  shall  be  suspended  during  the  pendency  of  such  appeal 
or  appeals,  or  until  the  time  for  such  appeal  shall  have  elapsed,  if 
no  appeal  be  taken.  If  appeal  be  taken,  and  if  the  appellant  unreason- 
ably delays  his  appeal  and  does  not  timely  prosecute  the  same,  then 
the  society,  to  prevent  further  delay,  may  fix  a date  when  such 
disciplinary  action  and  decision  shall  become  effective  notwithstand- 
ing such  appeal. 


ARTICLE  V — OFFICERS 

Section  1.  Officers  Listed.  The  officers  of  this  Association  shall 
be  the  President,  President-Elect,  Immediate  Past  President,  Vice 
President,  Speaker  of  the  House  of  Delegates,  Secretary-Treasurer, 
Assistant  Secretary-Treasurer,  AMA  Delegates,  and  eighteen  (18) 
elected  Trustees,  four  (4)  of  whom  shall  be  elected  each  year  from 
each  trustee  district  as  hereinafter  provided,  and  ten  (10)  of  whom 
shall  be  elected  from  the  state  as  a whole  provided  that  not  more 
than  two  of  these  eighteen  elected  trustees  shall  be  elected  from  any 
one  component  society. 

Section  2.  Tenure  of  Officers.  The  House  of  Delegates  at  its  regu- 
lar annual  session  shall  elect  the  following  officers  to  serve  the  terms 
indicated: 

President-Elect  One  year 

Vice  President  One  year 

Secretary-Treasurer  Three  years 
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Section  4,  paragraphs  (a)  and  (b) 
are  unchanged.  New  paragraph  (c) 
and  its  placement,  with  changes, 
within  Article  III,  Section  7,  as 
discussed  immediately  above. 


Section  5— Discipline,  is  un- 
changed. It  previously  was  identi- 
fied as  paragraph  (d)  of  Section  4 
of  Article  IV. 


Article  V — Officers 
Only  one  substantive  change  is 
suggested  in  this  Article.  This 
occurs  in  Section  1 where  the 
AMA  Delegates  are  listed  as  offi- 
cers. AMA  Delegates  have  always 
been  members  of  the  Board  of 
Trustees  but  have  never  been 
members  of  the  House  of  Dele- 
gates. They  become  members  of 
the  House  of  Delegates  by  virtue 
of  being  included  among  the  offi- 
cers of  the  Association.  Other  lan- 
guage changes  in  this  Section  are 
made  for  the  purpose  of  clarity. 

* 


Assistant  Secretary-Treasurer  One  year 

Speaker  of  the  House  of  Delegates  One  year 

Two  AMA  Delegates  Two  years 

Four  Trustees,  two  from  each  of  the 
two  trustee  districts  as 

hereinafter  provided  Two  years 

Ten  Trustees,  State-at-Large  One  year 

These  officers  shall  assume  office  at  the  close  of  the  last  general 
meeting  of  the  annual  session  at  which  they  are  elected  and  shall 
serve  until  the  corresponding  period  of  the  annual  session  next  fol- 
lowing their  election,  except  in  the  case  of  those  Trustees  elected 
from  trustee  districts  and  they  shall  serve  until  the  second  annual 
session  next  following  their  election.  At  the  close  of  the  last  general 
meeting  of  the  annual  session  next  following  his  election,  the  Presi- 
dent-Elect shall  assume  the  office  of  President,  and  serve  as  such 
until  the  corresponding  period  of  the  following  annual  session  or 
until  his  successor  assumes  office.  At  the  annual  session  at  the  con- 
clusion of  which  the  term  of  the  Secretary-Treasurer  is  to  expire 
the  House  of  Delegates  shall  elect  a Secretary-Treasurer  to  serve  a 
term  of  three  years.  The  Secretary-Treasurer  shall  assume  office 
at  the  close  of  the  last  general  meeting  of  that  session  and  shall  serve 
until  the  corresponding  period  three  annual  sessions  hence. 

Section  3.  Vacancies — How  Filled.  If  before  the  expiration  of  the 
term  for  which  he  was  elected  the  President  or  President-Elect  dies, 
resigns,  is  removed,  or  becomes  disqualified,  the  Vice  President  shall 
succeed  to  the  office  vacated,  with  all  the  prerogatives  and  duties 
pertaining  to  the  office  as  though  he  had  been  elected  President  or 
President-Elect,  in  the  first  instance.  Vacancies  created  by  the  death, 
resignation,  or  removal  of  other  officers  and  vacancies  in  contingen- 
cies not  here  provided  for  shall  be  filled  by  appointment  by  the 
Board  of  Trustees  for  the  unexpired  portion  of  the  term,  or,  in  the 
case  of  vacancy  in  the  office  of  a Trustee  or  the  Secretary-Treasurer, 
until  the  next  session  of  the  House  of  Delegates,  at  which  time  the 
House  shall  elect  a successor  for  the  unexpired  portion  of  the  term. 

Section  4.  Officers — Qualifications.  To  be  eligible  for  election  or 
appointment  as  an  officer  of  this  Association,  a member  must  possess 
the  qualifications  required  by  the  Bylaws. 


ARTICLE  VI  — HOUSE  OF  DELEGATES 

Section  1.  General  Powers.  All  legislative  powers  of  the  Asso- 
ciation including  the  power  to  alter,  amend,  or  repeal  this  Constitu- 
tion and  the  Bylaws  is  vested  in  and  resides  in  the  House  of  Dele- 
gates, which  alone  shall  have  authority  to  determine  the  policies  of 
the  Association.  It  shall  elect 

(a)  all  the  officers; 

(b)  such  delegates  to  the  American  Medical  Association  as  the 
Association  may  be  entitled  to;  and 

(c)  the  elected  Committeemen. 

Section  2.  Composition.  The  House  of  Delegates  shall  be  com- 
posed of 

(a)  delegates  elected  by  the  component  societies,  each  component 
society  being  entitled  to  elect  one  delegate  for  each  fifty  active  mem- 
bers in  good  standing,  or  fraction  thereof,  who  enjoy  all  the  rights 
and  privileges  of  membership,  provided  each  component  society 
shall  be  entitled  to  elect  at  least  one  delegate,  and 

(b)  the  officers  of  the  Association  enumerated  in  Article  V,  Section 
1 of  this  Constitution. 

ARTICLE  VII  — BOARD  OF  TRUSTEES 

Section  1.  General  Powers.  The  Board  of  Trustees  shall  carry  out 
the  mandates  and  policies  of  this  Association  as  determined  by  the 
House  of  Delegates.  Subject  only  to  the  provisions  of  this  Constitu- 
tion or  Bylaws  and  all  resolutions  and  enactments  of  the  House  of 
Delegates  the  Board  has  full  and  complete  power  and  authority  to 


Article  VI  — House  of  Delegates 
The  only  change  is  the  deletion 
of  the  words  “ex  officio”  in  Section 
2,  paragraph  (b).  These  words 
have  become  meaningless  in  view 
of  the  fact  that  the  officers  have 
always  been  considered  to  be  and 
have  acted  in  the  capacity  of  full- 
fledged  members  of  the  House  of 
Delegates. 


Article  VII  — Board  of  Trustees 
No  change  except  a new  closing 
paragraph  of  Section  3 to  clarify 
the  terms  of  Trustees  from  the 
Trustee  Districts. 


784 

Northwest  Medicine,  August , 1969 


* 


perform  all  acts  and  to  transact  all  business  for  or  on  behalf  of  the 
Association  and  to  manage  and  conduct  all  the  property,  affairs, 
work,  and  activities  of  the  Association. 

Section  2.  Composition.  The  Board  of  Trustees  shall  consist  of 
the  President,  President-Elect,  Vice  President,  the  Immediate  Past 
President,  Speaker  of  the  House  of  Delegates,  Secretary-Treasurer, 
Assistant  Secretary-Treasurer,  Chairman  of  the  Finance  Committee, 
Chairman  of  the  Commission  on  Government  Programs,  Delegates 
to  the  American  Medical  Association,  and  eighteen  (18)  elected 
trustees. 

Section  3.  Trustee  Districts.  The  component  Societies  represent- 
ative of  the  medical  profession  in  the  counties  stated  below  are 
designated  as  the  trustee  district  indicated: 

Eastern  District:  Lincoln,  Okanogan,  Douglas,  Chelan,  Grant,  Aso- 
tin, Walla  Walla,  Franklin,  Garfield,  Columbia,  Spokane,  Ferry, 
Stevens,  Whitman,  Adams,  Kittitas,  Klickitat,  Benton,  Yakima,  and 
Pend  Oreille. 

Western  District:  King,  Kitsap,  Clallam,  Pierce,  Lewis,  Clark, 

Cowlitz,  Wahkiakum,  Whatcom,  Thurston,  Mason,  Pacific,  Skamania, 
San  Juan,  Snohomish,  Island,  Grays  Harbor,  Jefferson  and  Skagit. 

Of  the  eight  (8)  trustees  elected  by  district  for  two  year  terms 
there  shall  be  four  (4)  from  the  Eastern  District  and  four  (4)  from 
the  Western  District.  Two  (2)  shall  be  elected  from  each  of  the 
two  districts  at  each  annual  meeting  to  provide  for  staggered  terms. 

ARTICLE  VIII  — SESSION  AND  MEETINGS 

Section  1.  Sessions  of  the  Association.  The  Association  shall  hold 
an  annual  session  at  such  place  as  the  House  of  Delegates  may 
designate  and  on  such  days  and  at  such  times  as  the  Board  of 
Trustees  may  determine. 

Section  2.  Sessions  and  Meetings  of  the  House  of  Delegates.  The 

regular  session  of  the  House  of  Delegates  shall  be  held  during  some 
part  or  parts  of  one  or  more  of  the  days  set  for  the  holding  of  the 
Association’s  annual  session.  The  House  of  Delegates  shall  be  called 
into  special  session  at  any  time  during  the  year  by  the  President 
on  the  written  request  of  fifteen  members  of  the  House  of  Delegates. 

Section  3.  Meetings  of  the  Board  of  Trustees.  The  Board  of  Trustees 
shall  meet  immediately  prior  to  or  during  the  Association’s  annual 
session  at  such  time  or  times  as  it  may  be  called  to  meet  by  the 
President.  The  President  may  call  a special  meeting  of  the  Board 
on  his  own  motion  and  must  call  a special  meeting  on  the  written 
request  of  nine  members  of  the  Board. 

ARTICLE  IX  — FINANCE 

Section  1.  Raising  of  Funds.  Funds  for  conducting  the  affairs  of 
the  Association  may  be  raised 

(a)  by  such  annual  dues  from  Active  and  Associate  members  of 
this  Association  as  have  been  determined  by  the  House  of  Delegates 
during  any  regular  or  special  session. 

(b)  by  such  special  assessments  on  members  as  the  House  of  Dele- 
gates may  determine. 

(c)  by  voluntary  contributions,  devises,  bequests,  and  other  gifts ; 
and 

(d)  in  any  other  manner  approved  by  the  House  of  Delegates. 

Section  2.  Fiscal  Year.  The  fiscal  year  of  this  Association  and  of 

its  component  societies  is  from  January  1 to  December  31  inclusive. 

Section  3.  Supervision.  Supervision  of  the  funds,  investments,  and 
expenditures  of  the  Association  is  vested  in  a Finance  Committee, 
which  shall  consist  of  three  members,  one  of  whom  shall  be  elected 
annually  for  a three  year  term  by  the  House  of  Delegates.  The 
Committee  shall  annually  designate  one  of  its  members  to  serve  as 
chairman.  The  Committee  itself,  or,  if  the  Bylaws  so  provide,  jointly 
with  such  committee  as  may  be  provided  in  the  Bylaws,  shall  annually 
prepare  a budget  of  the  Association’s  expenditures  for  the  ensuing 
year,  which  shall  be  presented  to  the  Board  of  Trustees  for  its 
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Article  VIII  — Sessions  and 
Meetings 

No  change  except  old  Section  2 
has  been  deleted  on  the  grounds 
that  it  is  unnecessary.  It  read: 
“Section  2.  General  Meetings.  Dur- 
ing the  annual  session  there  shall 
be  held  at  least  one  general  meet- 
ing open  to  all  registered  members 
and  guests.” 


Article  IX  — Finance 
A new  paragraph  (a)  is  recom- 
mended in  order  to  provide  for  the 
same  method  that  has  always  been 
employed  for  establishing  dues  and 
to  avoid  the  reprinting  of  the  By- 
laws whenever  a change  in  dues  is 
made  by  the  House  of  Delegates. 
The  new  language  also  includes 
reference  to  the  new  classification 
of  Associate  Members.  Otherwise, 
Article  IX  is  unchanged. 


* 


approval  at  a meeting  of  the  Board  subsequent  to  the  annual  session 
but  prior  to  January  31,  of  the  following  year. 

Section  4.  Expenditure  of  Appropriations.  No  officer  or  committee 
shall  expend  any  money  not  provided  in  the  budget  as  adopted  or 
spend  any  money  in  excess  of  the  budget  allotment,  except  by  order 
of  the  Board  of  Trustees.  Unexpended  balances  remaining  in  the 
budget  allotment  at  the  end  of  the  fiscal  year  are  cancelled  auto- 
matically. 

ARTICLE  X — ETHICS 

The  Principles  of  Ethics  of  the  American  Medical  Association  in 
force  at  the  time  of  the  adoption  of  this  Constitution  and  as  they 
may  from  time  to  time  thereafter  be  amended  by  the  American 
Medical  Associaion,  are  the  Principles  of  Medical  Ethics  of  this 
Association  and  are  binding  on  its  members  and  on  its  component 
societies. 

ARTICLE  XI  — FORM  OF  ORGANIZATION 

This  Association  is  a corporation,  not  for  pecuniary  profit,  incor- 
porated in  July,  1909,  under  the  laws  of  the  State  of  Washington.  If 
in  the  future  the  House  of  Delegates  deems  the  course  advisable, 
the  Association 

(a)  may  be  incorporated  under  some  other  law  of  the  State  of 
Washington  relating  to  or  applicable  to  corporations  not  for  pecuniary 
profit  other  than  the  law  under  which  it  is  now  incorporated;  or 

(b)  may  have  its  corporate  status  dissolved  and  may  function  as 
an  unincorporated  association  or  under  such  other  form  of  organi- 
zation as  it  deems  best.  It  is  the  intent  of  the  members  of  this 
Association,  having  such  status  at  the  time  of  adoption  of  this 
Consitution  or  obtaining  such  status  thereafter,  that  their  respective 
rights  and  duties  as  members  of  this  Association  shall  be  determined 
and  governed  by  the  provisions  of  this  Constitution  and  the  Bylaws. 
In  the  event  that  any  provision  of  this  Constitution  or  the  Bylaws 
is  held  to  be  in  conflict  with,  contrary  to,  or  beyond  the  powers 
conferred  by  the  Articles  of  Incorporation  or  other  integral  part 
of  the  so-called  charter  of  the  corporation,  if  necessary  to  attain 
the  end  and  effectuate  the  intent  expressed  in  the  preceding  sentence, 
the  corporate  status  of  this  Association  may  be  dissolved. 

ARTICLE  XII  — AMENDMENTS 

This  Constitution  may  be  amended  in  whole  or  in  part  at  any 
annual  session  by  a two-thirds  vote  of  all  delegates  present  and 
voting  provided  that  prior  to  that  time  the  amendment 

(a)  has  been  presented  in  writing  at  open  meeting  of  the  House 
of  Delegates  at  the  previous  annual  session,  and 

(b)  thereafter  has  been  published  during  the  ensuing  year  in 
at  least  two  issues  of  the  Association’s  official  journal. 

ARTICLE  XIII  — RECALL 

Any  officer  of  the  Society  may  be  recalled  by  a vote  of  two- 
thirds  (2/3)  of  the  House  of  Delegates  in  regular  or  special  session. 
Any  Committee  Chairman,  Committeeman,  or  Officer  other  than 
those  elected  by  the  House  of  Delegates  may  be  recalled  by  a 
vote  of  two-thirds  (2/3)  of  the  Board  of  Trustees.  Any  member  of 
the  Washington  State  Medical  Association  who  has  lost  his  member- 
ship in  his  component  county  medical  society  shall  automatically 
lose  his  membership  in  the  Washington  State  Medical  Association. 


Article  X — Ethics 
No  change. 


Article  XI  — Form  of 
Organization 
No  change. 


Article  XII  — Amendments 
No  change. 


Article  XIII  — Recall 
This  is  a recommended  new 
addition  to  the  Constitution  to 
make  specific  provisions  for  recall 
procedures. 
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IDAHO 


Idaho  Medical  Association- 407  west  bannock  st„  Boise,  Idaho  83702 

president  John  M.  Ayers,  M.D.,  Moscow 

secretary  J.  Gordon  Daines,  M.D.,  Boise 

executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


The  77th 


the  setting 

One  thing  they  are  missing  is  the  atmosphere  of 
Sun  Valley  itself.  There  is  nothing  else  like  it  and 
the  change  of  ownership,  from  the  Union  Pacific 
Railroad  to  the  Janss  Corporation,  has  not  harmed 
it,  even  though  there  are  differences.  The  familiar 
faces  are  no  longer  there  but  Sun  Valley  is  still 
Sun  Valley.  In  spite  of  new  shops  and  the  condo- 
miniums added  a few  years  ago,  the  physical  fea- 
tures of  the  resort  are  as  permanent  and  as  rec- 
ognizable as  the  hills  of  Idaho  themselves.  Opera- 
tion is  more  business-like  and  prices  are  higher  but 
so  is  the  price  of  everything  else  today.  Members 
of  the  staff  are  cordial,  and  interested  in  making 
guests  welcome. 

special  guests 

When  Myrtle  Peterson  introduced  Mrs.  John 
Chenault  at  the  general  session  on  Friday,  July  4th, 
she  said  the  remarks  of  the  President  of  the  Wo- 
man’s Auxiliary  to  the  American  Medical  Association 
would  be  given  in  rapid-fire,  staccato  delivery.  Mrs. 
Chenault,  in  responding  to  the  introduction,  said, 
“Can  you  imagine  anyone  from  Alabama  talkin’  that 
way?”  And  she  proceeded,  in  a pleasant  but  not 
overstressed  Alabama  drawl  to  give  an  articulate 
report,  without  using  notes.  Dr.  Chenault’s  practice 
is  in  Decatur,  Alabama. 

Gerald  D.  Dorman,  of  New  York,  soon  after  the 
Idaho  meeting  to  be  inauguarated  as  President  of 
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The  sun  of  Sun  Valley  was  there— and  so  was 
every  other  ingredient  of  the  most  pleasant  of  all 
medical  meetings.  Idaho  Medical  Association’s 
Seventy-seventh  Annual  Meeting,  at  Sun  Valley, 
July  2-5,  1969,  maintained  the  Idaho  tradition  and 
managed  to  add  a little  luster. 

It  is  never  possible  to  select  one  element  of  an 
Idaho  meeting  as  making  it  a success.  Rather,  it  is 
always  a blend  of  many  factors,  all  held  together 
and  each  made  more  pleasant  by  the  friendliness 
and  good  fellowship  that  always  prevails. 

Only  distressing  part  of  the  meeting  was  attend- 
ance at  the  scientific  lectures.  It  was  poor,  in  spite 
of  the  fact  that  the  program  was  excellent  and  the 
speakers  had  taken  pains  to  prepare  their  lectures 
well.  It  is  not  easy  to  compare  annual  programs 
but  few  Idaho  sessions  have  been  better  than  this 
one. 

It  may  be  that  the  unique  Sun  Valley  Opera 
House  is  too  big.  A thirty-person  audience  in  a hall 
large  enough  to  accommodate  four  hundred,  sug- 
gests indifference.  To  be  sure,  the  thirty  are  there 
because  they  want  to  be,  and  they  want  the  speak- 
er’s message— but  the  speaker’s  task  of  relating  to 
his  audience  would  be  much  easier  in  a smaller  room. 
(It  will  be  available  next  year.)  There  might  be 
program  innovations  that  would  stimulate  more 
audience  reaction  and  make  the  lecture  hall  more 
attractive  than  the  golf  course.  And  there  ought 
to  be  more  attendance  by  physicians  from  other 
states.  They  don’t  know  what  they  are  missing. 


the  American  Medical  Association,  was  at  Sun  Val- 
ley also  and  everyone  realized  it.  He  attended  every 
session  of  the  House  of  Delegates,  staying  for  every 
minute  of  the  meetings.  His  generous  comments 
were  helpful  in  deliberations  of  the  House.  For 
information  of  the  delegates,  he  promptly  reported 
a long  telegram,  received  from  Chicago,  about  the 
Knowles  affair,  adding  to  the  news  release  his  own 
knowledge  of  the  AMA  silence  as  pledged  to  Secre- 
tary Finch. 

When  asked  about  his  willingness  to  spend  so 
much  time  at  a state  association  meeting  he  said, 
“I  attend  every  one  I can  because  I must  know 
what  problems  the  associations  are  meeting.  When 
several  associations  are  meeting  the  same  problem, 
we  need  to  know  about  it  at  AMA.”  In  his  reports 
to  the  House,  and  in  his  address  at  the  general 
session  on  Friday,  he  soon  made  it  clear  that  he 
was  a physician  first  and  an  administrator  second. 
He  understands  the  practice  of  medicine. 

the  house  of  delegates 

Excellent  staff  work  was  readily  apparent  in  the 
smooth  conduct  of  sessions  of  the  House.  Delegate’s 
handbook  was  well  prepared.  Complete  reference 
committee  reports  were  printed  during  the  night  and 
ready  for  the  final  session  on  Friday. 

Growing  problems  of  malpractice  suits  was  dis- 
cussed in  response  to  submission  of  two  resolutions. 
The  House  adopted  a substitute  resolution  calling 
for  joint  action  by  the  Association  and  the  Idaho 
Bar  Association  in  planning  legislative  bills  designed 
to  reduce  the  number  of  claims  and  the  excessive 
dollar  demands  of  such  suits.  After  adoption  of  the 
resolution,  it  was  revealed  that  the  Bar  has  a “com- 
mittee on  call”  that  can  meet  with  IMA  represen- 
tatives at  any  time. 

There  was  some  demand  for  revision  of  elements 
of  the  Bylaws  but  no  action  was  taken.  Complete 
review  and  overhaul  is  contemplated. 

The  Industrial  Medical  Committee  anticipates 
considerable  activity  during  the  coming  year  as 
result  of  a proposed  study  of  the  field  of  workmen’s 
compensations,  by  a legislative  committee.  No  action 
was  taken  at  the  meeting. 

A comprehensive  report  of  the  Medical  Education 
Committee  was  accepted.  It  calls  for  appointment 
of  a Director  of  Continuing  Medical  Education, 
(David  Barton  has  been  serving  in  this  capacity) 
establishment  of  local  committees  on  continuing 
medical  education,  appointment  of  local  directors  of 
continuing  medical  education,  and  financial  support, 
if  required. 

A resolution  adopted  at  the  75th  annual  meeting 
called  for  revision  of  Section  54-602,  Idaho  Code, 
to  redefine  chiropody.  Subsequent  developments 
have  shown  that  such  action  would  not  be  in  the 


best  interest  of  IMA.  The  action  taken  in  1967  was, 
therefore,  rescinded. 

A resolution  was  adopted  recommending  continua- 
tion of  local  follow-up  clinics  in  the  cleft  palate 
program  as  opposed  to  a centralized  clinic  in  Boise. 
Also  adopted  was  a resolution  opposing  use  of  Fed- 
eral funds  for  hospital  construction  in  communities 
with  one  or  no  physician. 

Report  of  the  Public  Health  Committee,  which 
was  adopted,  was  largely  a report  of  bills  presented 
to  the  1969  Legislature.  The  medical  practice  act 
was  amended,  licensing  and  regulation  of  extended 
care  facilities  was  established  and  seven  public 
health  districts  were  set  up.  Each  county  is  required 
to  participate  in  one  of  the  districts  established.  The 
Committee  reported  that  the  State  Health  Depart- 
ment is  developing  a bill  to  cover  licensing  of  am- 
bulance personnel  and  setting  up  standards  for 
equipment. 

Special  commendation  was  given  to  the  Nurse 
Association  Advisory  Committee,  Joseph  W.  Mar- 
shall, Chairman,  and  members  John  R.  Neilsen, 
Duane  A.  Daugharty,  Terrell  O.  Carver,  and  Ronald 
K.  Lechelt.  After  many  meetings  and  many  hours  of 
effort,  the  Committee  and  representatives  of  the 
Nurses  Association  have  developed  four  significant, 
joint  statements  of  policy. 

I.  These  conditions  must  be  met: 

1.  The  professional  nurse  performing  these  acts 
shall  show  evidence  of  specialized  training  and  in- 
struction by  qualified  instructors  and  shall  have 
demonstrated  proficiency  to  the  satisfaction  of  the 
medical  and  nursing  staffs. 

2.  That  she  act  under  orders  of  a person  licensed 
to  practice  medicine  except  in  situations  where  life- 
saving procedure  must  be  instituted  while  awaiting 
the  arrival  of  a physician. 

3.  That  she  act  under  written  policies  established 
by  medical,  administrative,  and  nursing  staffs  of  the 
institution.  It  is  recommended  that  a joint  commit- 
tee with  representatives  of  the  three  groups  be 
responsible  for  writing  these  policies. 

Although  procedures  may  be  delegated  the  nurse, 
it  must  be  remembered  that  in  any  patient  care 
SITUATION,  THE  PROFESSIONAL  REGISTERED  NURSE 
SHOULD  PERFORM  ONLY  THOSE  ACTS  FOR  WHICH  SHE/' 
HE  HAS  BEEN  PREPARED  AND  HAS  DEMONSTRATED  THE 
ABILITY  TO  PERFORM,  BEARING  IN  MIND  THE  IN- 
DIVIDUALS^ PERSONAL  RESPONSIBILITY  UNDER  THE 
law.  The  nurse  is  still  responsible  for  her/his  own 
acts. 

II.  Procedures  in  Dependent  Area  of  Nursing 

1.  Cardio-pulmonary  resuscitation  (Closed  Chest 
Cardio-pulmonary  resuscitation): 
a.  A training  program  should  be  established  for 
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all  persons  who  perform  this  procedure. 
1).  Each  hospital  shall  have  a written  policy 
on  this  procedure. 

c.  This  would  be  done  as  a first-aid  measure, 
and  any  person  adequately  trained  and  ac- 
cepted as  qualified  to  do  it  would  proceed 
with  such  action. 

2.  Venipuncture  and  the  administration  of  fluids, 
blood,  and  medications  intravenously.  The  reg- 
istered professional  nurse  may  carry  out  these 
procedures  if: 

a.  The  nurse  has  received  specific  training  in 
this  procedure. 

b.  The  nurse  performs  this  procedure  only  upon 
the  direct  order  of  a physician  for  a specific 
patient. 

c.  The  order  states  the  type  of  fluid,  rate  of 

administration,  or  (in  the  case  of  medica- 
tions) the  amount  of  diluent. 

d.  Before  blood  is  given  there  should  be  a 
double  check  on  the  matching  and  cross- 
matching by  the  individual  who  is  to  carry 
out  this  procedure. 

e.  The  giving  of  individual  IV  medications  is 
the  primary  responsibility  of  the  physician 
except  in  intensive  care  units  or  in  anesthesia 
units. 

QUALIFICATIONS  AND  COMPETENCY  AS  HEREIN 
USED  IMPLIES  A KNOWLEDGE  OF  CAUSE  AND  EF- 
FECT OF  BOTH  THE  DRUG  AND  THE  PROCEDURE. 

3.  Insertion  of  intravenous  catheters: 

This  procedure  is  the  primary  responsibility  of 
the  physician  except  for  those  nurses,  who  after 
special  qualified  instruction  in  this  technique, 
are  assigned  to  intensive  care  units,  anesthesia, 
or  to  an  IV  fluid  team. 

4.  Deep  intratracheal  suction. 

This  procedure  may  be  carried  out  only  by 
personnel  given  special  qualified  instruction. 

5.  Anethesia  during  labor: 

a.  To  be  given  by  a physician  or  nurse  anethetist 
under  the  supervision  or  direction  of  a phy- 
sician. 

b.  Self-administration  type  of  analgesia  (trilene 
and  similar  products)  should  be  used  by 
the  patient  or  administered  by  a physician. 

6.  Rectal  or  vaginal  examinations  during  labor: 

a.  Approved  for  those  nurses  who  have  re- 
ceived qualified  instruction. 

b.  By  order  of  the  attending  physician. 

7.  Suturing  minor  lacerations: 

a.  This  procedure  is  the  responsibility  and  func- 
of  the  physician. 

8.  Removal  of  sutures: 

a.  Sutures  may  be  removed  by  the  nurse  upon 
direct  order  of  the  attending  physician. 


9.  Insertion  of  nasal-gastric  tubes: 

b.  May  be  done  by  the  nurse  properly  quali- 
fied by  training  to  do  so  and  upon  order  of 
the  physician. 

10.  “Milking”  chest  tubes  to  keep  them  open: 

a.  May  be  done  by  the  nurse  after  proper  in- 
struction and  upon  direct  order  of  the  phy- 
sician. 

11.  (Substitute  for  the  pharmacist  in  his  or  her 
absence) : 

(hold  for  further  study) 

12.  Operation  of  intermittent  positive  pressure  ma- 
chines: 

a.  Nurse  to  be  properly  instructed  in  the  use  ot 
such  equipment  prior  to  operation  of  such 
equipment. 

b.  On  physician’s  order  which  shall  state  medi- 
cation to  be  used,  pressure,  and  duration 
of  treatment. 

III.  Nursing  Care  in  Coronary  and  Intensive 
Care  Units 

The  Idaho  State  Nurse's  Association  and  the 
Idaho  Medical  Association  approve  the  following 
statement  regarding  the  role  of  the  registered  nurse 
in  intensive  cardiac  care.  This  statement  pertains 
to  any  registered  nurse  utilizing  special  procedures 
and  equipment  in  the  care  of  coronary  patients 
whether  in  a designated  coronary  care  unit  or  in 
any  other  area  of  an  institution. 

The  registered  nurse  may  perform  authorized  pro- 
cedures providing  all  of  the  following  directions 
have  been  fulfilled: 

1.  Upon  the  order  of  a physician  written  for  a 
specific  patient  except  in  situations  where  life- 
saving procedures  must  be  instituted  while 
awaiting  the  arrival  of  a physician,  and 

2.  As  provided  for  by  the  written  policies  of  an 
established  representative  committee  responsible 
for  coronary  care  units  and 

3.  As  outlined  under  the  written  personnel  re- 
quirements of  a hospital  which  will  provide 
that  registered  nurses  functioning  in  coronary 
care  and/or  intensive  care  units  or  responsible 
for  such  care  in  other  units  of  the  hospital  must 
complete  intensive  and  continuing  education 
in  this  field. 

The  nurse  properly  trained0  in  cardiac  care  nurs- 
ing may  be  allowed  to  initiate  or  perform  as 
indicated  the  following  procedures: 

1.  external  cardiac  pacemaker 


*By  properly  trained  it  is  meant  that  the  nurse  thoroughly 
understands  indications,  limitations,  techniques  and  com- 
plications of  such  procedures,  as  well  as  the  underlying 
physiology  and  has  demonstrated  her  proficiency  in  carry- 
ing out  such  procedures. 

continued  on  page  792 
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They  don’t  feel  they  “suffer” 
from  hypertension... 

that’s  the"Buti”part 
of  Butiserpazide. 


The  “Buti”  part  of  Butiserpazide— the  mildly 
sedative  action  of  Butisol  acting  in  concert  with  the 
classic  thiazide/reserpine  formula— proved 
helpful  in  one  study  in  reducing  hypertensive 
symptoms  in  over  half  the  patients.1 

Among  the  symptoms  showing  “striking”  overall 
improvement  were  headache,  nervousness, 
palpitation  and  dizziness.  Nor  is  that  all  there  is  to 
the  “beauty”  of  Butiserpazide.  Clinical 
comparisons  have  also  shown  that  many  patients 
respond  with  smooth,  uniform  lowering  of  blood 
pressure2. . . at  times  below  the  levels  achieved  with 
previous  therapy1,2. . . as  well  as  a lowered 
incidence  of  drug  side  effects.  (The  usual  dosage 
is  just  1 tablet  once  or  twice  a day. ) 

You  have  a choice  of  2 strengths: 

Butiserpazide-25 

Prestabs®*  Tablets 

Butisol®  (butabarbital)  30  mg.f;  hydrochlorothiazide 
25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets  * 

Butisol®  (butabarbital)  30  mg.f;  hydrochlorothiazide 
50  mg.;  reserpine  0.1  mg. 

Lowers  blood  pressure 
so  smoothly  that  patients  are 
often  untroubled  by  either 
the  disease... or  therapy 

tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other 
ingredients,  in  outer  layer;  15  mg.  of  Butisol  in  a 
specially  coated  core  for  delayed  release,  to  approximately 
equalize  duration  of  action  for  all  components. 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  childbearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide—  May  induce  electrolyte  imbalance;  when  used  with  digi- 
talis or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insufficiency, 
cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may  occur.  Dis- 
continue and  institute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and  hypochlore- 
mic alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic  alkalosis, 
is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum  uric  acid 
levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering  insulin 
requirements  in  diabetics.  Reserpine  — Observe  for  signs  or  symptoms  of  peptic 
ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to 
2 weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg 
cramps,  nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  head- 
ache, dehydration,  skin  rash,  "hangover,”  systemic  disturbances,  diarrhea, 
itching,  vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xan- 
thopsia, purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic 
anemia,  anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycos- 
uria, vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by 
alcohol,  barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion, 
increased  intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias, 
bradycardia,  flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely 
atypical  Parkinsonian  syndrome,  central  nervous  system  sensitization  (mani- 
fested by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness 
of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido. 
Usual  Adult  Dosage:  BUTISERPAZIDE- -25  or  BUTISERPAZIDE- -50:  1 tablet  daily 
or  b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  insert.  References:  1.  Coociley,  E L . Curr. 
Ther  Res  A 460  (Sept  ) 1962  2.  Johnson,  H J , Jr  Penn  Med.  J 67  35  (May)  1964. 

McNeil  Laboratories,  Inc. 

Fort  Washington,  Pa.  19034 
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2.  defibrillation 

3.  cardio-pulmonary  resuscitation 

4.  intravenous  medications 

5.  arterial  punctures 

6.  intubation 

IV.  Cardio-Pulmonary  Resuscitation 

In  the  absence  of  a physician  and  until  a physician 
arrives,  a registered  nurse,  if  specifically  trained  in 
recognition  of  cardiac  arrest  and  in  the  technique 
of  closed  chest  resuscitation  may  promptly  perform 
the  procedure  as  an  emergency  measure. 

It  is  recommended  that  all  registered  nurses  cur- 
rently employed  in  hospitals  and  nursing  homes  be 
prepared  to  do  cardio-pulmonary  resuscitation. 
Preparation  for  this  procedure  should  be  a part 
of  the  basic  curriculum  in  school  of  nursing,  a part 
of  in-service  education  programs,  or  the  focus  of 
special  workshops  or  institutes. 

The  House  accepted  an  AMA  report  on  osteo- 
paths. It  carries  a number  of  recommendations  on 
acceptance  of  osteopaths  as  members  of  county 
medical  societies  and  as  members  of  hospital  staffs. 
The  House  accepted  a recommendation  of  the  ref- 
erence committee  that  delegates  call  attention  of  all 
members  of  IMA  to  features  of  the  AMA  report. 

The  House  accepted  a report  from  the  Medical 
Assistance  Program  of  the  Idaho  Department  of 
Public  Assistance  and  commended  Mr.  Bill  Child 
for  his  cooperation  with  the  physicians  of  Idaho. 

A bulky  report  of  the  Department  of  Health  was 
accepted  for  study. 

Mr.  Joseph  Karpach  was  commended  for  coop- 
eration and  his  report  on  the  Medicare  program 
was  accepted. 

The  House  adopted  a resolution  calling  for  em- 
ployment of  a public  relations  consultant,  if  approv- 


ed by  legal  counsel.  The  suggested  plan  includes 
sharing  of  cost  of  such  representation  with  other 
interested  parties.  The  resolution  carries  a special 
assessment  of  $5  per  member  per  year. 

Sex  education  in  the  public  schools  came  in  for 
considerable  discussion  before  a resolution  of  ap- 
proval was  adopted.  Much  misunderstanding  was 
resolved  when  the  resolution  was  amended  to  read, 
Education  in  Human  Sexuality. 

Concluding  event  of  this  most  pleasant  meeting 
was  the  Annual  Banquet,  the  only  formal  part  of 
the  meeting.  Stanley  Sell,  of  Idaho  Falls  was  the 
Toastmaster  but  did  not  conduct  all  of  the  meeting. 
He  was  awarded  a handsome  plaque,  with  citation, 
for  his  donation  of  service  to  the  Medico  Program 
of  medical  care  in  foreign  countries.  He  has  been 
exceptionally  generous  with  his  time  in  charitable 
work.  Further  report  on  his  contributions  will  be 
carried  in  a later  issue. 

Officers  of  the  Idaho  Medical  Association  for  the 
coming  year  will  be: 

President  JOHN  M.  AYERS,  Moscow;  Immediate 
Past-President  O.  D.  HOFFMAN,  Rexburg;  Presi- 
dent-Elect WILLIAM  R.  TREGONING,  Boise; 
Secretary-Treasurer  J.  GORDON  DAINES,  Boise; 
Councilor,  District  No.  One,  E.  R.  W.  FOX,  Coeur 
d’Alene;  Councilor,  District  No.  Two,  J.  B.  MAR- 
CUSEN,  Nampa;  Councilor,  District  No.  Three, 
GEORGE  W.  WARNER,  Twin  Falls;  Councilor, 
District  No.  Four,  JOHN  E.  COMSTOCK,  Pocatello; 
Delegate  to  the  A.M.A.,  (until  January  1,  1970), 
ALEXANDER  BARCLAY,  Coeur  d’Alene;  Delegate 
to  the  AMA  (effective  January  1,  1970),  DONALD 
K.  WORDEN,  Lewiston;  alternate  Delegate  to  the 
AMA  (effective  January  1,  1970),  A.  CURTIS 
JONES,  JR.,  Boise;  and  Speaker  of  the  House  of 
Delegates,  JAMES  R.  KIRCHER,  Burley.  ■ 


AMA  Auxiliary  Post 

Mrs.  E.  R.  W.  Fox,  Coeur  d’Alene,  was  named 
to  a second  term  as  finance  secretary  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association,  a 
90,000-member  community-service  organization  of 
physicians’  wives.  The  announcement  came  during 
the  auxiliary’s  46th  annual  convention  held  July  13- 
17,  in  New  York. 


M rs.  Fox,  the  former  Ellen  Durch,  was  born  in 
Chippewa  Falls,  Wis.,  and  received  her  R.N.  from 
Ancker  Hospital  in  St.  Paul,  Minn.  She  is  a member 
of  the  National  League  for  Nursing,  the  American 
Nurses  Association  and  has  served  as  a director  of 
the  Idaho  League  for  Nursing. 

Mrs.  Fox  combines  her  nursing  and  secretarial 
skills  to  assist  in  her  husband’s  office  and  as  a busi- 
ness administrator  in  a medical  clinic. 
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Hoechst  is  proud  to  be  able  to  offer 

nearly  100  years  of  patient-centered  research 

to  “bridge”  the  sometimes  awesome  chasms  of  medicine. 


"Life  is  short  and  art  is  long; 
the  crisis  is  fleeting, 
experiment  risky, 
decision  difficult." 


HOECHST  PHARMACEUTICAL  COMPANY,  Cincinnati,  Ohio  45229 

Division  of  American  Hoechst  Corp. 


Major  discoveries  of  Hoechst  world-wide  research  include 
procaine,  arsphenamine,  mersalvl,  tolbutamide,  and  furosemide. 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcitec 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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When  if  s more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin 

Tetracycline  HCI—  Antihistamine—  Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
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“What  shall  I order?” 


:First  of  all,  he  needs  more 
blood.  Then  I’d  maintain 
him  on  milk  and  Maalox.” 


Works  well  • Doesn’t  constipate  • Tastes  good  • Economical 


Supplied:  Maalox  Suspension  (12  fl.  oz.) . Also  available:  Maalox  No.  1 Tablets  (0.4  Gm.)  : no  sugar, 
low  sodium  content.  Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength  for  double  antacid  action. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


THE  NUMBER  ONE  ANTACID 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 
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dividual  physician?  One  group  was  unable  to  answer 
the  question  since  there  are  no  criteria  on  which 
to  base  an  opinion  about  the  job  being  done. 

In  seeking  answers  to  question  2,  regarding  re- 
certification, there  was  some  feeling  that  it  might 
be  helpful  and  that  it  could  be  a desirable  aim. 
However,  there  was  doubt  that  it  would  provide 
improvement  in  the  quality  of  care.  It  appears  that 
government  will  eventually  become  involved  in  re- 
certification but  most  of  those  present  felt  that  it 
would  be  better  if  it  could  be  handled  by  peer 
groups.  Whether  determination  is  done  by  govern- 
ment or  hospital  staff  or  medical  society  assessment 
will  have  to  be  done  by  physicians  because  they 
are  the  only  ones  competent  to  judge  competence. 

All  groups  began  to  wander  back  to  other  prob- 
lems in  continuing  medical  education  when  they 
discussed  questions  3,  4,  and  5,  about  methods  of 
certifying,  the  role  of  state  boards,  and  the  possi- 
bility of  predicting  competence.  Medical  schools 
might  assist  in  preparing  examinations  and  could 
prepare  a profile  of  learning  for  each  student  so 
that  if  weak  in  certain  areas,  he  would  be  aware 
of  the  needs  and  could  be  given  added  help  where 
most  needed.  The  hospitals  should  be  able  to  pro- 
vide facilities  for  sabbatical  periods  of  study.  Medi- 
cal associations  should  encourage  physicians  to  leave 
practice  for  study  periods  and  could  arrange  for 
practice  coverage  or  for  locum  tenens.  Funds  for 
continuing  medical  education  might  be  derived  from 
a sort  of  tax  on  fees  when  payment  is  made  through 
a prepayment  plan.  During  this  discussion  it  was 
observed  that,  if  all  students  develop  correct  habits 
of  learning,  so  they  will  continue  their  own  educa- 
tion, the  question  of  recertification  should  never 
come  up. 

If  competence  is  a quality  that  can  be  predicted, 
it  might  be  possible  for  medical  schools  to  develop 
criteria  that  will  help  in  selecting  students  who  will 
practice  competently.  Some  prospective  students 
who  would  make  good  physicians  are  now  not 
being  admitted. 

There  was  no  agreement  on  responsibility  for 
recertifying  competence.  Some  felt  the  duty  should 
be  undertaken  by  the  state  or  provincial  licensing 


body  while  others  felt  that  a peer  group  would  be 
in  better  position  to  determine  competence. 

Toward  the  close  of  this  discussion  session  there 
was  return  to  the  problem  created  by  lack  of  a 
definition  of  competence.  Objective  criteria  are 
needed.  Currently  we  seem  to  be  evaluating  indi- 
vidual competence  only  subjectively. 

On  Sunday  morning  the  discussion  was  devoted  to 
a search  for  direction.  Purpose  of  the  organization 
has  not  been  defined  clearly  and  a satisfactory- 
meeting  format  has  not  yet  emerged.  Again,  a mul- 
titude of  questions  were  asked  but,  with  one  excep- 
tion, they  were  not  answered.  The  exception  was 
whether  a third  meeting  should  be  held  in  1970. 
The  answer  was  yes. 

With  43  participants,  the  group  was  too  large  for 
the  free  type  of  conversation  permitted  in  smaller 
groups.  There  are  advantages  in  both  large  and 
small  groups  but  there  seems  to  be  some  feeling 
that  the  next  meeting  should  hold  a plenary  session 
for  presentation  of  specific  questions,  followed  by- 
comment  and  criticism,  then  break  into  smaller 
groups  for  further  consideration  of  issues  raised. 
There  was  also  general  agreement  that  the  chair- 
man at  next  year’s  meeting  should  limit  the  range 
of  discussion  on  topics  presented. 

As  an  indication  of  the  uncertainties  about  direc- 
tion, the  following  are  some  of  the  questions  raised: 

What  is  the  value  of  continuing  medical  educa- 
tion (CME)  to  state  medical  associations?  Is  record 
of  attendance  at  courses  a useful  indicator?  What 
constitutes  competence  (judgment,  compassion,  con- 
sideration, equipment  available,  knowledge,  the 
volume  that  must  be  handled)?  What  are  schools 
doing  to  indoctrinate  students  to  continue  their 
education  after  graduation?  How  about  voluntary- 
assessment  programs?  What  forms  of  CME  are  most 
valuable?  How  can  community  hospitals  be  inte- 
grated into  university  programs?  What  is  the  best 
technique  for  delivery  of  CME?  What  is  taken  back 
from  meeting  such  as  this?  To  whom?  What  is  a 
doctor— what  are  we  really  trying  to  produce?  Does 
current  allocation  of  resources  provide  proper  bal- 
ance between  undergraduate  education  and  CME? 

If  answers  to  these,  and  other  questions  bound  to 
arise,  are  to  be  provided  by  the  organization  of 
those  interested  in  continuing  medical  education, 
it  appers  to  have  a long  and  busy  life  ahead. 


Island , San  Juan,  Snohomish,  Skagit, 
Whatcom  Counties  in  Automotive 
Research  Program 

The  Cornell  Crash  Injury  Research  Program  will 
move  to  State  Patrol  District  VII  on  September  1. 
This  is  an  investigation  into  the  causes  of  injury 


in  automotive  crashes.  It  involves  a report  from  the 
State  Patrol  Officer  and  a medical  report  describing 
the  injuries.  Reports  are  confined  to  injury  produc- 
ing crashes  involving  late  model  cars.  Reports  are 
coordinated  at  the  State  Health  Department,  in 
Olympia,  and  forwarded  to  the  Cornell  Aeronau- 
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tical  Laboratory,  in  Buffalo,  New  York.  The  project 
is  funded  by  the  automobile  manufacturers. 

Accurate  reports  of  injury  are  important  in  this 
research.  It  is  designed  to  reveal  causes  of  injury, 
not  cause  of  the  crash.  Data  are  analyzed  at  Buf- 
falo and  results  reported  to  the  manufacturers.  De- 
sign changes  in  automobiles  will  result. 

The  Cornell  Laboratory  has  conducted  this  type 
of  research  in  nearly  every  state  in  the  Union  and 
has  been  gathering  data  from  Washington  since 
M arch  1,  1968  when  the  program  was  introduced  in 
Patrol  District  1.  Reports  from  hospitals  and  phy- 
sicians have  been  completed  in  good  time  and  the 
information  has  been  useful.  Physicians  in  Island, 
San  Juan,  Snohomish,  Skagit,  and  Whatcom  Counties 
will  be  asked  to  complete  special  Cornell  forms  in 
all  cases  of  injury  resulting  from  automobile  crashes. 
The  forms  are  clear  and  not  difficult  to  complete. 
A minimum  of  time  is  required. 

Grant  Awarded  Mountain 
States 

A $271,604  grant  which  has  been  awarded  by 
the  Division  of  Regional  Medical  Programs,  to  the 
WICHE  Mountain  States  Regional  Medical  Pro- 
gram will  fund  two  programs  designed  to  improve 
patient  care  in  heart,  cancer,  stroke  and  related 


services  to  patients  in  Idaho,  Montana,  Nevada  and 
Wyoming. 

Of  this  amount,  $155,860  will  be  allocated  for 
the  implementation  of  tumor  registries  in  the  four 
states,  and  $115,744  will  fund  a continuing  educa- 
tion program  for  all  health  professionals  in  Mon- 
tana and  adjacent  areas  of  the  mountain  states. 

Each  state  will  organize  its  own  system  for 
transmitting  data  to  a central  computerized  tumor 
registry  located  at  the  University  of  Utah,  focal 
point  for  a Rocky  Mountain  States  Cooperative 
Tumor  Registry  which  is  under  development. 

The  multi-state  registry,  which  will  assist  physi- 
cians by  providing  a systematic  feedback  of  cancer 
patient  data,  will  involve  six  states  (Colorado,  Idaho, 
Nevada,  Montana,  Utah  and  Wyoming)  and  three 
regional  medical  programs  (Mountain  States,  Colo- 
rado/Wyoming and  Intermountain). 

Continuing  Education 

In  Montana,  a coordinated  program  is  being  de- 
veloped for  continuing  education  opportunities  for 
physicians,  dentists,  hospital  administrators,  regis- 
tered nurses,  medical  and  radiologic  technologists, 
physical  therapists,  licensed  practical  nurses  and 
other  interested  health  professionals. 

This  proposal  was  initiated  following  an  early 
MS/RMP  survey  which  revealed  that  continuing 
education  was  the  uppermost  need  and  desire  of 
the  health  professionals  living  in  this  geographic  area. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D 
Charles  S.  Belknap,  M.D. 

Consulting  Psychiatrist 

Physicians 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


ONLY  PHYSICIAN  IN  FAST  GROWING-Seattle,  Wa„  subur- 
ban community  (school  enrollment  2.500)  is  leaving  Sept. 
1969  for  health  reasons.  Fully  equipped  office  in  shopping 
center  with  two  dentists.  Two  major  new  hospitals  16 
minutes  away.  Evening  and  weekend  coverage.  Unusual 
opportunity.  Phone  (206)  432-4751. 


ORTHOPEDIST— The  80  physician  Permanente  Clinic  seeks 
an  additional  orthopedist.  Board  certified  or  board  eligible. 
Partnership  after  2 years  if  mutually  satisfactory.  Progres- 
sive increments,  retirement  and  other  benefits.  Starting 
income  $30,000.  Norman  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


IDEAL  LOCATION  FOR  GP,  EASTERN  WASHINGTON-Small 

farming  community  with  drawing  area  of  3,000.  Well 
equipped  15-bed  hospital.  Office  and  apartment  building, 
20  years  of  area  medical  records  and  introductions  for 
$21,000;  terms  $6,000  down  and  $250  per  month.  Thirty 
miles  to  specialists  and  larger  hospitals.  Write  Box  42-A. 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


UROLOGIST— The  80  physician  Permanente  Clinic  seeks  a 
3rd  urologist.  Board  certified  or  board  eligible.  Partnership 
after  2 years  if  mutually  satisfactory  Progressive  incre- 
ments, retirement  and  other  benefits.  Starting  income 
$30,000.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217. 


LICENSED  PHYSICIAN— Experienced  or  willing  to  learn 
Phase  I clinical  testing  of  experimental  drugs  in  a 
permanent  Research  Unit  operated  by  the  University  of 
Montana  Foundation.  The  Unit  opened  under  full-time 
M.D.  direction  in  February  1968,  and  there  is  now  need 
for  a full-time  Associate  Medical  Director.  Regular  5-day 
work  week  with  outstanding  fringe  benefits.  Salary  nego- 
tiable to  $24,000.  Opportunity  for  university  association. 
Contact  James  D.  Moore,  M.D.,  Deer  Lodge  Research  Unit, 
P.O.  Box  149,  Deer  Lodge,  Montana  59722 


GP,  INTERNIST  AND/OR  PEDIATRICIAN— Wanted  to  associate 
with  established  GP  in  new  Med. -Dental  Center  located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Financial  arrangement  open,  leading  to  partnership,  if 
desired.  Write  Box  33-A,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wa.  98121. 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  'round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


GRAND  COULEE  DAM  AREA— $400,000,000  construction  boom; 
population  explosion;  physicians  urgently  needed;  have  2, 
need  2 more  at  once,  plus  radiologist;  only  hospital  un- 
limited opportunity.  Write  Mr.  D.  J.  Bristor,  Adm.,  Box 
A,  Grand  Coulee,  Wa.,  99133,  Phone  (509)  633-1753. 


GENERAL  PRACTITIONERS  INTERESTED  IN  SURGERY— Several 
positions  working  in  multi-specialty  80-man  clinic,  in  out- 
patient dept.,  emergency  room,  operating  room.  Starting 
income  $22,800  rising  to  $34,800  or  more.  Insurance  bene- 
fits and  retirement  program.  Partnership  in  2 years. 
Lewis  E.  Hughes,  M.D.,  The  Permanente  Clinic,  5055  North 
Greeley  Ave.,  Portland,  Ore.  97217. 


GENERAL  PRACTICE  OPPORTUNITY-Completely  equipped  of- 
fice for  sale  in  the  beautiful  Rogue  River  Valley.  For 
further  information  write,  Stanley  A.  Brown,  M.D.,  2569 
Old  Stage  Road,  Central  Point,  Ore.  97501. 


GOOD  SUBURBAN  GENERAL  PRACTICE  SEATTLE-Excellent 

medical  community,  3 open  staff  hospitals.  Internists  could 
do  real  well  in  area.  Will  negotiate  to  meet  situation. 
Write  Box  43-A,  Northwest  Medicine,  500  Wall  St,  Seattle, 
Wa.  98121. 


EXCELLENT  OPPORTUNITY— Take  over  lucrative  general 
practice  in  University  Dist.  of  Seattle,  Write  Box  44-A, 
Northwest  Medicine.  500  Wall  St..  Seattle,  Wa.  98121. 


SITUATION  WANTED 


GENERAL  PRACTITIONER— With  medical  & surgical  resi- 
dency, 8 years  in  practice,  draft  exempt,  desires  association 
or  partnership.  Preferably  in  suburban  area  of  Spokane 
or  Coast.  Write  W 1523  Ardmore  Drive,  Spokane,  Wa.  99218. 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE— Located  at  3601  S.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE  AVAILABLE— Bor  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


OFFICE  FOR  RENT— Attractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River 
from  Wenatchee,  offers  excellent  opportunity  for  physi- 
cians in  growing  community.  Share  waiting  room  with 
well-established  GP.  Excellent  hospital  facilities  in  We- 
natchee. Ideal  for  pediatrician,  GP  or  internist.  Popula- 
tion close  to  30,000.  Good  skiing,  hunting,  fishing  and  other 
outdoor  recreation.  Contact  Paul  H.  Lyon,  M.D.,  101  N.E. 
Uth,  East  Wenatchee,  Wa.  98801. 


FOR  RENT  OR  SALE— Office  across  street  from  hospital  in 
Auburn,  Wa.,  write  Box  37-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wa.  98121. 


SPACE— In  new  Medical  Dental  Center,  Redmond,  Wash. 
1,200  sq.  ft.,  floor  plan  and  interior  will  be  finished  to 
suit  tenant.  Population  of  service  area  20,000,  growing 
rapidly.  Good  hospitals  and  schools.  Write  Lewis  D.  Fink, 
M.D.,  8359-164th  Ave.  N.E.,  Redmond,  Wa.  98052. 
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OFFICE  SPACE  AVAILABLE— Designed  for  ENT.  Soundproof 
audio  room.  Modern  air-conditioned  building.  Adequate 
parking.  Mr.  Jorgeson,  MA  3-6600,  Seattle. 


AVAILABLE,  IDEAL  SUITE— Including  3 examining  rooms. 
Opposite  Swedish  Hospital,  Seattle  EA  2-9000. 


REAL  ESTATE 


FOR  SALE  BEAUTIFUL  MODERN  RANCH  HOME-Sweeping  view 
of  Puget  Sound,  mountains  and  downtown  Seattle.  Large 
sunken  living  room,  formal  dining  room,  lovely  kitchen 
with  all  modern  conveniences.  One  large  bedroom,  master 
bedroom  and  bath  on  main  floor.  One  bedroom  and  bath 
second  level.  Huge  panelled  family  room  with  wet  bar.  Den 
or  office.  All  rooms  open  to  daylight  with  plenty  of  closet 
space.  Large  utility  room.  Wall-to-wall  carpeting  through- 
out entire  home.  Huge  corner  double  lot,  large  hedge 
makes  back  yard  completely  private.  Protected  patio.  Pro- 
fessionally landscaped.  Must  see  to  appreciate.  Reasonably 
priced.  Mortgage  on  balance  at  5*2  percent.  Will  carry 
contract  on  balance  if  necessary.  N.  M.  Koenigsberg,  M.D., 
1904-36th  Ave.,  W.  Seattle,  AT  4-7929. 


URGENT 

Wanted— February  and  May,  1969  issues 
Northwest  Medicine, 

Postage  Reimbursed 


ACHROMYCIN  V 

TETRACYCLINE  HCl 


12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  21-25,  1970,  Chica.- 
go;  June  20-24,  1971,  Atlantic  City; 
June  18-22,  1972,  San  Francisco. 


AMA  Clinical— Nov.  30-Dec.  3,  1969, 
Denver;  Nov.  29-Dec.  2,  1970,  Bos- 
ton; Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — Annual 
Meeting,  July  1-5,  1970,  Sun  Valley; 
June  30-July  4,  1971,  Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico — Sept.  24-27,  1969,  Albu- 

querque, New  Mexico. 

Exec.  Sec.,  Mrs.  Virginia  E.  Bryant, 
Phoenix,  Ariz. 


North  Pacific  Pediatric  Society — Sept. 
28-Oct.  1,  1969,  Northshore  Lodge, 
Coeur  d’Alene,  Idaho. 

Pres.,  William  A.  Jaquette,  Jr.,  Mer- 
cer Island,  Wash. 

Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting,  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland. 

Pres.,  Bruce  R.  Zimmerman,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 


Northwest  Society  of  Plastic  Surgeons — 
Annual  Meeting,  Mar.  4-7,  1970,  Sun 
Valley,  Idaho. 

Pres.,  Matthew  Pilling.  Seattle 
Sec.,  John  R.  Alger,  Tacoma 


Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  1-3,  1970, 

Benson  Hotel,  Portland,  Ore. 

Pres.,  John  Loomis,  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


West  Coast  Allergv  Society,  Annual 
Meeting,  Nov.  13-15,  1969,  Hilton 
Inn,  San  Diego 

Pres.,  Roy  R.  Matteri,  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


OREGON 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov.;  Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting  April  1970. 

Pres.,  Walter  C.  Lobitz,  Jr.,  Portland 
Sec.,  Troy  G.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks,  Salem 
Sec.,  Narain  B.  Jetmalani,  Salem 


Oregon  Pathologists  Association — 2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club, 
Portland.  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 

Oregon  Society  of  Allergy  — Annual 
Meeting,  September  1969. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.,  Jan. 
through  May).  Heathman,  Portland. 
Annual  Meeting,  Nov.  22,  1969. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Ouarterlv 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting  April  24,  1970. 

Pres.,  Edward  M.  Scott,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May,  Sept.-Nov.);  An- 
nual Meeting,  May  26,  1970. 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville. 
Ore. 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout.  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.—4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Donald  M.  Keith,  Seattle 
Sec.,  Edward  W.  Bigler,  Bellevue 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology— 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  March  9,  1970. 
Pres.,  Rick  L.  Johnson,  Seattle 
Sec.,  James  E.  Stroh,  Jr.,  Seattle 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.);  Annual  Fall  Assembly, 
Sept.  19-20,  1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Fri. 
(Sept.-May),  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan. 
30-31,  1970,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly 
Annual  Meeting,  April  4,  1970. 
Pres.,  Richard  Miller,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  2,  1970. 

Pres.,  Wayne  Zimmerman,  Tacoma 
Sec.,  Arthur  P.  Wickstrom,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.- June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg.  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy — 
Northwest  Allergy  Forum,  May 
1970. 

Pres..  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 


Washington  State  Society  of  Anes- 
thesiologists— Quarterly.  Seattle. 

Annual  Meeting,  Sept.  13,  1969. 
Pres.,  Richard  L.  Pokorny,  Spokane 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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Indications:  For  the  treatment  of  trichomoniasis  in 
both  male  and  female  patients  and  the  sexual  part- 
ners of  patients  with  a recurrence  of  the  infection 
provided  trichomonads  have  been  demonstrated  by 
wet  smear  or  culture. 

Contraindications:  Evidence  of  or  a history  of  blood 
dyscrasia,  in  patients  with  active  organic  disease  of 
the  central  nervous  system,  and  the  first  trimester 
of  pregnancy. 

Warnings:  Use  with  discretion  during  the  second 
and  third  trimesters  of  pregnancy  and  restrict  to 
patients  not  cured  by  topical  measures.  Flagyl  (me- 
tronidazole) is  secreted  in  the  breast  milk  of  nursing 
mothers;  it  is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been  reported 
during  Flagyl  use;  total  and  differential  leukocyte 
counts  are  recommended  before  and  after  treat- 
ment with  the  drug,  especially  if  a second  course  is 


necessary.  Avoid  alcoholic  beverages  during  Flagyl 
therapy  because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  There  is  no  ac- 
cepted proof  that  Flagyl  is  effective  against  other 
organisms  and  it  should  not  be  used  in  the  treat- 
ment of  other  conditions.  Exacerbation  of  monilia- 
sis may  occur. 

Adverse  Reactions:  Nausea,  headache,  anorexia, 
vomiting,  diarrhea,  epigastric  distress,  abdominal 
cramping,  constipation,  a metallic,  sharp  and  un- 
pleasant taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a sudden  over- 
growth of  Monilia,  exacerbation  of  vaginal  monilia- 
sis, an  occasional  reversible  moderate  leukopenia, 
dizziness,  vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extremity, 
fleeting  joint  pains,  confusion,  irritability,  depres- 
sion, insomnia,  mild  erythematous  eruptions,  “weak- 


Flagyl 

brand  of 

metronidazole 

simplifies 

vaginitis 
therapy 


The  effectiveness  of  Flagyl  in  Trichomonas  vaginalis  vaginitis  has 
been  so  constant  that  use  of  less  effective  agents  would  seem  to  invite 
unnecessary  failures.  ■ The  simplicity,  completeness  and  persistence 
of  cures  with  Flagyl  qualify  it  as  the  logical  first  therapeutic  choice  in 
trichomona!  infections. 


Ten-day  treatment  with  Flagyl  oral  tablets  has  replaced  a multitude 
of  untidy  douches,  powders,  creams  and  jellies. 

Flagyl  is  the  only  medication  available  that  is  able  to  reach  all  the 
crypts,  glands  and  cavities  of  the  female  urogenital  system  as  well 
as  reservoirs  of  reinfection  in  male  trichomonas  carriers. 

Flagyl  eradicates  resistant,  deep-seated  invasions  of  Trichomonas 
vaginalis  and  consistently  produces  cure  rates  above  90  per  cent  and 
often  as  high  as  100  per  cent  in  large  series  of  patients.  When  the 
diagnosis  is  positive,  Flagyl  is  positive. 


complete 
lasting 


ness,"  urticaria,  flushing,  dryness  of  the  mouth, 
vagina  or  vulva,  vaginal  burning,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dyspareunia, 
fever,  polyuria,  incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and  darkened 
urine  have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  abdominal 
distress,  nausea,  vomiting  or  headache  if  alcoholic 
beverages  are  consumed.  The  taste  of  alcoholic 
beverages  may  also  be  modified. 

Dosage  and  Administration:  In  the  Female.  One 
250-mg.  tablet  orally  three  times  daily  for  ten  days. 
Courses  may  be  repeated  if  required  in  especially 
stubborn  cases;  in  such  patients  an  interval  of  four 
to  six  weeks  between  courses  and  total  and  differ- 
ential leukocyte  counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts  of 
500  mg.  are  available  for  use,  particularly  in  stub- 
born cases.  When  the  vaginal  inserts  are  used,  one 


500-mg.  insert  is  placed  high  in  the  vaginal  vault 
each  day  for  ten  days  and  the  oral  dosage  is  reduced 
to  two  250-mg.  tablets  daily  during  the  ten-day 
course  of  treatment.  Do  not  use  the  vaginal  inserts 
as  the  sole  form  of  therapy.  In  the  Male.  Prescribe 
Flagyl  only  when  trichomonads  are  demonstrated 
in  the  urogenital  tract,  one  250-mg.  tablet  two  times 
daily  for  ten  days.  Flagyl  should  be  taken  by  both 
partners  over  the  same  ten-day  period  when  it  is 
prescribed  for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  250  mg. 

Vaginal  inserts  . . .500  mg. 


G.  D.  SEARLE  & CO. 

Research  in  the  Service  of  Medicine 
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No  Hepatitis  in  Over 
12  Years  of  Use 

Plasmanate 


Plasma  Protein  Fraction 
(Human),  5%,U.S.P 

An  alternative  to  stored  pooled  plasma 


PLASMANATE® 
Plasma  Protein  Fraction 
(Human),  5%,  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

'Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na-IIOmEqL 
Cl  - 50  rnEq  L 
K -0.25  mEqL 

Na— 154  rnEq  L 
Cl  -124  rnEq  L 
K — .03  to  .05  rnEq  L 

Na— 142  rnEq  L S 

Cl -103  mEqL 
K - 5 rnEq  L 

Plasma 

Proteins 

Present 

Albumin  —88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  —57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 
Gamma  Globulin— 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4Vz% 

Plasmanate  is  available  in  50  ml.  vials  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  sets. 


World  Leader  in  Human  Plasma  Fractions 
CUTTER  Jla^osicUosued.,  Inc.,  Berkeley,  Calif.  94710 
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laboratory  service 
from  Upjohn? 


If  you  share  the  increasing  concern  about  laboratory 
reliability,  you'll  be  interested  in  LABORATORY  PRO- 
CEDURES. A separate  division  of  The  Upjohn  Com- 
pany, it  is  planned  to  eventually  encompass  a 
national  network  of  regional  laboratories.  The  first 
regional  center  is  now  serving  physicians  in  thewestern 
states. 

No  laboratory  is  perfect.  But  the  Laboratory  Procedures 
approach  is  a big  step  in  the  right  direction.  Why? 
Because  Laboratory  Procedures  starts  with  a qualified 
professional  and  technical  staff.  Utilizes  advanced 
instrumentation  and  sophisticated  procedures.  Em- 
phasizes computer-assisted  automated  analysis  wher- 
ever possible.  And  builds  in  quality  control  through- 
out. 


One  result  is  the  attainment  of  high  standards  in  re- 
producible accuracy.  Another  is  the  efficiency  in  per- 
formance of  clinically  meaningful  group  tests  which 
help  make  the  private  practice  of  preventive  medicine 
more  practical. 

Ready  to  serve  you  and  your  patients 

Laboratory  Procedures  offers  you  a functional,  easy-to- 
use  system  for  collecting  samples,  ordering  tests,  and 
submitting  specimens  by  mail  for  a wide  line  of  pro- 
cedures. And  billing  is  specific  by  test  and  patient — - 
no  minimums,  maximums  or  contract. 

Put  the  scientific  experience  and  research  orientation 
of  Upjohn  to  work  on  your  laboratory  needs  now. 
Write  for  more  information:  Department  A, 


upM"-  LABORATORY  PROCEDURES 


Division  of  The  Upjohn  Company 

P.O.  Box  6000,  Inglewood,  California  90301 


SM  (Service  Mark)  and  ©1968,  The  Upjohn  Company 
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^ s 
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WESTCOTT  & 
DUNNING,  INC 
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The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 


Baltimore,  Maryland  21201 
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Picture  of 
painful  myositis 


treated  with 
Parafon  Forte V 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain- spasm  feedback 

by  providing : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1,2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. . .but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precaution 
Exercise  caution  in  patients  with  known  allergies  or  history  ( 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  suj 
gestive  of  liver  dysfunction  are  observed,  the  drug  should  1! 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizzines 
lightheadedness,  malaise,  overstimulation  or  gastrointestin: 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashe 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylact 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  po. 
sibly  have  been  associated  with  gastrointestinal  bleeding.  Whi  | 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  pro< 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxicit 
in  approximately  eighteen  patients,  it  was  not  possible  to  sta' 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adu< 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablet 
imprinted  “McNEIL”  — bottles  of  100. 


References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  J^:31| 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  I 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Rot  j 

J.  L.  A.,  ct  al .:  Gastroenterology 
1963.  4.  Berman,  H.  H.,  et  al.:  Dis.  Ner 
Syst.  25 : 430,  1964.  5.  Friend,  D.  G.:  Cli 
Pharmacol.  Ther.  5:871,  1964. 
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MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression,  letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Could  You  Identify  Your  Books? 

Seattle,  Washington 

Editor,  northwest  medicine: 

If  you  would  urge  your  readers  to  personally 
identify  the  various  medical  books  and  catalogues 
that  are  kept  in  their  offices,  it  would  assist  law 
enforcement  agencies  not  only  in  returning  these  ex- 
pensive publications  if  stolen  and  recovered,  but 
would  also  help  pinpoint  areas  where  some  of  these 
people  are  active.  It  could  be  of  value  in  obtaining 
convictions  of  both  burglars  and  narcotic  addicts 
who  are  victimizing  the  doctors’  offices. 

I should  like  to  request  that  all  your  readers  help 
us  by  actively  joining  in  this  program  by  placing 
their  name,  office  address,  city  and  phone  number 
in  the  locations  given  below.  All  books  such  as  the 
Physicians’  Desk  Reference,  March  Manual,  drug 
identification  books,  etc.  would  have  to  be  marked. 
The  marking  could  be  either  a rubber  stamp  or  hand 
written  and  would  be  put  on  the  inside  front  and 
rear  covers,  also  on  page  13.  These  would  be  used 
as  standard  locations  by  all  concerned.  The  time 
used  to  complete  this  task  could  be  returned  many 
times  over  in  returned  property. 

Sincerely, 
DET.  E.  TURNER 

Burglary  and  Theft  Unit 
The  City  of  Seattle 
Department  of  Police 


Timber  Shortage  Report  Untrue 

Tacoma,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I was  surprised  to  note  the  comment  on  page  619 
of  the  July  ’69,  Northwest  Medicine  that  use  of 
wood  in  house  construction  may  be  on  the  way 
out— because  we  are  running  out  of  timber. 

This  is  so  contrary  to  current  information  in  the 
forestry  industry  that  I have  rechecked  actual  pro- 
duction statistics  and  find  the  facts  to  be  a bit 
different. 

Timberlands  in  the  U.S.  today— both  private  and 
government  owned  are  producing  more  trees  than 
are  being  cut.  The  Weyerhaeuser  intensified  forestry 

continued  on  page  816 


Henry  V,  too, 
suffered  anorectal  pain. 

Henry  V,  hero  of  Agincourt,  suffered  severe 
anorectal  pain  due  to  a fistula  in  ano,  for 
which  the  folk  remedies  and  nostrums  of  the 
day  provided  little  relief.1 

Among  the  most  common  afflictions  of  man, 
anorectal  disorders  affect  seven  out  of  ten 
adults  at  some  time  during  their  lives. 

I Banov  L : South.  M.  J . 57:  32B-33I  tMarchl  1964. 


for  symptomatic  relief  of  initial 
inflammatory  anorectal  distress . . . 

Anusol-HC 

hemorrhoidal  suppositories  with  hydrocortisone 

one  suppository  morning  and 
evening  for  3 to  6 days 


Each  Anusol-HC  suppository  contains  bismuth  suhgallate,  2.25*2  ; 
bismuth  resorcin  compound,  1.75*2;  benzyl  benzoate,  1.2*2; 
Peruvian  balsam.  1.8*2;  zinc  oxide.  11.0*2;  boric  acid,  5.0*2  ; and 
hydrocortisone  acetate,  10  mg.,  plus  the  following  inactive  ingredi- 
ents: bismuth  subiodide,  calcium  phosphate.  *hite  wax  and  color- 
ing in  a cacao  butter  and  hydrogenated  vegetable  oil  base. 


Precautions:  Prolonged  use  of  Anusol-HC  might  produce  systemic 
corticosteroid  effects.  Symptomatic  relief  should  not  delay  de- 
finitive diagnosis  or  treatment. 
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continued  from  page  815 

program  will  increase  sustained  yield  by  1/3.  Other 
private  timber  managers  are  using  similar  forestry 
improvment  programs.  State  and  Federal  forestry 
programs  are  starting  to  improve  their  yield  also,  so 
timber  future  in  not  that  dismal. 

Where  we  are  in  danger  of  running  out  of  timber 
is  on  government  controlled  lands  which  must  be 
managed  under  intensified  forestry  principles  to  pre- 
vent a potential  future  shortage. 

Incidentally,  the  federal  government  owns  60  per- 
cent of  the  nation’s  commercial  timber  and  con- 
tributes 30  percent  of  timber  harvested.  Private 
ownership  amounts  to  25  percent  and  contributes 
36  percent  of  forest  harvest. 

Timber  products  constitute  10-15  percent  of  cost 
of  housing.  Plywood  prices  are  now  less  and  other 
lumber  prices  about  the  same  as  1967  levels,  so 
the  present  housing  shortage  and  increasing  costs 
is  not  due  primarily  to  lumber.  The  shortage  is 
mainly  caused  by  two  government  policies: 

1.  Those  contributing  to  high  interest  rates  which 
make  mortgages  difficult  to  get,  and 

2.  Auction  selling  of  government  timber  at  higher 
prices  than  current  market  price  for  lumber. 

These  are  forcing  many  mills  to  shut  down  and 
coincidentally  encourage  builders  to  look  for  substi- 
tute materials.  It  is  not  a basic  lack  of  timber  that 
is  creating  present  housing  problems. 

Sincerely  you~s, 

C.  M.  MC  GILL,  M.D. 

Corporate  Medical  Director 
The  Weyerhaeuser  Company 

Portland,  Oregon 

Editor,  NORTHWEST  medicine: 

Congratulations  on  the  clearest  statement  I have 
heard  yet  for  a broad  audience  on  an  important  but 
confused  and  confusing  subject— the  trials  of  clinical 
pathology  in  general  and  of  the  College  of  American 
Pathologists  in  particular.  I am  referring  to  your 
editorial  “The  Laboratory  Question”  in  the  issue  of 
July  1969.  Your  final  direction— that  we  need  to 
settle  a question  of  the  ethics  of  our  profession— is 
true  and  exigent. 

You  specify  the  most  important  question  as  that 
of  the  discrepancy  between  the  rates  paid  by  a 
physician  to  a laboratory  and  those  paid  to  him  by 
patients  for  the  same  work-in  other  words,  physician 
mark-up.  I trust  that  we  can  all  see  the  evil  in  that 
and  I regret  that  such  an  apparently  simple  question 
should  require  so  much  effort  in  the  settling.  I think 
the  real  crux  is  a little  more  subtle  and  you  mention 
it  in  your  previous  paragraph.  You  state  what,  for 
a laboratory,  is  and  what  is  not  the  practice  of 
medicine  with  two  examples.  I have  a difference  of 


conclusion  with  you  about  one  of  them— a difference 
which,  though  basic,  may  occur  only  to  a pathologist. 

I submit  that  a physician  in  whose  laboratory  a 
test  is  run,  but  who  does  not  see  the  patient,  may 
well  be  practicing  medicine.  I cannot  argue  that 
the  performance  of  a blood-cell  count  requires  a 
medical  degree.  And  I do  not  believe,  as  some  of 
my  colleagues  do,  that  all  reports  leaving  the  labora- 
tory need  to  be  seen  by  a pathologist.  The  impor- 
tance of  a medical  degree  in  the  laboratory  is  more 
fundamental  than  is  so  indicated. 

The  purpose  of  the  person  of  the  clinical  patholo- 
gist is  to  enable  laboratory  scientists  and  clinicians 
to  give  each  other  continually  better  relevant  infor- 
mation; the  ultimate  objective  is  better  patient  care. 
What  he  must  do  is  administrate  his  system  so  that 
problems  and  results  of  certain  types  bring  certain 
reactions  in  his  staff;  these  will  include  checking 
and  consultation  within  and  outside  of  the  lab.  These 
reactions  may  involve  him  directly  but  not  neces- 
sarily, although  they  are  always  referable  to  him. 
He  must  enforce  other  sorts  of  quality  controls  too, 
one  of  which  is  feedback  from  physicians;  this  re- 
quires rapport  as  well  as  medical  experience.  He 
must  organize  masterfully  and  this  requires  dele- 
gation. 

As  you  note,  the  pathologist  is  not  absolutely 
vital  to  the  clinical  laboratory;  some  labs  do  a vigor- 
ous business  without  him.  And  a pathologist-run 
lab  is  not  necessarily  the  better  for  his  presence; 
some  pathologists  abdicate  their  responsibilities  sim- 
ply by  foregoing  this  kind  of  follow-through  and 
interpretation  in  favor  of  volume  business.  But  be- 
cause of  his  supervision  and  generally  because  of 
his  sense  of  responsibility  the  results  are  likely  to  be 
better  when  a pathologist  runs  the  lab. 

You  compare  the  activities  of  a nurse  with  those 
of  a laboratory  technician  and  conclude  that  neither 
practices  medicine.  I agree  with  your  conclusion 
but  I add  that  as  the  clinician  sometimes  practices 
medicine  in  absentia  via  orders  to  the  nurse,  so  does 
the  pathologist  through  his  agent,  the  technician. 

My  practice  consists  largely  of  anatomical  pathol- 
ogy. I rarely  see  live  patients  professionally  and 
then  rather  for  my  own  educational  purposes.  But 
it  is  important  to  me  that  I have  the  opportunity 
to  examine  or  question  the  patient;  I frequently  con- 
sult lengthily  with  referring  physicians.  Who  will 
deny  that  either  the  performance  of  an  autopsy  or 
the  examination  and  diagnosis  of  surgical  tissues  is 
the  practice  of  medicine? 

It  is  true  we  pathologists  often  lack  personal  pa- 
tient contact,  but  that  is  not  the  question.  The 
laying-on  of  hands  does  not  define  the  practice  of 
medicine.  Consideration  for  the  well-being  of  people 
combined  with  legitimate  scientific  and  clinical  train- 
ing comes  closer  to  it. 

NELSON  R.  NILES,  M.D. 
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FACT  C.  LEGEND 


WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


IS  APPROXIMATELY  ONE 
HALF  THAT  OF  OTHER  LEAD- 
INS  APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
IN  LONGTERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety ...  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indicafions:  Ambar 
" suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 

details.  a.  h.  robins  company,  d.U.nnRINK 

RICHMOND,  VA.  23220  n H I/UDII3IJ 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  often  a clear  indication  for 

Mellaril 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Skin— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single  A 
case  described  as  parotid  swelling.  /\^\ 

SANDOZ  PHARMACEUTICALS,  HANOVER,  N ,J.  SANDOZ  69-384 


Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


^oiMetwnd  ScmpUtt 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISlOh 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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If  you  could  put  Tarey  ton’s 
charcoal  filter  on  your  cigarette, 
you’d  have  a better  cigarette. 


Activated 
charcoal  filter. 


i M*  t dmjtxtean  « /o&rei*  C^rryuxf^ 


But  not  as  good 
as  a Tarey  ton. 


That's  why  us  Tarey  ton  smokers 
would  rather  fight  than  switch ! 


100’s  or  king  size. 


820 

Northwest  Medicine,  September,  1969 


NOTES: 

No  cancer  transmission  by  anti- 
viral vaccines.  FDA  regulations 
prohibit  use  of  continuously  growing 
cell  strains  in  producing  vaccines 
on  the  grounds  that  malignant 
changes  might  develop  after  pro- 
longed growth.  Research  in  labora- 
tories of  Eli  Lilly  and  Company 
used  malignant  cells  from  mouse, 
rat,  and  hamster  cancers  on  which 
to  grow  cultures  of  German  measles, 
pseudorabies,  and  Herpes  simplex 
viruses.  The  vaccines  produced 
from  these  cultures  did  not  trans- 
mit malignancy  to  susceptible 
animals. 

Inventories  down.  Independent 
retailers  and  wholesalers  are  not 
buying  and  their  inventories  are 
being  scaled  down.  Report  is  from 
the  National  Federation  of  Inde- 
pendent Business  and  based  on 
reports  from  66,816  respondents. 
Maybe  it  will  be  a long  cold  winter 
after  the  long  hot  summer. 

Medical  School  and  College  of 
Pharmacy  to  expand.  Entering  classes 
of  University  of  Washington  School 
of  Medicine  will  expand  from  78  to 
125,  and  classes  of  the  College  of 
Pharmacy  from  72  to  92,  when  grant 
supported  construction  is  completed. 
Grant  of  $8,353,560  has  been  an- 
nounced by  NIH.  The  money  will  be 
used  to  construct  additions  to  the 
present  Health  Sciences  Building 
at  UWSM. 

Hassle  not  over.  In  May  the 
Upjohn  Company  filed  suit,  in 
Federal  District  Court  in  Michigan, 
to  enjoin  the  FDA  from  removing 
their  Panalba  from  the  market.  Ap- 
proval had  been  withdrawn  summarily 
and  without  hearing.  In  decision 
favorable  to  Upjohn  the  judge  said 
FDA  could  not  refuse  to  certify 
batches  of  Panalba  except  for 
failure  to  comply  with  existing 
technical  specifications.  Upjohn 
was  then  requested  to  offer  analysis 
and  explain  theory.  They  requested 


extension  of  time,  in  order  to 
permit  assembly  of  material  but 
were  denied.  Early  last  month  they 
reported  they  had  been  denied  ac- 
cess to  reports  on  which  FDA  action 
had  been  based  and  were  denied 
opportunity  to  examine  FDA  personnel 
and  physicians  who  issued  adverse 
statements . 

It's  unethical  and  illegal,  in 
Great  Britain  and  Canada,  for  a 
lawyer  to  take  a malpractice  case 
on  contingency  basis.  Suits  with- 
out merit  are  rarely  filed. 

Prisoners  who  volunteered  for 
a study  of  malaria  treatment  didn't 
always  understand  everything  they 
had  been  told  about  risks  when 
checked  later  by  a team  in  Kansas 
City.  They  said  they  volunteered 
for  altruism  or  for  money  but  the 
investigators  concluded  that  they 
had  done  so  for  prestige  in  the 
inmate  group. 

Young  alcoholics  (under  50) 
present  a picture  of  human  beings 
in  despair.  They  suffer  from  lone- 
liness and  frustration,  poverty, 
loss  of  jobs,  and  broken  homes. 

Of  50  fathers  of  young  alcoholics, 

28  were  alcoholics.  The  study  was 
done  in  Australia. 

Hashish  has  had  its  influence 
on  millions  of  persons,  over  cen- 
turies, according  to  A.  H.  Douth- 
waite  in  Guy's  Hospital  Gazette, 
April  12,  1969.  In  concluding  his 
published  address  he  says,  "Though 
of  limited  value  in  medicine,  I hope 
that  you  will  not  feel  your  time  has 
been  wasted  in  listening  to 
this  account  of  a drug  which  shares 
the  distinction  with  wine  of  being 
the  oldest  known  intoxicant.  A 
plant  which  gave  pleasure  to  Helen 
of  Troy,  caused  the  massacre  of 
thousands,  clothed  and  hanged  count- 
less citizens,  nourishes  canaries 
and  which  obtains  for  misguided  man 
the  delights  of  the  Arabian  Nights, 
Omar  Khayyam  and  Walt  Disney,  is  at 
least  worthy  of  your  attention." 

H.L.H. 
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heavenly  relief 
for  unearthly  cough 


ARTR 


Benyliii 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BEN  Y LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


410R69 


Bronkometer  tBE  twist 

(isoetharine  0.6%;  phenylephrine  HCI  0.125%;  thenyldiamine  HCI  0.05%)  I press 

> relief 

fast,  potent  bronchodilation  and  decongestion 

helps  arrest  attacks  before  they  reach  nightmare  pro- 
portions . . . makes  future  attacks  less  feared. 


COMPOSITION:  Each  ml  of  solution  supplies  at  the  mouthpiece  20  metered 
doses  of  350  meg  isoetharine  methanesulfonate  (0.6%),  70  meg  phenyl- 
ephrine HCI  (0.125%)  and  30  meg  thenyldiamine  HCI  (0.05%)  with  sac- 
charin and  menthol  plus  fluorochlorohydrocarbons  as  inert  propellants. 
Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  The  average  dose  is  one  or  two  inhalations.  Occa- 
sionally, more  may  be  required.  It  is  important,  however,  to  wait  one  full 
minute  after  the  initial  one  or  two  inhalations  in  order  to  be  certain  that 
another  is  necessary.  In  most  cases,  inhalations  need  not  be  repeated  more 
often  than  every  four  hours,  although  more  frequent  administration  may  be 
necessary  in  severe  cases. 

PRECAUTIONS:  Although  Bronkometer  is  relatively  free  of  toxic  side  effects, 
too  frequent  use  may  cause  tachycardia,  palpitation,  nausea,  headache, 
changes  in  blood  pressure,  anxiety,  tension,  restless- 
ness,  insomnia,  tremor,  weakness,  dizziness  and  LiiiiLLLJ  BREON 


excitement  as  is  the  case  with  other  sympathomimetic  amines.  Bronko- 
meter should  not  be  administered  along  with  epinephrine  or  other  sympa- 
thomimetic amines  as  such  drugs  are  direct  cardiac  stimulants  and  may 
cause  excessive  tachycardia  They  may,  however,  be  alternated  if  desired. 
Dosage  must  be  carefully  adjusted  in  patients  with  hyperthyroidism,  hyper- 
tension, acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve 
and  in  individuals  sensitive  to  sympathomimetic  amines,  since  overdosing 
may  result  in  tachycardia,  palpitation,  nausea,  headache  or  epinephrine- 
like side  effects. 

HOW  SUPPLIED:  Bronkometer  tpr  10  ml  Refill  with  Actuator  (Code  No.  1 184); 
Bronkometer  tpr  10  ml  Refill  only  (Code  No.  1183);  Bronkometer  10  ml  Vial 
with  Oral  Nebulizer  (Code  No.  1193);  Bronkometer  20  ml  Vial  with  Oral 
Nebulizer  for  desk  or  bedside  (Code  No.  1182). 

LABORATORIES  INC.,  90  Park  Avenue,  New  York,  New  York  10016 
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TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Write  for  sample. 


me  uuuuie 

with  his  stomach 
may  be 
what’s  on 
his 
mind. 


rvuipcA  ueips  xeiievt;  uuui  nit;  piiysicm  aiiu  tuiiuLiunai  tustress. 


The  patient  in  your  waiting  room  who 
complains  of  vague  physical  symptoms 
could  be  reacting  to  the  emotional 
strain  of  daily  living.  All  too  often  a 
“stomach-ache”  disguises  underlying 
tension  and  anxiety. 

Adipex  can  help  these  patients  by 
relieving  symptoms  of  mild  anxiety- 
depression  and  controlling  tension- 
induced  GI  hyperactivity.  It’s  ideal  for 
short-term  management. 


Brief  Summary:  Dosage:  One  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects:  Insomnia  and  excitability  occur 
infrequently  and  usually  respond  to  decrease  in 
dosage.  Other  side  effects  include  central 
excitatory  symptoms  such  as  restlessness, 
increased  reflexes  and  irritability  or 
cardiovascular  reactions  such  as  alterations  in 
blood  pressure,  chilliness,  sweating,  anginal 
pain  and  arrhythmias. 

Precautions:  Discontinue  use  if 

rapid  pulse,  dizziness  or  blurring  of 
vision  occurs. 

Contraindications:  Coronary 
or  cardiovascular  disease, 
hypertension, 
hyperthyroidism, 
hyperexcitable  or 
psychotic  states, 
increased  intraocular 
pressure  or  glaucoma, 
or  sensitivity, 
idiosyncrasy  or 
habituation  to  any  of 
the  components. 

How  Supplied: 

Bottles  of  100  and  1000 
tablets  or  capsules. 
Caution:  Federal 
law  prohibits 
dispensing  without 
prescription. 


Adipex 

Ty-Med 

Each  tablet  or  capsule 
contains: 


Methamphetamine 
hydrochloride  10  mg. 
Amobarbital  50  mg. 
(Warning:  May  be  habit 
forming) 

Homatropine 
methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon 
brand  of  timed-release 
medication. 

Lemmon 

Pharmacal  Company, 

Haack  Laboratories, 
Sellersville,  Pa.  18960 


® 1969  LEMMON 


I1UW 

he  can 
cope*** 


thanks  to 


SODIUM® 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness— the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (34  gr.)  to  30  mg.  [}/2  gr-)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  {M  gr.), 

30  mg.  (A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (H  gr.),  30  mg.  {]/2  gr.). 

( MCNEIL  ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


**  <-  * 


i the  inside  stor 
1 of  a new  antaci 
formulation... 

with  consistent  buffering  you  can  measure 


consistently  scored  high  in  degree  and 
duration  of  intragastric  buffering 

Employing  aspiration  of  gastric  juice,  indwelling  electrode, 
and/or  Heidelberg  telemetering  capsule  techniques,*  studies 
involving  79  subjects  with  or  without  proven  peptic  ulcer  dis- 
ease compared  intragastric  buffering  capacity  of  Gelusil-M 
and  1 or  the  other  or  both  of  2 leading  ethical  antacids,  using 
comparable  doses.* 


Mean  duration  of  buffering  action  above  pH  3.5* 

Gelusil-M,  29.8  mean  minutes  (range:  18.0-51.8  minutes). 
Antacid  A,  24.6  mean  minutes  (range:  6.3-48.0  minutes). 
Antacid  B,  23.3  mean  minutes  (range:  5.9-50.0  minutes). 

Mean  duration  of  buffering  action  above  pH  5.0* 

Gelusil-M,  23.2  mean  minutes  (range:  14.3-43.9  minutes). 
Antacid  A,  10.1  mean  minutes  (range:  6.7-12.2  minutes). 
Antacid  B,  16.3  mean  minutes  (range:  8.0-24.2  minutes). 


All  three  antacids  raised  the  pH  above  3.5,  an  accepted  cri- 
terion for  antacids.  The  amount  of  time  above  this  pH  helps 
to  characterize  the  buffering  activity  of  an  antacid.  While  it 
is  not  implied  that  a direct  therapeutic  correlation  exists, 
these  techniques  do,  however,  objectively  demonstrate  the 
buffering  characteristics  of  this  new  antacid  in  terms  of  onset 
of  action,  peak  pH,  duration  of  buffering  action. 

Mean  peak  pH* 

Gelusil-M,  mean  peak  pH  6.6  (range:  5.6-7. 8). 

Antacid  A,  mean  peak  pH  5.5  (range:  4.2-7.5). 

Antacid  B,  mean  peak  pH  5.5  (range:  4.4-6.3). 


Onset  of  action* 

In  speed  of  intragastric  buffering  action,  Gelusil-M,  Antacid  A, 
and  Antacid  B were  consistently  rapid  and  not  measurably 
different. 

’References:  Antacid  studies,  data  on  file,  Warner-Chilcott  Laboratories  Division 

Sabs® S7"* 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate,  250  mg.  aluminum  hydroxide 
(Warner-Chilcott),  200  mg.  magnesium  hydroxide 

U.S.  Patent  No.  3,326,755 

a consistent  buffering  anticostivet  antacid 

t Avoids  constipation.  _ , . . . 

See  next  page  tor  prescribing  information  ► 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patientJ 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Pleasant  mint  flavor. .. ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


Label  as  to  Content 

Sir  William  Osier  is  credited  with  popularizing 
the  observation  that  man  distinguishes  him- 
self from  the  rest  of  the  animal  kingdom  by  his 
propensity  to  consume  medicines.  Equally  re- 
markable is  his  tendency  to  do  so  without  regard 
to  knowing  what  the  medicine  is— or  in  many 
instances,  even  an  awareness  of  its  name  or  its 
purpose.  Unbelievable— perhaps;  but  neverthe- 
less, true. 

At  least  partly  responsible  for  pushing  the 
magic  nostrum  approach  stands  the  physician 
of  yesteryear.  Just  as  well,  for  he  had  little  in 
the  way  of  facts  to  do  otherwise.  Times  have 
changed.  The  rationale  for  much  of  drug  therapy 
is  on  the  scene;  more  facts  are  emerging;  we 
don’t  need  to  retain  the  shroud  of  secrecy.  So 
too,  our  patients  are  becoming  increasingly 
sophisticated.  One  way  to  make  sure  is  to  share 
with  them  the  details  of  drug  therapy.  Not  neces- 
sarily an  elaborate  chalk  talk,  but  a straightfor- 


ward statement  of  explanation  plus  a written  re- 
minder of  critical  details.  And  a good  conveyer 
of  these  details  as  well  as  your  confidence  in 
your  patient  to  appreciate  them  is  to  have  the 
resultant  prescription  “labeled  as  to  content.” 
Many  individual  physicians  and  their  profes- 
sional socities  including  the  American  Medical 
Association  endorse  this  approach. 

As  noted  elsewhere,  in  this  issue  Cavens  also 
espouses  this  technique.  But  when  he  tried  it 
something  went  amiss.  Instead  of  being  labeled 
as  to  content  as  requested,  he  found  many  pre- 
scriptions carried  only  patient  instructions— 
sometimes  incorrectly.  At  this  point,  Dr.  Cavens 
instead  of  flailing  about  in  a shouting  and  name- 
calling contest,  decided  to  quantify  the  data  on 
which  he  was  basing  his  opinion.  Read  how 
he  went  about  it— and  the  startling  results!  No 
doubt  now  exists;  the  results  call  for  action— 
and  soon! 

Once  again  the  perceptive  practitioner  demon- 
strates convincingly  how  he  too  was  around 
when  the  cortical  cells  were  passed  out.  ■ 

W.O.R. 


A bortion  — Social  Delivery? 

Dear  Dr.  Jones: 

Miss  Eudora  Doe  has  asked  that  I forward  you  a summary 
of  her  treatment  under  my  care. 

After  hospitalization  and  appropriate  consultation, 
therapeutic  abortion  by  intra-amniotic  saline  was  done. 

The  amniocentesis  was  uneventful  and  products  of  conception 


were  spontaneously 


The  typical  “California  abortee”  is  single, 
Caucasian,  a primigravida,  22  years  old,  10 
weeks  pregnant  and  “mentally  ill.”  Five  states 
and  the  District  of  Columbia  now  permit  thera- 
peutic abortions  if  the  physical  or  mental  health 
of  the  mother  is  in  danger.  In  1968,  3,775 
therapeutic  abortions  were  performed  in  Cali- 
fornia. Few  were  for  physical  health  reasons; 
some  were  for  rape  and  incest.  The  remaining 
86.8  percent  were  performed  for  psychiatric  and 
mental  health  reasons.  Of  the  41,496  abortions 
legally  documented  in  England  and  Wales  dur- 
ing 1968,  the  greatest  number— 29,945— were  also 
performed  because  of  “risk  to  physical  or  mental 
health  of  the  woman.” 


27  hours  . . . 

Malthus  Smith,  M.D. 

Hollywood 

Utilization  of  any  abortion  legislation  develops 
according  to  demands  of  individual  patients  and 
families,  and  the  decisions  of  physicians  and 
hospital  medical  staffs.  Are  physicians  and  hos- 
pitals prepared  to  abort  any  woman  merely  be- 
cause she  doesn’t  want  to  be  pregnant?  Or  be- 
cause it  is  allowed  by  state  law?  Although 
guidelines  have  been  developed  by  numerous 
professional  groups,  many  feel  they  are  not  al- 
ways applicable  in  individual  circumstances 
by  the  practicing  physician  or  hospital  thera- 
therapeutic  abortion  committee.  Furthermore,  if 
the  major  considerations  involve  inferred  social, 
economic  and  mental  health  “risks”,  should  they 

continued  on  page  897 
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Darvon* 

Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 


Sequels  to  Chloramphenicol  Aplastic  Anemia: 

Acute  Leukemia  and  Paroxysmal  Nocturnal  Hemoglobinuria 

ARTHUR  J.  SEAMAN,  M.D.,  Portland,  Oregon 

With  adequate  treatment,  some  patients  suffering  aplastic 
anemia  after  chloramphenicol  are  recovering  but  a few  have  de- 
veloped acute  leukemia  or  paroxysmal  nocturnal  hemoglobinuria. 

Probably  both  complications  represent  somatic  mutations  occur- 
ring during  the  intense  mitotic  activity  necessary  to  repopulate 
the  pathologic,  empty  marrow  spaces.  By  special  techniques  it  is 
possible  to  identify  two  leukocyte  populations  in  the  leukemia  pa- 
tients and  two  erythrocyte  populations  in  those  with  hemoglobi- 
nuria. Two  cases  are  reported.  One  had  paroxysmal  nocturnal 
hemoglobinuria  and  the  other  died  of  acute  leukemia. 


Bithell  and  Wintrobe  recently 
opened  their  consideration 
of  drug  induced  aplastic  anemia 
with  the  statement  “It  is  pos- 
sible that  aplastic  anemia  caused 
by  natural  substances  or  crude 
chemicals  has  been  one  of  the 
causes  of  ill  health  for  centuries. 
However,  the  disorder  became 
prevalent  only  with  the  advent 
of  synthetic  organic  chemicals 
and  drugs;  . . -”1 

Aplastic  anemia  has  an  omin- 
ous prognosis.  However,  about 
half  of  children  with  aplastic 
anemia  respond  to  therapy 
using  testosterone  plus  syner- 
gistic doses  of  corticoids.2  Sub- 
sequent publications  have  indi- 
cated that  oxymetholone  may 
be  an  even  more  potent  thera- 
peutic agent  for  aplastic  ane- 
mia.34 A number  of  reports  have 
now  appeared  in  the  literature 
indicating  that  even  recovery 
from  aplastic  anemia  may  be 
complicated  by  development  of 
additional  disease  processes,  as 
illustrated  in  the  two  cases  re- 
ported in  this  article.5-0 


CASE  REPORTS 

Case  1.  An  8 year  old  girl  de- 
veloped symptoms  of  upper  res- 
piratory infection  in  early  March, 
1961.  She  was  treated  with  chlor- 
amphenicol and  promptly  develop- 
ed urticaria.  The  drug  was  discon- 
tinued. She  had  received  chlor- 
amphenicol six  months  previously 
without  incident.  In  late  March 
she  began  to  develop  petechiae 
and  purpura.  By  May  29,  1961, 
she  exhibited  mild  pallor  and  a 
few  petechiae  but  no  other  abnor- 
mality. There  was  no  hepatomeg- 
aly, splenomegaly  or  lymph- 
adenopathy.  Blood  profile  showed 
hemoglobin  8.9  grams,  erythrocyte 
count  2.64  million,  and  leukocyte 
count  3,800.  Eighteen  percent  of 
the  white  cells  were  identified  as 
mature  neutrophils.  There  was  a 
rare  plasma  cell.  No  neoplastic 
leukocytes  appeared  and  no  nuc- 
leated red  cells  were  noted.  Reti- 
culocytes were  0.2  percent  and 
platelets  numbered  53,000  per 
cubic  mm. 

A marrow  specimen  aspirated 
from  the  right  iliac  crest  was  mark- 
edly hypoplastic  with  increased 
numbers  of  mature  plasma  cells 
and  an  occasional  osteoblast  and 
osteoclast,  but  only  one  megakaryo- 
cyte was  observed  on  the  several 
slides  examined. 

On  the  basis  of  these  findings 
I made  a diagnosis  of  aplastic 
anemia  secondary  to  chlorampheni- 
col and  prescribed  methyl  testo- 


sterone Linguets,  60  mg  daily,  and 
prednisone,  15  mg  daily.  As  re- 
corded in  Time  Table,  Case  1, 
there  was  a slow  but  significant 
improvement  in  hematopoiesis  on 
this  regimen.  Side  effects  from  the 
therapy  included  acne,  a low 
pitched  voice,  and  a voracious 
appetite  which  led  to  moderate 
obesity. 

By  October,  1961,  hemoglobin 
and  leukocytes  had  returned  to 
normal  levels  though  some  throm- 
bocytopenia persisted.  Testoster- 
one-prednisone therapy  was  grad- 
ually discontinued.  About  a week 
following  their  discontinuance  she 
had  sudden  onset  of  hemoglobi- 
nuria. Her  erythrocytes  were  dem- 
onstrated to  undergo  acid  hemo- 
lysis and  a diagnosis  of  paroxysmal 
nocturnal  hemoglobinuria  was 
made.  Reticulocytosis  accompanied 
the  increasing  anemia  and  leuko- 
penia. Methyl  testosterone  30  mg 
daily,  and  prednisone,  15  mg  daily, 
were  resumed  and  continued  until 
January,  1962,  when  they  were 
gradually  discontinued.  Return  of 
thrombocyte  count  to  more  normal 
values  continued  and  she  has  been 
asymptomatic  since,  except  for  five 
minor  bouts  of  hemoglobinuria 
each  of  which  occurred  during 
the  course  of  acute  upper  respira- 
tory infections. 

Case  2.  A 14  year  old  girl  de- 
veloped cellulitis  and  lymphangitis 
in  November,  1959.  She  was  treat- 
ed with  chloramphenicol  250  mg 
four  times  daily  for  four  and  one 
half  days.  I was  unable  to  deter- 
mine if  she  had  been  given  chlora- 
mphenicol on  a previous  occasion. 
She  recovered  promptly  from  the 
cellulitis  and  lymphangitis  but  her 


Dr.  Seaman  is  Head  of  the  Division  of  Hematology.  Department  of  Medicine. 
University  of  Oregon  Medical  School 
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mother  stated  that  thereafter  she 
exhibited  slow  healing  of  cuts.  By 
the  fall  of  1960  she  appeared  pale, 
bruised  easily,  and  had  lost  nine 
pounds  in  weight. 

When  first  seen  in  consultation, 
September  16,  1961,  her  gums  ap- 
peared boggy.  There  were  mod- 
erately enlarged  tender  lymph 
nodes  draining  from  the  jaws  but 
otherwise  the  accessible  lymph 
nodes  were  not  palpable  nor  was 
liver  or  spleen  enlargement  de- 
tected. She  exhibited  petechiae 
and  pallor.  Her  blood  findings 
were:  hemoglobin  5.5,  erythrocyte 
count  2.3  million,  leukocyte  count 
1,150  of  which  10  percent  were 
mature  neutrophils,  80  percent 
lymphocytes  and  10  percent  mono- 
cytes. Reticulocytes  were  0.3  per- 
cent and  platelet  count  was  15,000. 
A right  iliac  marrow  aspiration 
was  carried  out.  The  marrow  was 
markedly  hypocellular.  There  were 
occasional  double  nucleated  granu- 
locytic and  erythrocytic  precursors. 
No  megakaryocytes  were  seen. 


There  were  a few  mature  plasma 
cells  and  a modest  number  of  ma- 
ture lymphocytes. 

The  diagnosis  of  aplastic  anemia 
possibly  secondary  to  chloram- 
phenicol idiosyncrasy  was  made. 
Methyl  testosterone  linguets  40  mg 
daily  and  prednisone  15  mg  daily 
were  started  on  September  16.  Her 
erythrocytes  exhibited  considerable 
hypochromia,  and  marrow  iron 
stores  were  reduced.  Accordingly, 
oral  ferrous  sulfate  therapy  was 
started.  The  number  of  red  cells, 
white  cells  and  reticulocytes  all 
increased  significantly  with  ther- 
apy, though  thrombocytopenia 
persisted  (see  Time  Table,  Case 
2).  Because  of  weight  gain  and 
marked  deepening  of  her  voice 
it  was  decided  to  discontinue  ana- 
bolic therapy  in  May,  1962.  There- 
after there  was  a gradual  decline 
in  her  blood  values.  By  December, 
1962,  she  was  again  severely  leu- 
kopenic, reticulocytopenic,  throm- 
bocytopenic and  anemic.  Bone 
marrow  at  this  time  demonstrated 


Time  Table 
Case  1 

Female,  age  8 (1961) 

March  1961  URI— chloramphenicol,  also  prescribed  six  months  pre- 
viously. Hives.  Chloramphenicol  stopped  promptly. 
March  1961  Later.  Petechiae  and  purpura. 

29  May  1961  Mild  pallor. 

Hb  RBC  WBC  Neutro.  Retie.  Platelets 


29 

May 

1961 

8.9 

2.64 

3,800 

18 

0.2 

53,000 

30 

May 

1961 

Methyl  testosterone,  sublingual, 

60  mg  daily,  predni- 

sone 

15  mg  daily. 

8 

June 

1961 

9.2 

3.1 

4,200 

32 

22 

June 

1961 

9.8 

3.4 

3,300 

43 

6 

July 

1961 

10.2 

3.7 

5,300 

34 

20,000 

6 July  1961 
26  July  1961 
26  July  1961 
6 Sept  1961 
6 Sept  1961 
6 Sept  1961 
18  Oct  1961 
18  Oct  1961 
8 Nov  1961 
8 Nov  1961 


1 Dec  1961 
Jan  1962 
8 Aug  1962 
8 Aug  1962 

1962-1966 
13  July  1967 
July  1968 


Marrow,  total  nucleated  cells  31,500  per  cmm. 

10.8  3.5  4,200  49 

Acne.  Low  pitched  voice.  Voracious  appetite. 

13.2  3.6  6,700  6.0  43,500 

Marrow,  total  nucleated  cells  27,500  per  cmm. 

Drug  withdrawal  started. 

15.1  3.9  10,500  39,000 

Withdrawal  completed. 

7.5  2.2  5,800  4.0  31,000 

Hemoglobinuria.  Tests  positive  for  PNH. 

Methyl  testosterone,  sublingual,  30  mg  daily,  predni- 
sone 15  mg  daily. 

10.7  3.25  2,300  50  13.0  88,000 

Testosterone  and  prednisone  discontinued. 

11.5  3,200  60  2.1  122,000 

Skin  normal,  feminine  appearance  as  pretherapy,  voice 
low  pitched.  Growth  normal,  height  56”,  weight  100 
pounds. 

Five  minor  bouts  of  hemoglobinuria 

12.5  4.4  2,950  60  135,000 

Acid  hemolysis  test  still  positive. 


all  stages  of  granulocytopoiesis, 
erythropoiesis,  and  thrombocyto- 
poiesis  to  be  present  but  it  was 
markedly  hypoplastic.  Anabolic 
therapy  was  restarted.  Marrow 
aspirated  May  21,  1963,  was  hypo- 
cellular.  Immature  granulocytes 
and  rubriblasts  with  double  nu- 
cleoli and  vacuolization  were  noted 
in  small  numbers.  Her  white  count 
the  same  day  was  3,250.  Four  days 
later  she  developed  pneumonia 
and  her  white  count  increased,  as 
noted  in  the  accompanying  chart, 
until  at  the  time  of  her  death  on 
May  29,  1963,  peripheral  blood 
leukocytes  numbered  45,000.  Both 
blood  and  marrow  showed  many 
blast  cells  that  were  considered 
diagnostic  of  acute  myelo-mono- 
cytic  leukemia. 


discussion 

A.  The  occurrence  of  paroxys- 
mal nocturnal  hemoglobinuria 
during  recovery  from  aplastic 
anemia. 

Dacie  in  1963  first  suggested 
that  paroxysmal  nocturnal  hemo- 
globinuria might  develop  as  a 
somatic  mutation  in  the  red  cell 
series  during  recovery  from 
aplastic  anemia.10  Lewis  and 
Dacie,  in  March,  1967,  reviewed 
the  records  of  60  patients  with 
paroxysmal  nocturnal  hemoglob- 
inuria and  found  that  one  quart- 
er of  these  patients  had  develop- 
ed aplastic  anemia  at  sometime 
during  their  course.11  Of  46  pa- 
tients who  developed  aplastic 
anemia  initially,  they  reported 
that  15  percent  subsequently  de- 
veloped paroxysmal  nocturnal 
hemoglobinuria. 

The  red  cell  survival  curve 
of  such  patients  has  been  de- 
monstrated by  Gardner  to  show 
a biphasic  curve  that  can  be 
separated  into  two  component 
populations  of  red  cells.12  Auto- 
logous cells  resisting  hemolysis 
after  five  washes  with  low  ionic 
strength  mannitol-autologous 
serum  were  tagged  with  radio- 
active 51chromium  and  adminis- 
tered to  the  patient.  Under  these 
circumstances  the  cells  had  a 


832 

Northwest  Medicine,  September,  1969 


Time  Table 
Case  2 

Female,  age  14  (1959) 

Nov  1959  Cellulitis,  lymphangitis.  Chloramphenicol  1 gram  daily 
4.5  days.  Slow  healing  of  cuts  thereafter. 

Fall  1960  Pallor,  easy  bruising,  weight  loss,  9 pounds. 

16  Sep  1961  Boggy  gums,  tender  submaxillary  nodes. 

Hb  RBC  WBC  Neutro.  Retie.  Platelets 

% 

16  Sep  1961  5.5  2.3  1,150  10  0.3  15,000 

Marrow  markedly  hypocellular.  Occasional  double 
nucleated  granulocyte  and  RBC  precursor.  Occasional 
mature  plasma  cell. 

16  Sep  1961  Methyl  testosterone  sublingual  40  mg  daily.  Prednisone 
15  mg  daily.  Ferrous  sulphate. 

21  Nov  1961  8.2  3.7  2,100  50  1.4 

1 Feb  1962  7.9  3.0  2,850  2.4  44,000 

1 Feb  1962  Methyl  testosterone  discontinued.  Replaced  by  testos- 
terone enanthate-estradiol  valerate  (Deladumone)  I.M. 
at  two  week  intervals.  Ferrous  sulphate  continued. 

22  Mar  1962  11.8  3.94  5,000 

22  Mar  1962  Weight  126,  voice  deep.  Dose  reduction  begun  and 

tapered  to  zero. 

1 May  1962  11.0  3.9  4,150  1.4  25,000 

24  Dec  1962  7.2  2.0  1,250  0.1  22,000 

Marrow  cells  in  all  stages  of  granulo-,  erythro-,  and 
thrombo-poiesis  present  but  numbers  greatly  reduced. 
24  Dec  1962  Gums  boggy  and  bleed  on  pressure.  General  pallor, 
ecchymoses.  Testosterone  and  prednisone  resumed 
21  May  1963  6.2  2.3  3,250  0.0  22,000 

Marrow  hypocellular  but  many  immature  granulocytes 
and  rubriblasts  with  double  nuclei  and  vacuolization. 

23  May  1963  7,700 

23  May  1963  Pneumonia. 

27  May  1963  10,900 

28  May  1963  16,000 

29  May  1963  45,000 

Blood  and  marrow  show  many  blast  cells,  diagnostic 
of  acute  myelomoncytic  leukemia. 

29  May  1963  Died. 

Acknowledgement:  Drs.  P.  L.  England  and  Don  Fox  kindly  provided 
information  regarding  the  final  hospitilization  of  patient  #2  and  for- 
worded  blood  and  marrow  preparation  from  that  admission  for  my 
examination. 


half-life  (22  days)  similar  to 
that  of  normal  cells  treated  in 
the  same  manner  (22  1/2  days). 
Using  differential  centrifugation, 
reticulocytes  derived  from  the 
same  patient  gave  a much  brief- 
er half-life  (5  days)  after  radio 
chromium  tagging  and  reinjec- 
tion. Labelling  and  reinjection 
of  the  patient’s  erythrocytes 
without  such  maneuvers  gave  a 
biphasic  curve  that  seemed  a 
composite  of  these  two  differing 
cell  population  survivals. 

In  paroxysmal  nocturnal  hem- 
oglobinuria (PNH)  the  patient’s 
erythrocytes  are  hemolysed  in 
an  acidified  serum.  They  also 
yield  low  values  when  tested  for 
acetylcholine  esterase  activity. 
Normal  red  cells  may  be  con- 
verted to  cells  with  similar  ab- 
normal properties  by  enzymatic 
treatment  that  attacks  only  the 
outer  surface  of  the  cell.  Thus, 
normal  cells  treated  with  trypsin 
have  been  shown  to  undergo 
acid  hemolysis  and  to  exhibit 
low  acetylcholine  esterase  levels 
analogous  to  those  encountered 
in  PNH.13 

Lewis  and  Dacie  have  sug- 
gested that  the  alkaline  phos- 
phatase histochemical  staining 
score  for  granulocytes  in  patients 
with  PNH  indicates  two  popu- 
lations of  these  cells  also.14 
Those  cells  characteristic  of  the 
postulated  mutant  strain  of  gran- 
ulocytes are  negative  for  alka- 
line phosphatase  and  the  sur- 
viving population  of  normal 
granulocytes  is  indicated  by 
strongly  positive  staining  for 
alkaline  phosphatase  activity. 

Somatic  mutations  occur  not 
only  in  chemically  induced 
aplastic  anemia  but  have  also 
been  noted  in  Fanconi’s  familial 
aplastic  anemia.  Serial  observa- 
tions have  demonstrated  initial 
resistance  followed  by  later 
susceptibility  to  acid  hemolysis 


characteristic  of  PNH. 

Paroxysmal  nocturnal  hemo- 
globinuria has  been  known  to 
occur  as  late  as  ten  years  after 
onset  of  aplastic  anemia.  The 
acid  hemolysis  of  paroxysmal 
nocturnal  hemoglobinuria  cells 
can  be  nullified  by  heating  the 
acidified  serum  to  56C  for  ten 
minutes,  thereby  destroying 
complement.  There  is  evidence 
that  in  paroxysmal  nocturnal 
hemoglobinuria  complement  ( ac- 
tivated C'3)  is  able  to  attach  to 
the  altered  membrane  and  inter- 
act with  the  later  components 


of  complement  to  produce  hem- 
olysis without  antibody  partici- 
pation in  the  early  phases  of 
binding.15 

Gardner  has  recently  shown 
that  in  patients  with  paroxys- 
mal nocturnal  hemoglobinuria 
hemolysis  occurs  in  blood  col- 
lected from  the  antecubital 
vein  above  the  hand  performing 
intensive  squeezing  of  a foam 
ball  while  it  does  not  appear  in 
blood  simultaneously  drawn 
from  the  opposite  arm.12  Another 
patient  with  paroxysmal  noctur- 
nal hemoglobinuria,  reported  by 
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Gardner  exercised  for  twenty 
minutes  on  a bicycle.  This  pro- 
duced a fall  in  the  patient’s 
venous  pH  from  7.48  to  7.33 
and  a seven-fold  increase  in  lac- 
tic acid  levels  with  marked 
hemolysis. 

Viral  infections  frequently 
trigger  hemolytic  episodes  in 
paroxysmal  nocturnal  hemoglob- 
inuria and  the  PNH  erythrocytes 
have  been  shown  to  be  thirty 
times  more  sensitive  to  comple- 
ment than  normal  cells  when 
exposed  to  cold  agglutinins. 

B.  The  occurrence  of  acute 
leukemia  in  the  patient  recov- 
ered from  aplastic  anemia. 

In  the  second  patient  present- 
ed, mutation  of  leukocytes  dur- 
ing recovery  from  chloramphen- 
icol associated  aplastic  anemia 
may  have  resulted  in  what 
Dameshek  has  referred  to  as  a 
clone  of  altered  and  neoplastic 
leukocytes  that  finally  becomes 
predominant.  Evidence  has  been 


1 Bithell,  T.  C.  and  Wintrobe,  M.  M. 
Drug-induced  aplastic  anemia.  Semi- 
nars Hemat  4:  194-221  (July)  1967. 
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and  Duarte-Zapata,  L.  Anabolic  ther- 
apy in  aplastic  anemia.  Abstract  Blood 
28:  979,  1966. 

4 Allen,  D.  M.,  Fine,  M.  H.,  Necheles, 
T.  F.  and  Dameshek,  W.  Oxymetholone 
therapy  in  aplastic  anemia.  Blood 
32:  83-89,  1968 

5 Quagliana,  J.  M.,  Cartwright, 
G.  E.  and  Wintrobe,  M.  M.  Paroxysmal 
nocturnal  hemoglobinuria  following 
drug-induced  aplastic  anemia.  Ann 
Intern  Med  61:  1045-1052  (December) 
1964. 

6 Ross,  J.  D.  and  Rosenbaum,  E. 
Paroxysmal  nocturnal  hemoglobinuria 
presenting  as  aplastic  anemia  in  a 
child.  Amer  J Med  37:  130-9,  1964. 

7 Beal,  R.  W.,  Kronenberg,  H.  and 
Firkin,  B.  G.  The  syndrome  of  parox- 
ysmal nocturnal  hemoglobinuria.  Amer 
J Med  37:  899-914  (December)  1964. 

8 Dameshek,  W.  Riddle:  What  do 
aplastic  anemia,  paroxysmal  nocturnal 
hemoglobinuria  (PNH)  and  "hypo- 


obtained  suggesting  simultane- 
ous presence  of  leukemic  and 
non-leukemic  granulocytes  in 
patients  with  chronic  granulo- 
cytic leukemia.  This  dual  cell 
population  has  been  indicated 
in  such  patients  in  whom  the 
alkaline  phosphatase  histochemi- 
cal  stain  score  at  the  time  of 
diagnosis  characteristically  was 
very  low.  After  treatment  with 
busulfan  there  was  return  to 
normal  score,  suggesting  that 
non-neoplastic  cells  containing 
alkaline  phosphatase  had  be- 
come predominant  when  sup- 
pression of  the  leukemic  popula- 
tion had  been  effected  by  the 
drug  treatment.  During  relapse, 
opposite  events  occurred  and 
the  leukemic  cell  then  became 
the  predominant  population 
with  a fall  in  the  alkaline  phos- 
phatase histochemical  score.20 

Bouroncle  et.  al.  have  re- 
cently presented  evidence  that 
neoplastic  and  non-neoplastic 
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lines  of  lymphocytes  coexist  in 
the  blood  of  patients  with 
chronic  lymphocyte  leukemia.21 
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aplastic  anemia  except  in  a 
“guilt  by  association”  frequency 
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lowing ingestion  of  a suspected 
drug  for  the  second  time. 
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Incomplete  Labeling  oj  Prescriptions 
by  Pharmacists 

TRAVIS  R.  C A V E N S,  M.D.,  Milwaukie,  Oregon 


It  was  suspected  that  many 
pharmacies  in  Milwaukie,  Ore- 
gon, were  not  labeling  the  con- 
tents of  prescribed  medicines  as 
requested  by  the  physician.  A 
survey  was  conducted  which 
disclosed  that  53  percent  of  pre- 
scribed medicines  were  not  so 
labeled.  In  addition  it  was  dis- 
covered that  the  instructions  to 
the  patient  for  taking  the  medi- 
cines were  incompletely  trans- 
cribed in  five  percent  of  the 
cases. 


As  a pediatrician  in  private 
practice  I deal  with  many 
cases  of  poisoning  among  chil- 
dren most  of  which  are  due  to 
ingestion  of  internal  medicines. 
Last  year  the  Oregon  Poison 
Control  Registry  listed  599  re- 
ported cases  of  poisoning  by 
medications  in  the  under-five 
age  group.  Of  these  medicines 
aspirin  was  the  primary  offen- 
der, but  53  percent  of  the  time, 
the  poisonings  were  due  to  in- 


ternal medicines  other  than  as- 
pirin.1 

Because  of  this  problem  I 
agree  with  the  position  of  the 
AMA  Council  on  Drugs  that  all 
medicines  should  be  plainly  la- 
beled as  to  their  contents.  Ac- 
cordingly all  of  my  prescription 
pads  are  pre-printed  with  the 
word  “label”  on  them.  I had 
assumed  that  because  this  in- 
struction to  the  pharmacist  was 
printed  on  each  prescription,  he 
would  automatically  label  the 
medicine.  Patient  feedback  dis- 
closed, however,  that  this  was 
not  true.  My  office,  therefore, 
set  up  a survey  to  determine  the 
extent  of  pharmacy  mislabeling 
in  the  Milwaukie,  Oregon,  area. 

method 

A carbon  copy  was  made  of 
each  written  prescription.  Every 
prescription  had  the  word  “la- 
bel” printed  on  it.  Several  days 
later  the  office  assistant  called 
the  mother  and  asked  her  to 
read  the  label  on  the  prescribed 
medicine.  The  office  assistant 
compared  the  mother’s  report 
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TABLE  1 

Results  of  Prescription  Labeling  Survey 

Contents 

Labeled 

12 
1 
6 


King  Road  Pharmacy  (Disco  Mart) 
Disco  Mart  Pharmacy  (Woodstock) 
Fred  Meyer  Pharmacy  (Oakgrove) 
Fred  Meyer  Pharmacy  (82nd  Street) 
Southgate  Rexall  Drug 
Kaegai’s  Laurelhurst  Pharmacy  (Rexall) 
Headley’s  Rexall  Drug 
Monarch  Rexall  Drug 
Perry  Pharmacy  (Rexall) 

Dwyer  Hospital  Pharmacy 
Ress  Kaiser  Hospital  Pharmacy 
Milwaukie  Pharmacy 
Westwood  Drug  Market 
Oak  Grove  Pharmacy 
Greer  Super  Drug 
Errol  Heights  Pharmacy 
Thrifty  Drugs  (17th  Street) 

Levetons  Thrifty  Drug 


47 


Contents 
Not  Labeled 

21 


12 

1 

5 

1 

1 

2 


3 

2 

2 

1 

2 

53 


TABLE  2 

Phrases  Deleted  by  Pharmacist  from  Prescription  Signatures 


Drug 

Penicillin  G Syrup 

Penicillin  G Syrup 

Novahistine  Expectorant 
Racet  Cream 
Vi-Daylin  F 


Original  Signature 

1 tsp  qid  taken  1/2  h a.c. 
and  at  bedtime  for  7 days 

1 tsp  qid  taken  1/2  h a.c. 
and  at  bedtime  for  7 days 

1/2  tsp  q 4 h prn  cough 
Apply  to  skin  tid 
1/2  tab  q d 


Deleted  Phrase 
for  7 days 

qid 

prn  cough 
tid 

1/2  tab  q d 


with  the  carbon  copy  and  noted 
any  differences.  One  hundred 
consecutive  comparisons  were 
made.  There  was  no  pre-selec- 
tion as  to  type  of  medicine  or 
type  of  patient.  All  mothers 
called  had  purchased  the  medi- 
cines prescribed. 

results 

Fifty-three  percent  of  the  pre- 
scribed medications  were  not 
labeled  as  to  contents  as  re- 
quested. There  appeared  to  be 
no  consistency  among  the  phar- 


macists in  labeling  practices. 
Both  chain  store  pharmacies  and 
small  privately  owned  pharma- 
cies intermittently  and  random- 
ly labeled  the  contents. 

There  were  18  pharmacies  in- 
cluded in  the  survey  but  one 
large  discoimt  market’s  pharma- 
cy accounted  for  33  of  the  100 
prescriptions  filled.  This  phar- 
macy labeled  36  percent  of  the 
prescriptions  filled,  but  64  per- 
cent of  the  time  chose  not  to  do 
so.  A large  variety  chain  store 
in  the  area  filled  16  of  the  100 


prescriptions  and  labeled  only 
38  percent  of  the  items.  Like- 
wise a small,  locally  owned 
pharmacy  filled  five  prescrip- 
tions, labeling  the  contents  in 
just  two  cases.  Table  1. 

In  addition  to  the  fact  that 
the  majority  of  pharmacists  did 
not  label  the  contents  of  the 
prescribed  items,  they  did  not 
accurately  copy  the  instructions 
to  the  patient  five  percent  of  the 
time.  Table  2 summarizes  the 
deletions  from  the  prescription 
signatures. 

discussion 

There  is  no  law  in  Oregon 
that  specifically  requires  the 
pharmacists  to  comply  with  the 
physician’s  request  to  label  con- 
tents of  prescriptions.  In  1960 
The  Federal  Hazardous  Sub- 
stances Labeling  Act  became 
law.  This  law  requires  that  la- 
bels on  containers  of  potentially 
toxic  substances  include  the 
generic  name  of  that  substance 
to  facilitate  identification  and 
treatment  of  a poisoning.2  So  far 
the  National  Clearinghouse  for 
Poison  Control  Centers  within 
the  U.S.  Department  of  Health, 
Education,  and  Welfare  has 
dealt  primarily  with  over-the- 
counter  products  in  interpreting 
this  law  and  has  not  required 
labeling  of  prescriptions.  Cer- 
tainly prescribed  medicines  are 
toxic  substances  and  should  also 
be  clearly  labeled  as  to  their 
contents.  ■ 

3315  Harrison  Street 
(97222) 
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Survey  of  Existing  Services  and  Facilities 
for  the  Epileptic  in  the  State  of  Oregon 

JAMES  J.  CEREGHINO,  M.D./T  E R R A N C E D.  CAPISTRANT,  M.D.  / 

OTIS  D.  TURNER,  Arlington,  Virginia 

A fact  gathering  survey  of  epilepsy  and  services  for  care  of  those  with 
epilepsy  was  conducted  in  Oregon,  as  a pilot  study,  in  September  1968.  There 
are  no  accurate  data  on  the  numbers  of  such  patients  but  the  survey  has  docu- 
mented much  information  on  the  number  of  physicians  interested  in  the  condi- 
tion, the  extent  of  continuing  medical  education  in  the  care  of  those  with 
epilepsy  and  the  variety  of  special  services  available.  Major  problem  faced  by 
the  patient  with  epilepsy  in  Oregon  is  that  of  employment. 


This  is  a summary  of  material 
collected  during  September 
1968,  for  report  to  the  Public 
Health  Service  Advisory  Com- 
mittee on  the  Epilepsies.  Fol- 
lowing presentation  of  our  re- 
port to  the  Committee,  we  wish 
to  make  it  available  to  the  medi- 
cal community  in  two  ways,  first 
by  publication  of  a summary 
article  in  the  regional  journal 
and,  second  by  publishing  a 
monograph  containing  all  of  the 
information  obtained.  It  is  avail- 
able on  request.1  The  study  in 
Oregon  was  a pilot  survey. 

dimensions  of  the  problem 

The  Kurland  survey  of  Roch- 
ester, Minnesota,  may  be  used 
in  estimating  the  prevalence  of 
convulsive  disorders  in  Oregon.2 
Although  the  application  of  the 
Kurland  figures  to  Oregon  is 
subject  to  statistical  limitations, 
the  Kurland  figures  will  be  used 
since  more  accurate  data  on 
prevalence  do  not  exist.  The 
estimated  prevalence  must  be 
considered  as  minimal  because 


Kurland  did  not  make  correction 
for  cases  not  brought  to  medical 
attention.  With  this  method  we 
assume  there  are  approximately 
7,400  epileptics  in  Oregon. 
Table  1 gives  the  estimated 
prevalence  by  age. 

The  Epilepsy  League  of  Ore- 
gon estimates  the  number  of 
epileptics  at  1 to  4 percent  of 
the  total  population  with  an  es- 
timated minimal  number  of 
20,000 

A registry  of  epileptics  is  not 
maintained  in  Oregon.  A survey 
performed  in  1962  by  the  Ore- 
gon State  Board  of  Health  re- 
vealed 7.2  percent  of  approxi- 
mately 4,400  mental  retardates 
under  age  20  with  I.Q.’s  of  75 
or  less  had  an  associated  con- 
vulsive disorder.3  This  survey 
was  undertaken  on  a stratified 
sample  covering  32  percent  of 
the  state’s  population. 

Approximately  23  percent  of 
the  state’s  in-residence  mental 
retardate  population  of  approxi- 
mately 3,400  on  June  30,  1968, 
had  an  associated  seizure  dis- 


order.4 Table  2 shows  that  the 
percentage  of  in-patients  with 
convulsive  disorders  has  decreas- 
ed slowly  over  a three-year  per- 
iod. This  is  thought  to  relate  to 
the  increased  emphasis  on  reha- 
bilitation with  a greater  segment 
of  the  in-patient  population  be- 
ing more  severely  affected. 

Another  source  of  prevalence 
statistics  comes  from  the  Oregon 
State  Hospitals.  The  number  of 
individuals  institutionalized  with 
a diagnosis  of  convulsive  dis- 
orders in  the  state’s  three  mental 
hospitals  was  60  of  the  approxi- 
mately 2,200  in-resident  popula- 
tion on  June  30,  1968.4 

physicians  in  Oregon  with  specialty 
interest  in  the  neurological  sciences 

Figure  1 shows  the  distribu- 
tion of  physicians  with  a specialty 
interest  in  the  neurological  sci- 
ences in  Oregon.  Table  3 char- 
acterizes these  individuals.  The 
majority  of  these  physicians  are 
located  in  Multnomah  County, 
the  region  with  the  largest  pop- 
ulation in  the  state  and  with 
neurological  training  facilities. 
Since  there  are  57  physicians 
with  a specialty  interest  in  the 
neurological  sciences  throughout 
the  state,  the  neurological  phy- 


From  the:  Neurological  and  Sensory  Disease  Control  Program. 
Division  of  Chronic  Disease  Programs, 

Regional  Medical  Programs  Service. 

Health  Services  and  Mental  Health  Administration, 
Department  of  Health,  Education,  and  Welfare. 
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TABLE  1 

Estimated  Prevalence  of  Persons  with  Recurrent  Convulsive  Disorders, 
by  Age  Group,  Oregon  State,  1966 

Prevalence  per 


Age  Group 

Oregon  1966  Census® 

100,000  Population2 
(age  adjusted  to 

Estimated 

Cases 

All  ages 

1,973,000 

1950  census) 
376 

In  Oregon 
7,419 

0-9 

417,900 

579 

2,420 

10-19 

337,000 

345 

1,163 

20-29 

214,700 

347 

745 

30-39 

252,300 

433 

1,093 

40-49 

256,900 

336 

863 

50-59 

210,700 

359 

756 

60-69 

156,000 

120 

187 

70-79 

97,100 

78 

76 

80  & over 

30,400 

186 

57 

‘Total  population  estimate — July  1.  1966 
Number  by  age  based  on  age 

distribution  of  1960  censuses,™ 

sician-population  ratio  is  ap- 
proximately 1:35,000  for  the  en- 
tire state.  The  ratio  is  1:11,000 
for  Multnomah  County  and 
1:77,000  for  the  remainder  of  the 
state. 

Interviews  with  several  neuro- 
logists and  neurosurgeons  from 
various  parts  of  the  state  indi- 
cate that  travel,  while  at  times 
inconvenient,  does  not  pose  a 
major  problem  to  the  patient 
seeking  the  care  of  a neurologist 
or  neurosurgeon.  Local  general 
practitioners  and  pediatricians 
care  for  large  numbers  of  sei- 
zure patients.  Probably  the  pa- 
tients with  good  control  receive 
medical  care  in  their  local  com- 
munity, and  the  treatment  fail- 
ures of  difficult-to-control  pa- 
tients are  referred  to  physicians 
with  special  interest  in  the  neu- 
rological sciences.  A mail  survey 
of  county  health  departments 
confirmed  this  impression.1 

diagnostic  services 


approach  to  the  patient.  Ap- 
proximately 475  patients  have 
active  records  in  this  clinic. 

The  University’s  pediatric 
neurology  clinic,  staffed  by  pe- 
diatric neurologists,  sees  ap- 
proximately 1,300  children  an- 
nually of  whom  approximately 
60  percent  have  a seizure  dis- 
order. 

A diagnostic  clinic  for  chil- 
dren with  epilepsy  and  with 
learning  and  behaviour  dis- 
orders operates  at  Good  Sa- 
maritan Hospital,  Portland,  two 
mornings  a week.  Referral  is 
necessary  through  an  agency 
or  physician  who  can  provide 
follow-up.  The  clinic  will  also 
evaluate  epileptics  who  are 
considered  candidates  for  tem- 
poral lobectomies  by  the  refer- 
ring agency  or  physician.  This 
clinic  is  in  imminent  danger  of 
being  discontinued  because  of 
difficulty  in  obtaining  financial 
support. 


General  neurology  clinics  at 
both  the  University  of  Oregon 
Medical  School  and  the  Good 
Samaritan  Hospital  provide  ser- 
vice to  patients  with  convulsive 
disorders. 

The  Crippled  Children’s  Pro- 
gram does  not  include  epilepsy 
in  Oregon;  however,  this  does 
not  appear  to  keep  children 
from  receiving  medical  care  for 
seizures. 

The  State  Welfare  Depart- 
ment provides  financial  reim- 
bursement to  private  physicians 
on  a modified  fee  scale  for  ser- 
vices rendered.  Therefore,  the 
services  of  neurologically  train- 
ed physicians  are  potentially 
available  for  consultation  by 
anyone  in  the  state.  The  Welfare 
Department  also  provides  trans- 
portation to  either  public  clinics 
or  orivate  neurologists. 

Electroencephalograms  may 
be  obtained  from  private  facili- 
ties and  from  23  hospitals 
throughout  the  state  (Figure  1). 
Approximately  20,000  electro- 
encephalograms are  performed 
yearly  at  these  hospitals.1  The 
number  of  electroencephalo- 
grams performed  by  private 
physicians  in  their  offices  was 
not  estimated.  Fourteen  hos- 
pitals have  facilities  for  carotid 
arteriography.  Facilities  for  tem- 
poral lobectomies  and  implanted 
electrode  studies  are  available 
at  the  University  of  Oregon 
Medical  School  and  at  Good 
Samaritan  Hospital.  The  Wel- 
fare Department  will  pay  for 


At  the  University  of  Oregon 
Medical  School  in  Portland,  a 
clinic  for  adult  epileptics  meets 
one  afternoon  a week.  In  addi- 
tion to  medical  care,  health 
services  by  allied  personnel,  in- 
cluding psychologists,  social 
workers,  rehabilitation  people, 
and  Epilepsy  League  represen- 
tatives, provide  a comprehensive 


TABLE  2 


Total  Number  of  Convulsive  Disorders  in  the  State  In-Residence 
Mental  Retardation  Population 4 


1966 

1967 

1968 

Total  People  in  Residence 

3241 

3341 

3391 

Total  with  Convulsive  Disorder 

660 

713 

768 

Percentage  of  In-Residence  with 
Associated  Convulsive  Disorder 

20.36 

21.34 

22.59 
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transportation  to  obtain  these 
diagnostic  services.  Transporta- 
tion was  not  identified  as  a 
major  problem  for  any  person 
wanting  these  services. 

training  programs 

Five-year  approved  training 
programs  in  neurosurgery  are 
presented  at  the  University  of 
Oregon  Medical  School  and  at 
Good  Samaritan  Hospital.  As  of 
July  15,  1968,  separate  neurology 
residency  programs  at  the  same 
two  institutions  merged  into  a 
combined  program  approved  for 
three  years  of  training. 

postgraduate  education 

Postgraduate  courses  in  epil- 
epsy are  periodically  offered  by 
the  University  of  Oregon  Medi- 
cal School,  the  Division  of  Con- 
tinuing Medical  Education  of 
the  Oregon  State  System  of 
Higher  Education,  the  Oregon 
Medical  Association’s  Council 
on  Medical  Education  and  in- 
dividual private  hospitals  and 
organizations. 

A recent  postgraduate  course, 
sponsored  by  the  Western  In- 
stitute on  Epilepsy,  Epilepsy 
League  of  Oregon,  the  Epilepsy 
Foundation  of  America,  the 
North  Pacific  Society  of  Neuro- 
logy and  Psychiatry,  the  Uni- 
versity of  Oregon  Medical 
School,  and  Division  of  Con- 
tinuing Education,  Oregon  State 
System  of  Higher  Education, 
was  held  in  Portland.  Many  gen- 
eral practitioners  throughout 
the  state  attended  the  course. 
The  sessions  included  small 
group  discussions  on  diagnosis 
and  treatment  of  convulsive  dis- 
orders. It  was  the  opinion  of 
the  group  leaders  that  these  ses- 
sions revealed: 

1.  Physicians  usually  under- 
stand generalized  convul- 


sions but  tend  to  call  all 
seizures  other  than  gener- 
alized convulsions  petit  mal. 
The  nature  of  seizure  dis- 
orders and  the  criteria  for 
diagnosis  are  not  well 
understood.  This  leads  to 
misconceptions  in  diagno- 
sis and  subsequently  in  se- 
lection of  treatment. 

2.  Physicians  tend  to  think 
of  inflexible  “standard”  doses 
rather  than  individual  dos- 
ages adjusted  to  toxicity  or 
favorable  response. 

3.  Too  often  the  physician 
expects  a “yes”  or  “no”  ans- 
wer from  the  electroenceph- 
alographer  to  the  question, 
“Does  this  patient  have 
epilepsy?” 

4.  Some  physicians  do  not 
choose  to  help  the  patient 
with  social  problems,  i.e., 
employment,  schooling,  etc., 
arising  from  his  disease. 
The  last  day  of  the  West- 
ern Institute  meeting  was 
designed  for  physicians, 
non-medical  professionals 
and  lay  people  to  discuss 


these  problems.  Many  phy- 
sicians chose  not  to  attend 
these  sessions  and  expressed 
dissatisfaction  that  such 
joint  sessions  had  been 
scheduled. 

It  is  not  possible  to  say  how 
many  physicians  have  problems 
in  these  areas,  but  the  fact  that 
some  physicians  demonstrate  in- 
adequacies in  these  areas  sug- 
gests the  need  for  improvement. 

Various  other  techniques  have 
been  utilized  in  Oregon  for  post- 
graduate education.  During 
1966,  the  Oregon  Medical  Asso- 
ciation sponsored  a series  of 
television  programs  encompas- 
sing a variety  of  medical  topics, 
but  not  epilepsy  in  particular. 
The  series  was  broadcast  at 
10:30  pm  each  Thursday.  Of  a 
potential  audience  of  1,651  Ore- 
gon physicians,  a follow-up  sur- 
vey revealed  31.9  percent  had 
viewed  one  or  more  of  the  series 
of  14  programs.5  The  largest 
proportion  that  viewed  any  one 
program  was  10.4  percent.  De- 
ficiencies identified  in  this 
means  of  postgraduate  educa- 


FIGURE  1 

DISTRIBUTION  OF  NEUROLOGICAL  SERVICES 
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TABLE  3 


Characteristics  of  Physicians  With 

Specialty 

Interest  in 

the  Neurological  Sciences 

Neuro 

logists 

Neuro- 

surgeons 

Neuro- 

logist- 

Neuro- 

surgeon 

Neuro- 

logist- 

Psych- 

atrist 

Child 

Neuro- 

logist 

Pediatricians 

with 

particular 
interest 
in  Neuro- 
logya 

Internists 

with 

particular 
interest 
in  Neuro- 
logy a 

Total 

TOTAL 

16 

26 

1 

4 

3 

2 

5 

57 

Private  Practice 

10 

23 

1 

1 

1 

1 

5 

42 

Primarily  Institutional 

6 

3 

0 

3 

2 

1 

0 

15 

Multnomah  County 

13 

13 

1 

0 

3 

2 

4 

36 

Remainder  of  State 

3 

13 

0 

4 

0 

0 

1 

21 

Board  Certified 
Total 

7 

l4b 

0 

3 

2C 

2C 

3d 

31 

In  private  practice 

3 

llb 

0 

1 

0 

1 

3 

19 

In  institutions  primarily  4 

3 

0 

2 

2 

1 

0 

12 

a.  Obtained  from  personal  communication,  may  be  incomplete 

b.  One  individual  Board  Certified  in  General  Surgery. 

c.  In  Pediatrics. 

d.  In  Internal  Medicine. 

Sources:  References  20  and  21,  Oregon  telephone  directories  and  personal  communication 
Board  Certification  information  from  Reference  21  only. 


tion  included:  1.  Failure  to  de- 
velop specific  objectives  for 
each  program.  2.  A program  that 
permitted  only  limited  partici- 
pation by  the  viewing  physician. 
3.  Inability  to  evaluate  changes 
in  physicians’  behavior  as  a re- 
sult of  passive  acquisition  of  in- 
formation. 

By  contrast,  the  symposium 
held  at  the  Western  Institute 
meeting  consisted  of  small 
groups  of  physicians,  each  with 
a moderator.  Case  histories  were 
presented  and  the  physicians 
were  asked  to  discuss  diagnosis 
and  treatment  on  an  informal 
basis  with  the  moderator  avail- 
able as  a consultant.  Many  par- 
ticipants expressed  a dislike  for 
this  form  of  give-and-take  par- 
ticipation. Thus,  apparently  phy- 
sicians wish  to  participate  in 
postgraduate  education,  but  dif- 
fer on  the  format  of  postgrad- 
uate education  desired.  Perhaps 
a variety  of  educational  meth- 
ods are  necessary. 

Recognizing  the  need  for  con- 
tinuing medical  education,  the 
Oregon  Medical  Association  has 
developed  an  innovation  that 
will  require  members  to  obtain 
a minimum  level  of  accredited 


continuing  medical  education  as 
a prerequisite  for  continued 
membership.  We  hope  that  in- 
formation on  convulsive  disord- 
ers can  be  made  available 
through  this  program. 

Other  suggestions  for  dissemi- 
nation of  information  on  con- 
vulsive disorders  to  physicians 
include: 

1.  Establishment  of  traveling 
clinics  staffed  by  medical  school 
personnel,  private  neurologists, 
or  senior  neurology  residents. 
In  addition  to  assisting  in  diag- 
nosis and  treatment  plans,  the 
specialist  could  arrange  to  ad- 
dress local  medical  societies  on 
convulsive  disorders  during  his 
visits.  Although  this  idea  has 
been  considered,  such  clinics 
have  not  yet  been  established. 

2.  Visiting  of  local  physicians 
at  neurological  centers  to  ac- 
quaint themselves  with  recent 
advances.  This  has  been  done  by 
three  or  four  physicians  who 
have  spent  time  at  the  Univers- 
ity of  Oregon  Medical  School 
or  at  Good  Samaritan  Hospital. 
This  method  has  two  disadvant- 
ages: the  physician’s  loss  of  time 
from  his  office  practice  and  only 


a minority  of  physicians  can  be 
accommodated. 

socio-economic  guidance 

Treatment  of  the  epileptic  pa- 
tient involves  evaluation  of  the 
type  of  seizure,  correlation  of 
the  seizure  pattern  with  the  area 
of  origin  in  the  brain,  selection 
of  therapy  based  on  the  type  of 
attack,  and  consideration  of  pos- 
sible surgical  therapy.  But  treat- 
ment of  the  epileptic  does  not 
end  there.  Part  of  the  physician’s 
art  is  to  understand  and  assist 
the  patient  with  particular  prob- 
lems of  a socio-economic  nature 
that  result  from  the  occurrence 
of  his  seizures.  Emotional  dis- 
turbances may  precipitate  some 
epileptic  seizures.6  Thus,  the 
physician  must  recognize  this 
aspect  of  seizures  and  learn 
ways  in  which  he  can  help  the 
patient  deal  effectively  with 
emotional  problems.  When  he 
neglects  this,  he  neglects  a val- 
uable part  of  the  treatment  of 
the  epileptic. 

judicial  aspects  of  epilepsy 

Epilepsy  is  no  longer  reason 
for  sterilization  (1961) 7 or  in- 
ability to  marry  (1929) 8 in  Ore- 
gon. 
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Since  1947,  it  has  been  man- 
datory to  report  to  the  local 
health  officer  the  full  name,  sex, 
date  of  birth,  and  address  of  all 
persons  diagnosed  as  having 
epilepsy  or  similar  disorders 
characterized  by  momentary  or 
prolonged  lapses  of  conscious- 
ness or  control  which  is,  or  may 
become,  chronic.9  The  Oregon 
Medical  Association’s  Commit- 
tee on  Traffic  Safety  has  coop- 
erated in  developing  a set  of 
medical  standards  for  use  by 
the  Health  Officer  to  recom- 
mend approval  of  application  to 
operate  a motor  vehicle. 

Figure  2 indicates  the  num- 
bers of  epileptics  reported  to  the 
Board  of  Health  each  year.  In 
1961,  the  238  epileptics  report- 
ed represented  18  percent  of  the 
total  1,254  impaired  drivers  re- 
ported. In  1967,  the  1,183  epi- 
leptics reported  represented  25.3 


Total  number  1,254  1,547  1,604 

of  applicants 
with  reportable 
diseases 


percent  of  the  total  4,663  impair- 
ed drivers  reported. 

A recent  review  of  Oregon 
state  records  has  revealed  tha  t 
many  cases  of  convulsive  dis- 
orders occur  in  those  who  use 
alcohol  or  have  alcoholism.10  In 
view  of  reports  that  licensed- 
epileptic  drivers  have  higher  vi- 
olation and  accident  records,1112 
it  may  be  important  to  separate 
the  epileptic  who  is  a problem 
drinker  from  the  epileptic  whose 
convulsive  disorder  is  not  asso- 
ciated with  drinking. 

insurance 

Obtaining  all  forms  of  insur- 
ance remains  a problem  for  the 
epileptic  in  Oregon.  Rates  are 
high.  In  some  cases,  premiums 
are  based  on  type  of  seizure 
and  interval  since  last  attack. 

For  individuals  with  grand 
mal  epilepsy,  automobile  insur- 


2,179  2,527  3,763  4,666 

‘Either  renewals  or  new  candidates. 


ance  is  available  from  some 
companies  at  standard  rates  but 
is  limited  to  the  minimum  cov- 
erage required  by  law.  A per- 
son with  petit  mal  seizures, 
which  have  been  controlled  for 
some  time,  can  usually  get  in- 
surance at  the  standard  rates 
without  any  limitation  of  cov- 
erage. 

The  Epilepsy  League  of  Ore- 
gon is  actively  working  toward 
a change  in  automobile  insur- 
ance practice.  In  addition,  they 
provide  thorough  explanation  of 
available  insurance  so  that  epil- 
eptics can  take  full  advantage  of 
insurance  now  available.13 

institutionalization 

Of  the  approximately  2,200 
in-resident  patients  in  the  state’s 
three  mental  hospitals,  60  have 
a diagnosis  of  convulsive  dis- 
orders.4 For  this  small  group  of 
patients  a need  exists  for  more 
services  during  the  transition 
from  hospital  to  community.  The 
Mental  Health  Division  of  the 
Oregon  State  Board  of  Control 
is  planning  to  establish  regional 
pre-  and  post-care  coordinators 
who  would  provide  counseling, 
legal  aid,  assistance  in  obtaining 
medical  care,  employment  and 
housing. 

education 

Education  of  the  epileptic 
child  in  the  public  school  system 
does  not  appear  to  be  a problem 
in  Oregon.  Teachers  and  school 
administrators  appear  to  have  a 
good  knowledge  of  epilepsy  and 
of  its  implications  in  school  ad- 
justment. 

employment 

The  majority  of  potentially 
employable  epileptics  in  Oregon 
are  employed,  particularly  those 
who  have  adequate  control  of 
their  seizures.  Some  industries 
have  made  appropriate  use  of 


FIGURE  2 

NUMBER  OF  EPILEPTICS  REPORTED  TO  OREGON  STATE  BOARD  OF  HEALTH 
IMPAIRED  DRIVERS'  PROGRAM* 
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selective  job  placement.  A sig- 
nificant problem  still  exists,  how- 
ever, for  a number  of  epileptics. 
Those  whose  seizures  are  only 
partially  controlled  have  an  ob- 
vious problem  obtaining  and 
keeping  employment.  Others 
with  associated  emotional  and 
behavioral  problems  have  diffi- 
culties in  interpersonal  relations 
with  their  fellow  employees  and 
their  employers.  Although  many 
epileptics  obtain  permanent  em- 
ployment, the  majority  of  the 
people  interviewed  agreed  that 
the  epileptic  has  difficulty 
achieving  his  full  occupational 
capacity  because  of  prejudices 
and  fallacies  that  still  exist  in 
the  employer’s  mind.  While  data 
are  lacking,  consensus  of  the  in- 
terviewed individuals  was  that 
many  epileptics  hold  unskilled 
and  semi-skilled  jobs  although 
they  have  potential  for  jobs  with 
greater  earning  capacity. 

Representatives  of  the  De- 
partment of  Employment  out- 
lined the  following  problems 
encountered  in  dealings  with 
the  epileptic: 

1.  The  epileptic  fears  the  em- 
ployer and  the  employer’s  atti- 
tude toward  epilepsy. 

2.  The  epileptic  personally 
fears  that  he  will  not  be  able 
to  meet  the  standards  of  the  em- 
ployer. 

3.  Although  great  strides  have 
been  made  in  educating  employ- 
ers to  hire  the  handicapped, 
many  employers  think  only  in 
terms  of  the  visually  handicap- 
ped or  amputees  and  are  still 
reluctant  to  hire  individuals 
with  other  medical  disorders. 

4.  When  employers  neglect  to 
state  job  specifications  clearly,  it 
is  often  difficult  to  decide  which 
handicapped  individual  would 
be  suited  for  the  job. 

5.  Many  social  services  dup- 
licate activities.  This  causes 


problems  such  as  too  many 
groups  contacting  one  employer 
about  their  special  interests. 

Division  of  Vocational  Rehabilitation 

The  Division  of  Vocational 
Rehabilitation  provides  services 
to  persons  having  disabilities, 
including  epilepsy,  which  keep 
them  from  obtaining  and  con- 
tinuing suitable  employment.  In 
order  to  be  eligible  for  services, 
the  individual  must  have  a rea- 
sonable chance  of  becoming  em- 
ployable after  receiving  rehabili- 
tation services. 

During  fiscal  year  1967,  of 
1,076  cases  classed  as  rehabili- 
tated, 31  (2.88  percent)  had 
epilepsy  as  their  major  disabling 
condition.14  Counselors  dealing 
with  epileptics  encountered  the 
following  special  problems: 

1.  The  attitudes  of  a few  of 
the  epileptics  tend  to  discourage 
counselors.  These  are  the  epilep- 
tics of  long  standing  whose  mor- 
ale is  deteriorating.  They  have 
difficulty  relating  interperson- 
ally  both  on  and  off  the  job. 
They  begin  to  lose  jobs  and  have 
difficulty  obtaining  new  ones. 

2.  Some  employers  are  reluct- 
ant to  hire  people  with  seizure 
disorders.  The  most  frequent  ex- 
cuse is  that  the  job  calls  for  oc- 
casional driving  or  the  infre- 
quent use  of  minor  machinery. 
For  example,  one  company  re- 
fuses to  hire  people  with  seiz- 
ure disorders  as  janitors  be- 
cause a buffer  machine  is  used. 

3.  In  the  Portland  area,  a team 
approach  does  not  exist  in  deal- 
ing with  the  employment  prob- 
lem. Although  the  patient  is 
seen  by  a physician,  social  work- 
er, DVR  counselor,  psychologist, 
and  others,  no  one  person  as- 
sumes responsibility  for  guiding 
the  patient  and  giving  him  the 
recommendation  of  the  group. 
As  a result  the  patient  goes  from 


agency  to  agency  to  clinic  to 
agency  which  results  in  inevit- 
able confusion. 

4.  Epileptics  need  some  re- 
source to  improve  their  total 
social  functioning.  For  whatever 
reason,  many  epileptics  do  not 
know  how  to  relate  to  people. 

5.  Many  epileptic  high  school 
students  are  sent  directly  to 
DVR.  The  personnel  of  DVR 
have  two  conflicting  attitudes 
about  the  program.  One  group 
thinks  it  is  best  to  prevent  fail- 
ure if  possible  by  early  train- 
ing. Another  group  thinks  this 
process  is  obviously  labeling  the 
young  individual  as  handicap- 
ped and  promotes  too  paternal- 
istic an  attitude. 

6.  DVR  has  no  specific  pro- 
gram for  epileptics.  The  DVR 
receives  monies  from  the  Gen- 
eral Fund  which  provides  the 
least  money  for  the  greatest 
number  of  people. 

State  Industrial  Accident  Commission 

In  1963  the  Oregon  legislature 
passed  the  Employment  of  Han- 
dicapped Act.  It  provides  that 
the  State  Industrial  Accident 
Commission: 

“May  reduce  the  charge  against 
the  experience  rating  of  any  em- 
ployer for  any  injury  resulting 
in  permanent  disability  or  death: 

a.  Where  the  injury  is  attribut- 
able wholly  or  partially  to  a 
pre-existing  disability  of  the 
employee,  or  another  em- 
ployee of  the  same  employer, 
or 

b.  Where  the  resultant  disabil- 
ity or  death  is  due  wholly  or 
partially  to  a pre-existing  dis- 
ability.”15 

Pre-existing  disability  is  de- 
fined as  “any  known  permanent 
condition  due  to  previous  acci- 
dent or  disease  or  any  congenital 
condition  which  is  or  is  likely  to 
be  a substantial  handicap  in  ob- 
taining or  regaining  employ- 
ment.” The  Workmen’s  Compen- 
sation Law  provides  a similar 
provision. 
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The  representative  of  the 
Workmen’s  Compensation  Bu- 
reau could  remember  no  recent 
injury  to  an  epileptic  resulting 
from  his  disease. 

private  employers 

No  industries  in  Oregon  have 
a special  recruitment  program 
for  epileptics.  However,  several 
companies  have  special  place- 
ment policies  regarding  epil- 
eptics. 

The  Epilepsy  League  knows 
that  some  employers  are  par- 
ticularly helpful  in  hiring  people 
with  a seizure  disorder  and 
others  are  not.  The  Epilepsy 
League  does  try  to  intervene 
when  an  applicant  is  rejected 
just  because  of  his  seizures  and 
annually  honors  a company  with 
an  exemplary  attitude  and  policy 
toward  hiring  the  handicapped. 

transitional  or  sheltered  workshops 

There  are  no  specific  work- 
shops for  epileptics  in  Oregon. 
Of  the  approximately  1,300  peo- 
ple employed  in  workshops, 
about  50  are  epileptic.  Most  of 
the  people  employed  by  shelter- 
ed workshops  live  in  the  Port- 
land metropolitan  area.  Other 
parts  of  the  state  have  few  work- 
shop facilities. 

To  start  a sheltered  workshop 
for  epileptics  in  the  Oregon  area 
would  require  a source  for 
funds,  a project,  a project  co- 
ordinator, and  professional  staff. 

Governor's  Planning  Committee  on 
Vocational  Rehabilitation 

The  Governor’s  Planning  Com- 
mittee on  Vocational  Rehabilita- 
tion is  one  of  the  50  state-wide 
planning  programs  to  assess  vo- 
cational rehabilitation  needs  and 
resources  as  provided  by  the 
1965  Amendments  to  the  Voca- 
tional Rehabilitation  Act.  The 
Oregon  study  began  in  January 
1967  and  will  continue  for  two 
years. 


The  broad  objectives  of  the 
committee  are:10 

1.  To  identify  and  number  by 
category  those  who  are  in 
need  of  vocational  rehabili- 
tation services, 

2.  To  prepare  a written  plan 
that  will  identify,  analyze  and 
evaluate  program  goals  and 
define  the  staff  and  financial 
support  needed  to  achieve 
these  goals  with  full  geo- 
graphic coverage  by  all  pro- 
grams offering  vocational  re- 
habilitation services, 

3.  To  identify  the  barriers  that 
prevent  or  delay  needed  vo- 
cational rehabilitation  ser- 
vices for  the  handicapped. 

4.  To  identify  vocational  reha- 
bilitation resources  required 
to  meet  future  needs  and, 

5.  To  determine  the  ways  in 
which  governmental  and  vol- 
untary programs  may  be  co- 
ordinated and  reorganized,  if 
necesarry,  in  order  to  meet 
needs  more  effectively. 

Epilepsy  League  of  Oregon 

The  Epilepsy  League  of  Ore- 
gon, a non-profit  voluntary 
health  agency,  was  incorporated 
in  February  1952.  The  organiza- 
tion arose  from  meetings  held 
since  1949  by  interested  individ- 
uals. 

The  League  services  cover 
education,  referrals  to  sources  of 
help  and  consultation.  It  is  also 
a source  of  influencing  legis- 
lation. The  League  functions  on 
a limited  annual  budget  of  about 
$17,000,17  obtained  as  a member 
agency  of  the  United  Good 
Neighbors  Fund.  Most  of  the 
service  is  provided  to  Multno- 
mah, Clackamas,  and  Washing- 
ton counties.  Efforts  to  extend 
groups  to  other  areas  of  the  state 
have  failed  in  the  past  because 
of  inadequate  support  from  both 


lay  people  and  physicians  in 
these  areas. 

The  League  has  done  a par- 
ticularly effective  job  in  educa- 
tion. To  meet  a widespread  de- 
mand, the  League  has  produced 
“A  Teacher’s  Guide  on  Epilep- 
sy.’ Educational  material  and 
speakers  are  available  not  only 
to  educators  but  to  education 
students  at  state  and  private  col- 
leges and  universities,  high 
school  health  and  modern  prob- 
lems classes,  and  other  inter- 
ested groups.  New  police  and 
airport  security  in  Multnomah 
county  view  films  and  receive 
instructions  on  the  care  of  the 
epileptic. 

The  League  offers  member- 
ship to  anyone  who  has  epilepsy 
or  indicates  an  interest  in  the 
purposes  of  the  League.  There 
is  a voluntary  membership  fee 
of  $2.00  annually.  The  League 
publishes  a bulletin.  Epilepsy 
Speaks,  six  times  yearly.  Cur- 
rently it  has  200-250  members. 
summary 

The  problems  disclosed  by  the 
survey,  in  Oregon,  of  existing 
services  and  interviews  of  people 
interested  in  epilepsy  indicate 
that  the  epileptic  needs  assist- 
ance in  the  following  areas: 

I Physician  Continuing  Medi- 
cal Education 

Effective  training  in  con- 
vulsive disorders  should  be 
aimed  specifically  at  prac- 
titioners without  special 
training  in  the  neurological 
sciences  so  that  they  can: 

A.  Recognize  the  various 
seizure  states. 

B.  Understand  the  ration- 
ale of  managing  drugs. 

C.  Use  diagnostic  instru- 
ments properly. 

D.  Assume  a greater  role  in 
assisting  the  epileptic  to 
participate  in  society. 

II  Employment 
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A.  Resolution  of  the  dilem- 
ma of  whether  or  not  to 
establish  special  training 
programs  ( workshops ) 
for  the  epileptic. 

B.  Education  of  employers 
aimed  at: 

1.  Helping  all  epileptics 
particularly  those  with 
good  medical  control 
of  their  seizures,  to 
achieve  their  full  job 
potential. 

2.  Greater  recognition 
by  employers  of  epi- 
lepsy as  a handicap- 
ping condition  and 
better  understanding 
of  the  disease  in  rela- 
tion to  hiring  policies. 
No  systematic  effort 
has  occurred  in  the 
field  of  employment 
and  no  agreement  ex- 
ists as  to  whether 
this  should  result  from 
further  legislation  or 
by  education  and  who 
has  responsibility  for 
this  effort. 

C.  Greater  coordination 
among  existing  agencies. 
The  Governor’s  Commit- 
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tee  on  Vocational  Reha- 
bilitation is  expected  to 
make  recommendations 
for  future  changes. 

III  Psycho-Social  Problems 

A.  Sources  should  be  estab- 
lished where  the  epilep- 
tic can  improve  his  social 
awareness  and  learn  how 
to  cope  with  daily  prob- 
lems. This  service  could 
perhaps  be  provided  by 
lay  groups  with  profes- 
sional advice.  The  ma- 
jority of  epileptic  pa- 
tients needing  this  ser- 
vice do  not  now  qualify 
for  mental  health  clinics. 

B.  Appointment  of  pre-  and 
post-care  coordinators 
to  assist  individuals  re- 
quiring institutionaliza- 
tion will  help  solve  the 
institution-to-community 
transition  problems. 

IV  Insurance 

Availability  and  cost  of  life, 
health,  accident  and  auto- 
mobile insurance  based  on  a 
realistic  appraisal  of  risk 
factors  needs  further  im- 
provement. 

V Motor  Vehicle  Regulations 

REFERENCES 

epileptic  seizures,  Springfield,  Illinois, 
C.  Thomas,  1963. 

7 Oregon  Laws,  1929,  Chapter  377. 

8 Oregon  Laws,  1961,  Chapter  173. 

9 Impaired  driver’s  program,  re- 
port, 1961-67,  Oregon  State  Board  of 
Health,  1967.  (With  additions  by  per- 
sonal communication  C.  A.  Jenike, 
Acciednt  and  Injury  Control  Program.) 

10  Notes  on  the  drinking  driver, 
accident  and  injury  control,  Oregon 
State  Board  of  Health,  1968. 

11  Waller,  J.  A.,  Chronic  medical 
conditions  and  traffic  safety,  review  of 
the  California  experience,  New  Eng 
J Med,  273:1413-1420,  1965. 

12  Crancer,  A.  C.,  Jr.  and  McMurray 
L.,  Accidents  and  violation  rates  of 
Washington’s  medically  restricted  driv- 
ers. JAMA  205:272-276,  July  29,  1968. 

13  Ail,  N.  J.,  Insurance — The  right 
firm,  the  right  price,  the  right  plan, 
Epiilepsy  Speaks,  (Published  by  Epi- 
lepsy League  of  Oregon)  Vol.  XV, 
June-July  1968. 

14  Rehabilitation  in  Oregon,  Depart- 


How  much  alcohol  con- 
tributes to  the  poor  driving 
records  of  some  epileptics 
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since  many  cases  that  in- 
volve convulsive  disorders 
also  appear  to  involve  exces- 
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VI  Epilepsy  League  of  Oregon 
Although  functioning  effec- 
tively in  the  northwestern 
part  of  the  state,  further 
services  could  be  provided 
if  more  local  chapters  were 
formed  in  other  areas  of  the 
state.  However,  clear  sup- 
port by  lay  and  professional 
individuals  is  essential  for 
new  chapters  to  function 
effectively. 

VII  Education 

Public  education  appears  to 
be  a reality  for  the  epilep- 
tic. Further  efforts  need  to 
be  made  to  prepare  the  epi- 
leptic adolescent  for  achiev- 
ing his  full  occupational 
potential.  Perhaps  schools 
in  cooperation  with  employ- 
ment agencies  could  help.  ■ 
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Malady  in  G 

The  Chinese  Restaurant  Singdrome 


DONALD  R.  PETERSON,  M.D.,  Seattle,  Washington 


Although  greeted  facetiously,  the  original 
report  of  symptoms  associated  with  consump- 
tion of  Chinese  food  introduced  a significant 
syndrome  and  correctly  implicated  monosodium 
glutamate  as  causative.  Intravenous  injection 
of  the  pure  substance  reproduces  the  symptoms. 
Retrospective  analysis  of  five  episodes  has,  be- 
latedly, exonerated  horseradish  as  the  hot  sub- 
stance producing  the  burning  sensation.  But 
injustice  to  the  superb  culinary  skill  of  the 
Chinese  is  being  done  by  calling  the  reaction 
the  Chinese  Restaurant  Syndrome. 


In  the  correspondence  section 
of  the  April  4,  1968,  issue 
of  The  New  England  Journal 
of  Medicine,  Robert  Ho  Man 
Kwok,  recounted  the  peculiar 
symptoms  he  experienced  when- 
ever he  ate  in  Chinese  restau- 
rants, especially  those  serving 
Northern  Chinese  food.  He  said 
that  within  15  or  20  minutes 
after  the  first  course,  he  would 
develop  numbness  at  the  back 
of  the  neck  which  gradually 
radiated  to  both  of  his  arms  and 
his  back,  generalized  weakness 
and  palpitation  lasting  about 
two  hours.  Dr.  Kwok  speculated 
that  cooking  wine,  monosodium 
glutamate  or  the  high  sodium 
content  of  Chinese  food  might 
be  responsible. 

Kwok’s  letter  apparently 
struck  a chord  among  readers, 
for  in  the  May  16,  1968,  issue 
ten  letters  to  the  editor  were 
published.  Seven  of  the  ten  let- 


ter writers  added  their  own 
testimonials  to  that  of  Dr.  Kwok. 
The  remaining  three  suggested 
that  imported  mushrooms,  puffer 
fish  poisoning  and  Chinese  vege- 
tables or  tea  were  likely  causes 
of  the  symptoms.  These  letters 
were  graced  by  a tongue-in- 
cheek  editorial  extolling  the  vir- 
tues of  Cantonese  cooking  and 
chiding  those  who  would  be 
taken  in  by  an  exercise  in  anec- 
dotal epidemiology. 

Then  in  the  July  11  issue,  two 
letters  appeared  recounting 
modest  experiments  which 
strongly  implicated  monosodium 
glutamate.  A third  letter  main- 
tained that  the  whole  matter  was 
a hoax  and  that  Ho  Man  Kwok 
stood  for  “Human  Crock.’’0 
These  three  letters  were  accom- 
panied by  an  editorial  note,  still 
jocular,  but  somewhat  more  re- 
strained than  the  first.  The  edi- 
torial note  revealed,  among 


other  things,  that  someone  had 
noted  symptoms  similar  to  Dr. 
Kwok’s  after  eating  Chinese 
soup,  Japanese  teriyaki,  matzoh 
ball  and  split  pea  soups  in  a 
Kosher  delicatessen. 

The  lay  press  also  had  its  say. 
The  Seattle  Times,  August  29, 
1968,  quoted  Stanley  Karanow 
in  the  Washington  Post  who 
wrote  “Mao’s  Enemies  Accused 
of  Gastronomic  Plot”  in  which 
Chinese  restaurants  lost  some 
luster,  if  not  face. 

A more  sedate  report1  in  De- 
cember 1968,  by  E.  Charlton 
Prather,  Director,  Division  of 
Epidemiology,  Florida  State 
Board  of  Health,  concerned  an 
outbreak  in  Pompano  Beach, 
Florida,  during  October  of  that 
year.  Among  five  persons  in  a 
group  eating  at  a Chinese  res- 
taurant, three  experienced  peri- 
oral paraesthesia,  temporal  and 
suboccipital  headache,  facial 
flushing  and  nausea  approxi- 
mately ten  minutes  following  in- 
gestion of  won  ton  soup. 

Thus  the  matter  rested  until 
February  1969  when  Herbert  II. 
Schaumberg,  one  of  the  previ- 
ously cited  correspondents,  and 
several  of  his  colleagues  at  the 
Albert  Einstein  College  of  Medi- 
cine, Bronx,  New  York,  reported 


’'Directory  of  the  American  Medical 
Association  lists  Ho  Man  Kwok,  age  46. 
as  a graduate  of  the  College  of  Medi- 
cine of  the  National  Taiwan  University. 
Taipei,  class  of  1961.  He  is  a research 
scientist  at  Georgetown  University 
School  of  Medicine,  Washington,  D.C. 
Ed. 
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in  Science  on  “Monosodium  L- 
Glutamate:  Its  Pharmacology 

and  Role  in  the  Chinese  Restau- 
rant Syndrome.”2  They  con- 
cluded from  their  experiments 
that  pure  monosodium  gluta- 
mate consistently  produces  the 
Chinese  Restaurant  Syndrome  if 
taken  on  an  empty  stomach  by 
a susceptible  individual.  After 
intravenous  administration  of 
monosodium  glutamate  in  vary- 
ing does,  a burning  sensation 
developed,  usually  beginning 
over  the  chest  and  subsequently 
spreading  to  the  neck,  shoulders, 
forearms,  and  occasionally  to 
the  thighs,  varying  in  intensity 
from  a mild  sunburn  to  a severe 
scorching  feeling.  This  was  fol- 
lowed by  tightness  and  pressure 
over  the  malar  areas  occasion- 
ally extending  into  the  zygo- 
matic and  retro-orbital  areas. 
This  sensation  sometimes  was 
described  as  a numbness  similar 
to  that  from  local  anesthesia.  A 
'.ense  of  pressure  over  the  pre- 
cordium  or  substemal  area,  oc- 
casionally radiating  to  the  axil- 
lae or  neck,  completed  the  syn- 
drome triad.  Headache  occurred 
in  a few  subjects.  Intensity  of 
symptoms  increased  with  in- 
creasing doses.  Similar  symp- 
toms, though  less  well  defined, 
occurred  15  to  25  minutes  after 
ingestion  of  a threshold  dose. 
Many  subjects  experienced  only 
one  or  two  symptoms  of  the  syn- 
drome. The  oral  threshold  dose 
ranged  from  2 to  12  grams  with 
most  reacting  at  4 grams.  In 
common  kitchen  measure  this  is 
equivalent  to  1/2  to  2 teaspoons- 
ful.  The  symptoms  were  felt  to 
result  from  stimulation  of  either 
intra-arterial  receptors  or  an 
aortic  chemoreceptor. 

Monosodium  glutamate  was 
identified  about  40  years  ago  as 
the  active  component  in  a sea- 
weed extract  long  used  by  Japa- 


nese cooks.  It  is  now  commer- 
cially identified  by  its  chemical 
name  or  as  “Accent”  or  “Ajino- 
moto powder.” 

buttressed  with  fact  rather 
than  fancy,  records  of  investiga- 
tions of  illnesses  associated  with 
eating,  conducted  by  the  Epi- 
demiology Division  of  the 
Seattle- King  County  Depart- 
ment of  Public  Health,  were 
reviewed  for  outbreaks  occur- 
ring within  a few  minutes  of 
eating.  To  avoid  any  bias  of 
prior  knowledge,  we  selected 
1967  records  which  antedated 
Dr.  Kwok’s  revelation  and  our 
knowledge  of  the  syndrome.  We 
found  five  outbreaks  that  had 
occurred  within  minutes  after 
eating  began.  On  the  basis  of 
the  induction  time  and  sympto- 
mology,  three  of  these  five  could 
be  considered  to  be  Chinese 
Restaurant  Syndrome.  Only  one 
outbreak,  involving  three  indi- 
viduals in  a party  of  four,  oc- 
curred in  a Chinese  restaurant, 
however.  At  the  time,  in  our 
ignorance,  we  considered  this 
episode  not  to  have  been  caused 
by  foods  eaten  at  the  restaurant. 
The  other  two  outbreaks  oc- 
curred in  one  American-type 
restaurant,  on  two  occasions.  In 
February,  seven  of  11  guests  at 
a party  experienced  typical 
symptoms  that  we  ascribed  to  a 
possible  interaction  between 
“liquid  smoke”  and  horseradish 
used  in  a barbecue  sauce.  An 
enlightened  review  of  the  record 
shows  that  all  those  who  became 
ill  had  chicken  broth  and  that 
the  recipe  for  the  broth  indi- 
cated monosodium  glutamate  as 
an  ingredient.  The  same  restau- 
rant was  implicated  again  in 
October  when  three  among  a 
party  of  six  persons  experienced 
a typical  reaction.  We  specu- 
lated at  that  time  that  the  re- 
action was  caused  by  some 


possible  interaction  between  the 
horseradish  and  metasulfite  used 
as  a lettuce  freshener.  In  retro- 
spect, beef  soup  seems  to  have 
been  the  vehicle  and  likely  con- 
tained monosodium  glutamate. 
Our  hang-up  on  horseradish  de- 
fies recollection. 

In  the  interest  of  fair  enjoy- 
ment practices,  our  experience 
together  with  that  mentioned  in 
the  editorial  note  suggests  that 
the  label  “Chinese  Restaurant 
Syndrome”  does  a disservice  to 
our  Chinese  brethren  and  their 
culinary  creations.  Chinese  res- 
taurants are  only  a portion  of  a 
wider  spectrum  of  places  for 
exposure. 

We  need  a more  neutral,  de- 
scriptive label  for  such  events. 
“Malady  in  G”  used  in  my  title 
might  do  except  it  seems  a little 
obscure.  Perhaps  MSG’s  like 
DT’s,  though  cryptic,  would  be 
sufficiently  descriptive  to  be  use- 
ful. Glutamate  Glut,  though  ex- 
plicit, has  an  offensive  sound. 
Glutamate-osis,  like  pollenosis  or 
halitosis,  fits  more  appropriately 
into  the  medical  manner  of 
speaking. 

In  the  vernacular  of  the  Jew- 
ish Mother  Syndrome,  we  should 
Enjoy!  Enjoy!  our  Chinese  res- 
taurants and  their  proprietors 
should  Enjoy!  Enjoy!  our  pa- 
tronage, free  from  the  specter 
of  glutamate  gloom. 

Apropos  of  cross-cultural 
dietaries,  rumor  has  it  that  there 
is  a Kosher  Chinese  restaurant 
in  Roston.  ■ 

1510  Public  Safety  Building 
(9 8104) 
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Prognostic  Value  of  Serum  Creatine  Phosphokinase 
Levels  in  Myocardial  Infarction 


WOLFGANG  F.  KLUGE,  M.D.,  Seattle,  Washington 


Level  of  serum  creatine  phosphokinase  (CPK)  appears  to  be  related  to  the 
mortality  rate  in  acute  myocardial  infarction.  Commonly,  the  prognosis  for 
survival  is  based  on  various  clinical  findings  present  on  admission  to  the 
hospital.  However,  there  is  a group  of  patients  who  seem  to  be  in  the  good 
risk  category  by  clinical  criteria  who  do  not  survive.  With  our  study,  we 
attempted  to  identify  these  patients  by  measuring  their  peak  CPK  levels.  Of 
126  patients  admitted  to  the  Coronary  Care  Unit  of  Providence  Hospital  in 
Seattle,  84  were  included  in.  this  study.  All  were  kept  on  the  cardiac  monitor 
for  at  least  three  days  and  had  a minimum  of  two  CPK  determinations.  We 
compared  the  post-twelve-hour,  hospital  mortality  rate  with  the  peak  CPK 
levels  and  found  a direct  relationship.  The  patients  with  low  CPK  peak  values 
had  the  lowest,  the  ones  with  high  CPK  peak  values  the  highest  mortality  rate. 


THE  purpose  of  this  study  is 
an  attempt  to  correlate  the 
levels  of  serum  creatine  phos- 
phokinase (CPK)  with  the  mor- 
tality rate  in  acute  myocardial 
infarction.  Commonly  the  prog- 
nosis for  survival  is  based  on 
various  clinical  findings  such  as 
shock,  congestive  heart  failure, 
arrhythmias,  associated  diseases 
and  past  history  of  cardiac  or 
vascular  disease.1  The  Pathologic 
Index  Rating  of  Schnur,2  the  cri- 
teria used  by  Russek3  and  Peel’s 
Prognostic  Index*  have  com- 
monly been  used  to  predict  the 
mortality  rate.  Clinical  informa- 
tion is  certainly  of  great  value 
but  there  is  a group  of  patients 
who  seem  to  be  in  the  good  risk- 
category  by  the  above  mention- 
ed criteria  but  who  still  do  not 
survive.  This  group  consists  of 
patients  who  suffer  extensive 
myocardial  infarction  but  do  not 
show  signs  of  heart  failure  or 
arrhythmia  during  the  first  or 


second  day  after  the  infarct.  As 
laboratory  evidence  of  the  vol- 
ume of  the  infarct,  determination 
of  serum  CPK  appears  to  be 
very  helpful. 

patients  and  methods 

One  hundred  twenty-six  pa- 
tients were  admitted  to  the  Cor- 
onary Care  unit  of  Providence 
Hospital  from  January,  1967, 
through  June,  1968,  with  the 
diagnosis  of  myocardial  infarc- 
tion. Only  patients  fulfilling  the 
following  criteria  were  admitted 
to  this  study:  survival  of  the  first 
12  hours  in  the  hospital;  at  least 
two  CPK  determinations  on  two 
consecutive  days  with  at  least 
one  value  above  40  I.U.  and 
definite  ECG  criteria  for  myo- 
cardial infarction  (QRS,  ST  and 
T changes ) — or  probable  ECG 
changes  (ST-T  changes)  with 
typical  rise  of  the  serum  enzymes 
and  history  suggesting  myocar- 
dial infarction;  no  other  disease 
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or  disorder  known  to  produce 
CPK  elevation. 

Applying  these  criteria,  1 ex- 
cluded 42  patients  from  the 
study:  4 patients  expired  within 
12  hours  after  admission,  21  had 
only  one  CPK  determination,  15 
had  insufficient  ECG  evidence 
of  infarction  and  no  typical  rise 
of  enzymes  or  no  classical  story, 
3 patients  had  other  disorders 
which  may  have  produced  the 
CPK  elevation  (one  subarach- 
noid hemorrhage,  one  trichino- 
sis, one  after  myelogram ) . A few 
patients  were  excluded  on  the 
basis  of  two  or  more  criteria. 
One  patient  with  left  bundle 
branch  block  suffered  from  a 
probably  myocardial  infarction 
with  typical  rise  of  enzymes  fol- 
lowing coronary  arteriography. 
This  patient  was  not  included. 

Eighty  four  patients  fulfilled 
the  criteria  and  were  used  for 
this  study.  All  were  admitted  to 
the  Coronary  Care  Unit  and 
were  kept  on  the  cardiac  monitor 


for  at  least  three  days.  Rhythm 
strips  were  obtained  hourly  and 
additional  ones  when  arrhyth- 
mias were  observed.  Serial, 
complete,  twelve-lead  electrocar- 
diograms, complete  blood  count 
and  urinalysis  were  obtained 
routinely. 

Serum  creatine  phosphokinase 
(CPK)  was  measured,  usually 
on  the  day  of  admission  and  on 
the  two  following  mornings 
(Average  of  3.4  tests  per  pa- 
tient). Seventy  six  patients  had 
determinations  of  the  lactic  de- 
hydrogenase (LDII),  44  of  the 
serum  glutamic  - oxaloacetic- 
transaminase  ( SGOT ) and  7 of 
the  hydroxybutyrate  dehydroge- 
nase (HBD)  as  well.  The  mea- 
surement of  the  CPK  was  based 
on  the  method  of  Oliver  and 
Rosalki.0  Their  normal  values  are 
50  I.U.  for  men  and  30  I.U.  for 
women.  We  considered  40  I.U. 
the  upper  limit  of  normal  in  both 
sexes  as  is  commonly  done  in 
most  institutions.  One  interna- 


tional unit  (I.U.)  is  defined  as 
that  amount  of  enzyme  which 
will  use  one  micromole  of  crea- 
tine phosphate  substrate  per 
minute  at  a certain  temperature 
(30°  C for  the  values  given 
above ) . 

All  patients  had  intravenous 
drip  of  5 per  cent  dextrose  in 
water.  Xylocaine  was  given  in 
bolus  or  drip  for  frequent  PVCs 
or  runs  of  ventricular  tachycar- 
dia. All  other  questions  of  work- 
up and  patient  management 
were  handled  individually  by 
different  attending  physicians 
and  will  not  be  considered  here 
in  detail. 

results 

Of  the  84  patients  included 
in  the  study  13  patients  expired 
(post  12  hour  mortality  rate  of 
15.5  percent).  The  cause  of 
death  was  considered  to  be  left 
heart  failure  in  6 patients,  ar- 
rhythmia in  4,  and  left  ventric- 
ular rupture  in  3.  Frequently, 


Fig.  1.  Mean-values  of  CPK  (84  pts.),  LDH  (76  pts.)  and  SGOT  (44  pts.). 
Day  of  hospital  admission  considered  day  1. 
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Table  1 

HOSPITAL  DEATHS  FOLLOWING  ACUTE  MYOCARDIAL  INFARCTION 
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more  than  one  condition  was 
present.  Of  these  13  patients  9 
had  at  least  one  CPK  higher  than 
600  I.U.  Table  1 shows  the  pa- 
tients who  expired,  with  their 
sex,  age,  ECG  diagnosis,  peak 
CPK  value,  peak  LDH  value, 
pertinent  past  history,  positive 
findings  on  admission  examina- 
tion and  hospital  course.  Also  in- 
cluded are  the  Schnur  Patholog- 
ical Index  Ratings  and  Peel’s 
Coronary  Prognostic  Index 
which  are  both  based  mainly  on 
clinical  data  obtained  on  the 
day  of  admission.  Peel’s  Index 
includes  also  a rating  of  the  pa- 
tient’s age  and  ECG  findings.  It 
is  of  interest  that  only  3 patients 
had  Schnur  ratings  of  above  60 
and  only  2 had  a Peel’s  Index  of 
above  17,  both  indicative  of  the 
high  risk  category  of  patients. 

Another  9 patienU  had  CPK 
values  higher  than  600  I.U.  but 
did  survive  (see  Table  2).  Seven 
had  major  complications  during 
their  hospital  stay  ( 5 had  runs 
of  ventricular  tachycardia,  2 con- 
gestive heart  failure).  Two  pa- 
tients had  Schnur  ratings  of  65 
and  one  had  a Peel’s  Index  o' 
17. 

Table  3 shows  the  mortality 
after  12  hours  hospital  stay  ar- 
ranged according  to  peak  CPK 
levels.  Of  48  patients  with  a 
CPK  of  300  I.U.  or  below  only 
one  expired  (2.1  percent);  3 
patients  had  a CPK  higher  than 
1200  I.U.  and  all  3 expired. 

Table  4 demonstrates  the 
prognostic  significance  of  peak 
CPK,  LDH  and  SGOT  levels. 
It  is  shown  that  66  patients  had 
a peak  CPK  value  between  40 
and  600  I.U.,  in  this  group  only 
4 expired  (6.1  percent);  of  18 
patients  with  peak  CPK  values 
of  600  I.U.  or  higher  9 expired 
(50  percent).  Of  17  patients 
with  LDH  peak  values  of  2000 
or  higher  7 (41.1  percent)  died. 


The  number  of  our  patients 
with  serial  SGOT  determinations 
is  too  small  for  meaningful  sta- 
tistical analysis.  Therefore  the 
results  of  Hinohara9  are  shown 
for  comparison.  He  considers 
SGOT  peak  values  of  250  or 
above  to  be  of  “ominous  prog- 
nostic significance.”  The  predic- 
tive accuracy  for  CPK  peak  lev- 
elys  is  84.5  percent,  for  LDH 
79  percent  and  for  SGOT  73.5 
percent. 

discussion 

Patients  with  high  CPK  and 
LDH  levels  following  acute 
myocardial  infarction  will  often 
develop  serious  arrhythmias  or 
congestive  heart  failure  after 
many  days  of  apparently  satis- 
factory progress.  Since  the  mor- 
tality in  this  group  of  patients 
is  high,  it  seems  important  to 
recognize  the  prognostic  value 
of  serum  enzyme  levels  in  order 
to  improve  their  management. 

Schnur  suggested  in  a foot 
note  of  his  paper  that  addition 
of  laboratory  data  probably 
would  increase  the  accuracy  of 
his  ratings.2  Since  that  time 
many  authors  have  pointed  out 
the  value  of  different  enzymes. 
The  CPK  is  now  favored  by  most 
because  of  its  sensitivity  and  spe- 
cificity for  myocardial  injury  in 
the  absence  of  skeletal  and  brain 
tissue  destruction.  Smith  comes 
to  the  conclusion  that  CPK  lev- 
els are  a more  sensitive  index 
of  myocardial  damage  than 
SGOT  and  HBD  determina- 
tions.7 His  death  rates  in  differ- 
ent groups  of  CPK  levels  cor- 
relate well  with  my  figures.  The 
6 percent  mortality  rate  in  the 
40-250  I.U.  group  of  Smith  can 
probably  be  explained  by  the 
fact  that  he  included  also  early 
hospital  deaths,  including  pa- 
tients who  died  before  the  CPK 
could  reach  the  peak  level.  To 
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TABLE  3:  HOSPITAL  MORTALITY  ( EXCLUDING  FIRST  12  HOURS  IN  THE  HOSPITAL) 
ACCORDING  TO  DIFFERENT  LEVELS  OF  CPK 


CPK  range 

No.  of  patients 

Patients  expired  (%) 

Cumulative  (%  of 

40-300 

48 

1 

( 2.1) 

1 

( 1.2) 

301-600 

18 

3 

(16.7) 

4 

( 4.8) 

601-900 

10 

3 

(30.0) 

7 

( 8.4) 

901-1200 

5 

3 

(60.0) 

10 

(11.9) 

over  1200 

3 

3 

(100.0) 

13 

(15.5) 

Total 

84 

13 

(15.5) 

1 

(15.5) 

correct  for  this  factor  we  exclud- 
ed the  patients  who  expired  dur- 
ing the  first  12  hours  in  the  hos- 
pital. In  our  observation  the 
CPK  reached  its  peak  value  24- 
36  hours  after  the  occurence  of 
the  myocardial  infarction.  This 
is  consistent  with  the  fact  that 
most  patients  have  highest  CPK 
value  on  the  second  hospital  day 
(see  Figure  1),  that  is,  8-32 
hours  after  admission.  For  prog- 
nostic purposes  it  is  most  im- 
portant to  obtain  the  CPK  24-36 
hours  after  the  infarction  in  or- 
der to  find  the  peak  value.  It  will 
help  in  directing  further  patient 
management.  The  high  risk  in- 
dicated only  by  high  enzyme 
levels  has  only  recently  been  rec- 
ognized and  has  caused  a more 
cautious  attitude  towards  this 
type  of  patient.  For  example, 
patient  P.M.  and  Y.J.  (see  Table 
2 ) were  kept  on  the  monitor  and 
on  complete  bed  rest  for  a pro- 
longed period.  Thus  runs  of  ven- 


tricular tachycardia  after  one 
week  for  patient  P.M.  and  after 
two  weeks  for  patient  Y.J.  were 
detected  and  treated.  Both  pa- 
tients were  discharged  after  40 
and  39  days  respectively  and  are 
doing  well.  The  question  of 
routine  use  of  anti-arrhythmic 
drugs  in  this  group  of  patients 
comes  up.  Oliver  uses  procaina- 
mide ( Pronestyl ) prophylactic- 
ally  in  patients  with  high  CPK 
levels.8  The  results  of  his  com- 
parative studies  will  be  interest- 
ing. 

It  is  not  proposed  that  the 
peak  CPK  value  should  be  a 
substitute  for  clinical  evaluation 
of  the  patient  or  for  any  prog- 
nostic criteria  based  thereon.  It 
rather  should  be  considered  an 
additional  piece  of  information, 
valuable  for  diagnosis  and  simul- 
taneously contributing  to  ac- 
curacy of  the  prognosis. 

It  is  shown  in  tables  1 and  2 
that  a negative  cardiovascular 


past  history  and  an  unremark- 
able physical  examination  on  ad- 
mission (leading  to  low  ratings 
of  Schnur’s  Pathologic  Index  and 
Peel’s  Coronary  Prognostic  In- 
dex) do  not  necessarily  imply  a 
good  prognosis.  If  the  serum  en- 
zymes show  high  peak  values 
the  patient  should  be  classified 
as  in  a high  risk  group.  He 
should,  therefore,  be  placed  on 
the  cardiac  monitor  and  on  com- 
plete bedrest  for  an  extended 
period.  The  CPK  seems  to  be  a 
superior  test  for  diagnostic  pur- 
poses ( see  figure  1 ) as  well  as 
for  prognostic  evaluation.  There- 
fore it  has  now  largely  replaced 
the  SGOT  in  this  institution. 

If  it  is  suspected  that  a patient 
had  a myocardial  infarction  24 
hours  or  more  prior  to  admission 
to  the  hospital  the  serum  LDH, 
LDH  isoenzymes  or  HBD  levels 
should  also  be  obtained  since 
they  reach  peak  levels  later  in 
the  course. 


Table  4: 

PROGNOSTIC  SIGNIFICANCE  OF  SERUM  CPK,  LDH  AND  SGOT  PEAK  LEVELS  IN 
MYOCARDIAL  INFARCTION 


CPK  (l.U.)  LDH  (U.)  SGOT  (U.)e 


Enzyme  level 

40-599 

> 600 

Total 

<2000 

>2000 

Total 

<250 

>250 

Total 

No.  of  patients 

66 

18 

84 

59 

17 

76 

79 

11 

90 

No.  of  deaths 

4 

9 

13 

6 

7 

13 

21 

8 

29 

Mortality  (%) 

6.1 

50 

15.5 

10.2 

41.2 

17.1 

26.6 

72.7 

32.2 

Statistical  signifi- 
cance of  difference 
in  proportions 

p<  0.001 

p<  0.01 

p<  0.01 

Predictive  accuracy 

84.5% 

79% 

73.5% 

•Hinohara,  Jap.  Circ.  J.  31 :1575,  Nov.  1967 
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Recently,  Oliver  reported 
good  correlation  of  serum  free 
fatty  acids  with  the  occurrence 
of  arrhythmias  and  early  and 
late  deaths  following  acute  myo- 
cardial infarction.10  The  disad- 
vantage of  this  test  is  the  fact 
that  peak  levels  usually  occur 
4-8  hours  after  the  infarction. 
Therefore  they  may  be  missed  in 
a number  of  patients  who  are 
not  admitted  to  the  hospital 
within  this  period. 

Nine  patients  demonstrated 
hyperacute  changes  in  electro- 
cardiogram obtained  on  the  day 

1 King,  D.  J.,  Manegold,  R.  F.,  Con- 

sistency of  cardiologist’s  prognostic 
judgments  in  cases  of  myocardial  in- 
farction. Amer  J Cardiol  15:  27-32 

(January)  1965. 

2 Schnur,  S.,  Mortality  Rates  in 
Acute  Myocardial  Infarction.  II.  a pro- 
posed method  for  measuring  quanti- 
tatively severity  of  illness  on  admis- 
sion to  the  hospital,  Ann  Intern  Med 
39:  1018-1025  (November)  1953. 

3 Russek,  H.  I.,  Zohman,  B.  L., 
Doerner,  A.  A.,  Russek,  A.  S.,  White, 
L.  G.,  Indications  for  bishydroxycou- 
marin  (Dicumarol)  in  acute  myocardial 
infarction,  circulation  5:  707-711  (May) 
1952. 


of  admission.  Eight  had  CPK 
values  higher  than  600  I.U.;  one 
had  a peak  value  of  530  I.U. 
Therefore,  hyperacute  changes 
in  the  admission  electrocardio- 
gram suggest  that  an  extensive 
myocardial  infarction  is  present 
and  that  further  complications 
can  be  expected. 

summary 

The  mortality  rate  of  84  pa- 
tients was  compared  with  the 
peak  CPK  levels  obtained  after 
they  suffered  an  acute  myocar- 
dial infarction.  Direct  relation- 

4 Peel,  A.  A.  F.,  Semple,  T.,  Wang, 
I.,  Lancaster,  W.  M.,  Dali,  J.  L.  G., 
A Coronary  Prognostic  Index  for 
grading  the  severity  of  infarction, 
Brit  Heart  J 24  : 745-760  (November) 
1962. 

5 Oliver,  I.  T.,  A spectrophotometric 
method  for  the  determination  of  crea- 
tine phosphokinase  and  myokinase, 
Biochem  J 61:  116-122  (September)  1955. 

6 Rosalki,  S.  B.,  An  improved  pro- 
cedure for  serum  creatine  phospho- 
kinase determination,  J Lab  Clin  Med 
69:  696-705  (April)  1967. 

7 Smith,  A.  F.,  diagnostic  value  of 
serum-creatine-kinase  in  a coronary 
care  unit.  Lancet  2:  178-182  (July)  1967. 


ship  was  found;  the  patients 
with  the  lowest  peak  CPK  values 
have  the  lowest,  the  ones  with 
the  high  CPK  values,  the  high- 
est mortality  rate.  This  is  inde- 
pendent of  any  clinical  findings 
and  therefore  is  of  prognostic 
value  itself.  It  would  appear 
prudent  to  consider  all  patients 
with  a peak  CPK  value  higher 
than  600  I.U.  to  be  in  the  high 
risk  category,  and,  therefore,  to 
treat  them  as  such. 

School  of  Medicine 
University  of  Washington 
(98105) 

8 Oliver,  M.  F.,  Personal  communi- 
cation. 

9 Hinohara,  S.,  Evaluation  of  the 
prognosis  of  myocardial  infarction,  Jap 
Circ  J 31:  1575-1579  (November)  1967. 

10  Oliver,  M.  F.,  Kurien,  V.  A., 
Greenwood,  T.  W.  Relation  between 
serum-free-fatty-acids  and  arrhythmias 
and  death  after  acute  myocardial  in- 
farction, Lancet  1:  710-714  (April  6)  1968. 

ACKNOWLEDGMENTS 

The  author  wishes  to  thank  Doctor  E. 
English  for  measuring  the  CPK  levels 
in  his  laboratory,  and  also  Doctor  P. 
Hardy  for  his  helpful  advice. 


Oregon  Conference  on  Family  Practice 


University  of  Oregon  Medical 
School,  Oregon  Medical  Associa- 
tion, Oregon  Academy  of  General 
Practice  and  Oregon  Society  of 
Internal  Medicine,  are  sponsoring 
a conference  on  family  practice 
to  be  held  at  Salishan  Lodge,  Glen- 
eden  Beach,  October  24-26. 

M.  Roberts  Grover,  Associate 
Dean  at  UOMS  will  preside  at  the 
first  session,  a dinner  meeting, 
Friday,  October  24.  Dean  of  the 
Medical  School,  Charles  N.  Hol- 
man will  give  the  welcome  and 
Dr.  Grover  will  follow  with  “Defi- 
nition of  the  Problem  and  Limits  of 
the  Field  of  Discussion.” 

Saturday,  October  25 

Morning  Session:  Laurel  G.  Case 
presiding 

8:30  What  are  the  Causes? 

The  Over-All  Picture 


Lynn  P.  Carmichael,  M.D., 
Director  of  Division  of 
Family  Practice,  University 
of  Florida  Medical  School, 
Miami. 

Distribution  of  Physicians 
in  Oregon 

S.  Spence  Meighan,  M.D., 
Director  of  Medical  Educa- 
tion, Good  Samaritan  Hos- 
pital, Portland. 

9:30  What  is  the  Problem— What 
are  the  Causes? 

Group  Discussion 
Afternoon  Session:  Robert  [. 

Meechan,  presiding 
1 :30  Review  of  Proposed  or  Pos- 
sible Solutions 
Pathways  in  Undergraduate 
Curriculum,  John  R.  Hog- 
ness,  M.D.,  Executive  Vice 
President,  University  of 
Washington. 


Family  Practice  Department 
Lynn  P.  Carmichael,  M.D. 
Board  Certification  Resi- 
dency Program,  Charles  C. 
Strong,  M.D.,  Vancouver, 
Wash. 

3:00  Solutions  Involving  Medical 
Schools 

Small  group  discussion 
Sunday,  October  26 
8:30  Proposals  of  the  Curriculum 
Committee 

William  V.  Krippaehne,  M.D., 
Chairman,  Department  of 
Surgery,  University  of  Ore- 
gon Medical  School. 
Anticipated  Effect  of 
UOMS  and  Other  Proposals 
Small  group  discussion 
11:15  Sum  Up 

Tyra  B.  Hutchens,  M.D., 
Portland;  Robert  M.  Cock- 
burn,  M.D.,  Portland. 
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With  the 


^JcU-INASE-PRODUCt 


funduufoRM'S 


LYTtr* 


BACT£R0^ES 


broad  Polycillin 

(ampicillin  tri  hydrate) 

spectrum... 


STAPHYLOCOCCI 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  I nfections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  £.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions.Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 

Polydllivf 

(ampicillin  trihydrate) 


and  offending  organisms).  Bacterial  meningitis 
-150-200  mg./ Kg. /day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg./ ml.  in  20  ml.  bottles. 
u-i/z/69  A.H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


95th  Annual  Session 

of  the 

OREGON  MEDICAL  ASSOCIATION 


September  23-27,  1969 
Por  tland,  Oregon 

Memorial  Coliseum 
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PRESIDENTS  INVITATION 


J.  RICHARD  RAINES,  M.D. 
Portland 
President 


It  is  with  considerable  pride  that  I invite  you  to 
join  me  at  the  95th  Annual  Session  of  the  Oregon 
Medical  Association. 

The  Committee  on  Annual  Session,  chaired  by 
Roy  A.  Payne,  has  developed  an  excellent  scientific 
program  beginning  on  Wednesday  afternoon,  Sep- 
tember 24.  Several  sectional  scientific  programs  on 
Thursday  afternoon  contribute  to  the  varied  and  in- 
teresting program.  The  entire  scientific  program  has 
as  its  backbone  three  outstanding  Sommer  Memorial 
Lecturers. 

The  Oregon  Medical  Association  House  of  Dele- 
gates, the  policy-making  body  of  the  Association 
will  hold  its  opening  meeting  on  Tuesday  evening. 
Reference  Committees  of  the  House  will  convene 
Wednesday  and  Thursday  mornings  to  consider  the 
reports  and  recommendations  of  the  various  OMA 
committees  as  well  as  resolutions  submitted  by  com- 
ponent societies  and  individual  delegates.  The  Refer- 
ence Committees  meet  to  hear  the  testimony  of 
mmbers  and  invite  your  participation  in  helping 
them  make  their  reports  to  the  final  session  of  the 
House  which  meets  on  Friday  morning. 

As  a member  of  the  Association,  you  will  have  a 
chance  to  exercise  your  franchise  by  voting  at  the 
OMA  Annual  Meeting.  The  Nominating  Committee 
has  presented  excellent  candidates  for  President- 
Elect,  Vice-President,  Secretary-Treasurer,  and  AMA 
Delegate  and  Alternate  Delegate  positions.  It  is  your 
right  to  vote  for  the  candidate  of  your  choice  or  to 
nominate  additional  candidates.  I urge  you  to  again 
participate  in  the  process  which  will  select  the  lead- 
ers of  the  Association  for  the  next  year. 

Also  plan  to  attend  the  numerous  special  events 
which  are  planned  during  the  Annual  Session,  par- 
ticularly Installation  of  1969-70  President,  Noel  B. 
Rawls  at  the  Presidential  Installation  and  Awards 
Luncheon  Friday.  Don’t  forget  to  visit  technical  and 
scientific  exhibits,  and  the  Ninth  Annual  Physicians’ 
Art  Exhibit.  The  Woman’s  Auxiliary  has  arranged 
an  interesting  program  for  the  ladies,  so  plan  to 
bring  your  wife. 

Regardless  of  the  fine  new  facility  which  we  will 
be  utilizing  at  the  Memorial  Coliseum,  the  scientific 
program,  and  the  many  other  events,  the  95th  An- 
nual Session  will  achieve  success  by  good  partici- 
pation. For  this  most  important  reason,  we  invite 
you  to  participate. 
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Oregon  Medical 
Association 
Officers.  1969 


Louis  O.  Machlan,  Jr.,  M.D. 

PORTLAND 

Speaker  of  the  House 


Noel  B.  Rawls,  M.D. 

ASTORIA 

President-Elect 


Roy  A.  Payne,  M.D. 

MILWAUKIE 

Vice-President 
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Max  H.  Parrott,  M.D. 

PORTLAND 

AM  A Trustee 


Blair  J.  Henningsgaard,  M.D. 

ASTORIA 


Delegate  to  AM  A 


Ernest  T.  Livingstone,  M.D. 

PORTLAND 

Delegate  to  AM  A 


Clinton  S.  McGill,  M.D. 

PORTLAND 


John  E.  Ty sell,  M.D. 

EUGENE 

Delegate  to  AM  A 

Alternate  Delegate 
to  AM  A 


Daniel  K.  Billmeyer,  M.D. 

OREGON  CITY 

Alternate  Delegate 
to  AM  A 


Augustus  M.  Tanaka,  M.D. 

ONTARIO 


Alternate  Delegate 
to  AM  A 


Committee  on  Annual  Session 

Roy  A.  Payne,  M.D.,  milwaukie,  Chairman 
Robert  S.  Miller,  M.D.,  beaverton 
Walter  A.  Goss,  M.D.,  Portland 
Robert  L.  Hare,  M.D.,  Portland 
Peter  DeWitt,  M.D.,  Portland 
Merritt  L.  Linn,  M.D.,  Portland 
Alan  L.  Morgenstern,  M.D.,  Portland 
L.  Paul  Rasmussen,  M.D.,  Portland 
Arthur  L.  Rogers,  M.D.,  Portland 
Frank  B.  Hege,  M.D.,  Portland 
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Sommer  cTYCemorial  (Lecturers 


ERNST  A.  SOMMER,  M.D. 


The  Sommer  Memorial  Lectures  are  nrnde  possible  through  funds 
left  in  perpetual  endowment  by  the  late  Ernst  A.  Sommer.  His  will 
directed  that  the  lectures  be  given  in  Portland  and  that  they  be  given 
for  the  benefit  of  physicians  and  medical  students.  The  Lectures  are 
presented  in  the  spring  in  conjunction  with  the  University  of  Oregon 
Medical  School  Alumni  Meeting,  and  in  the  fall  in  conjunction  with 
the  Annual  Meeting  of  Oregon  Medical  Association  when  that  meeting 
is  held  in  Portland. 


OMA 


95th  Annual  Session 


The  95th  Annual  Session  of  the  Oregon  Medi- 
cal Association  will  be  held  September  23,  24, 
25,  26,  and  27,  1969  in  the  Memorial  Coliseum 
in  Portland. 

The  OMA  House  of  Delegates  will  meet  on 
Tuesday  evening,  September  23rd  at  6:30  p.m. 
Reference  Committees  will  hold  open  hearings 
on  various  Association  Committee  reports  and 
delegates’  resolutions  beginning  at  9:00  a.m. 
Wednesday.  The  House  will  convene  for  its 
final  session  on  Friday. 

The  President-Elect,  Vice-President,  Secretary- 
Treasurer  for  1969-70  will  be  elected  at  the 
Association’s  Annual  Meeting  on  Friday  at  11:30 
a.m.  The  meeting  will  be  held  in  the  Coliseum’s 
new  Assembly  Hall,  site  of  all  of  the  scientific 
programs. 

Scientific  sessions  will  be  held  in  the  morning 
and  afternoon  beginning  at  1:30  p.m.  Wednes- 
day, September  24  and  ending  with  the  after- 
noon assembly  on  Friday.  Sectional  programs 
on  Internal  Medicine,  Surgery,  Preventive  Medi- 
cine, and  Pediatrics  are  scheduled  for  Thursday 
afternoon. 

The  Second  Annual  Great  Medical  Decisions 
program  will  complete  a debate  on  last  year’s 
subject,  “Organized  Medicine  and  Politics"  and 
start  the  1970  subject  “Quality  and  Distribution 
of  Medical  Care.”  The  program  will  be  held 
from  9:00  a.m.  to  12:00  noon  in  the  Assembly 
Hall. 

Installation  of  1969-70  President,  Noel  B. 
Rawls,  will  be  held  in  conjunction  with  the 
Annual  Awards  luncheon  at  noon  on  Friday. 
Awards  for  outstanding  reporting  of  health  and 
medically  related  items  in  print  and  broadcast 
media  will  be  presented  as  will  the  Doctor- 
Citizen  of  the  Year  award. 

Other  events  of  interest  include  the  Oregon 
Medical  Political  Action  Committee  Banquet  on 
Thursday  evening,  the  Ninth  Annual  Physicians’ 
Art  Exhibit,  a wine  tasting  program  on  Tuesday 


evening,  and  the  OMA  Golf  Tournament  on 
Saturday. 

The  exhibit  area  will  feature  several  unusual 
exhibits  as  well  as  some  70  to  80  technical  and 
scientific  exhibits. 

The  Scientific  Program  of  the  95th  Annual 
Session  of  the  Oregon  Medical  Association  is 
termed  “excellent”  by  Annual  Session  Committee 
Chairman  and  OMA  Vice-President  Roy  A. 
Payne. 

Of  particular-  interest  are  the  three  Sommer 
Memorial  Lecturers,  each  of  whom  will  present 
three  papers  during  three  days  of  scientific  pro- 
gram. 

Rene  Menguy,  Chairman  of  the  Department 
of  Surgery  at  the  University  of  Chicago,  will 
present  papers  entitled  “The  Gastric  Mucosal 
Barrier  and  its  Relation  to  Ulcerogenesis,”  and 
“Acute  Hemorrhagic  Gastritis”  in  General  Ses- 
sions. His  third  paper,  “The  Surgery  of  Inflam- 
matory Bowel  Disease”  will  be  presented  during 
the  Section  on  Surgery  on  Thursday  afternoon. 

Dr.  Menguy  is  a Fellow  of  the  American 
College  of  Surgeons,  a member  of  the  American 
Surgical  Association,  and  the  American  Federa- 
tion for  Clinical  Research.  He  is  recipient  of  the 
Mayo  Foundation  Award  and  the  Fulbright 
Travel  Grant. 

Rudolf  J.  Noer  is  Chairman  of  the  Department 
of  Surgery  of  the  University  of  Louisville,  Ken- 
tucky. His  presentations  are  “The  Management 
of  Blunt  Abdominal  Trauma,”  “Diverticular  Dis- 
ease of  the  Colon:  Pathogenesis  and  Complica- 
tions,” and  “Massive  Colonic  Hemorrhage:  Diag- 
nosis and  Management.” 

Dr.  Noer  is  a Fellow  and  former  Vice-Presi- 
dent of  the  American  College  of  Surgeons,  a 
member  of  the  American  Surgical  Association, 
Southern,  Central,  and  Western  Surgical  Asso- 
ciations and  a diplomate  of  the  American  Board 
of  Surgery. 

continued  on  page  869 
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vacation  in 
a vial: 

the  spasm 
reactors 
in  your  practice 
deserve 


“the  <T>onnatalcE£kct>> 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital  (Vi  gr.)  16.2  mg. 

(Warning:  may  be  habit  forming) 

(%  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing-  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


/PH'I^OBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


290  tangerines 
or  30  Allbee  with  Q. 

Your  patient  would  have  to  peel  and  eat  290  tangerines  a month, 
almost  10  every  day,  to  get  as  much  Vitamin  C as  is  contained  in  just 
one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily) . 

In  addition,  each  capsule  provides  full  therapeutic  amounts  of  the 
B-complex  vitamins.  For  example,  as  much  niacin  as  2 pounds  of  sirloin 
steak.  This  handy  bottle  of  30  Allbee  with  C capsules  gives  your  patient 
a month’s  supply  at  a very  reasonable  cost.  Also  the  economy  size  of 
100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 


30  Capsules 


Allbee  withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B.)  15  mg 

Riboflavin  (V it.  B2)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  B6)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 

Ascorbic  acid  (Vit.  C)  300  mg 


A.H.  Robins  Company,  Richmond, Va.  23220 


HIGHLIGHTS 

• Three-year  plan  approved  for 
W/ARMP 


WASHINGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILOING  / SEATTLE,  WASHINGTON  98105 


RMP  exhibit  to  feature  continu- 
ing education  activities 

Cardiac  exercise  program 
begins  this  month 

Stroke  Coordinator  named 


VOL.  2,  NO.  4 


SEPTEMBER,  1969 


EXPANSION  OF  W/ARMP  ACTIVITIES 
STRESSED  IN  PLAN  BY  PHYSICIANS 


Editor’s  Note: 

A document  outlining  the  objectives 
and  operational  plan  of  the  Washington/ 
Alaska  Regional  Medical  Program  for  the 
next  three  years  was  required  by  the  De- 
partment of  Health,  Education  and  Welfare 
for  renewal  funding  of  the  planning  grant. 

The  first  plan  proposed  on  March  22, 
1969  was  not  accepted  by  the  Regional 
Advisory  Committee  of  the  Washington/ 
Alaska  RMP.  This  group,  broadly  repre- 
sentative of  the  various  viewpoints  within 
the  health  care  community,  directed  that 
the  initial  proposal  undergo  careful  refor- 
mation, largely  because  it  lacked  a bal- 
ance of  local  input. 

Subsequently,  a nine-man  committee 
consisting  of  five  practicing  physicians,  a 
hospital  administrator,  a medical  school 
official,  a state  health  department  official 
and  chaired  by  an  insurance  executive, 
was  asked  to  attempt  another  draft.  This 
committee,  assisted  by  W/ARMP  execu- 
tives, met  five  times  for  a total  of  30  hours 
in  a dedicated  attempt  to  resolve  the  con- 
flicts. Dr.  Paul  Dygert,  practicing  physi- 
cian and  a member  of  the  committee,  sub- 
mits the  following  report. 

by  Paul  Dygert,  M.D. 

Member,  Regional  Advisory 
Committee 

The  planning  grant  application  of 
the  Washington  / Alaska  Regional 
Medical  Program  for  the  next  three 
years  has  just  been  submitted. 

It  is  an  exciting  program.  If  it  op- 
erates as  conceived,  every  person 
reading  this  article  will  be  involved. 
By  learning  about  it  now,  questions 
can  be  asked,  the  program’s  intent 
clarified,  and  a truly  effective  effort 
can  result. 

The  original  legislation  of  Public 
Law  89-239  provided  for  optimal  care 


of  persons  with,  or  subject  to,  heart 
disease,  cancer,  stroke  and  related 
diseases. 

During  the  initial  three  years,  the 
Region’s  efforts  and  resources  were 
devoted  to  projects  arising  from  local 
initiative  and  consistent  with  legisla- 

continued  page  3 


Feature  of  RMP  exhibit 

CONTINUING  EDUCATION 
TAILORED  TO  EACH  M.D. 

Physicians  will  have  opportunities 
to  arrange  for  preceptorships  to 
meet  their  individual  needs,  partici- 
pate in  computer-aided  instruction, 
and  preview  self-study  continuing 
education  materials  at  the  RMP  ex- 
hibit in  the  Olympic  Hotel  Queen’s 

continued  page  2 


NEW  TEACHING  EQUIPMENT  now  available  to  hospital  staffs  in  Washington  and  Alaska 
through  the  RMP  was  demonstrated  by  Dr.  Allen  Doan  to  Vie  Logan,  R.N.,  Overtake  Hos- 
pital. Dr.  Doan,  Bellevue  internist,  is  one  of  20  physicians  appointed  as  “Community  Co- 
ordinator" by  the  WSMA,  RMP  and  UW  School  of  Medicine,  to  coordinate  continuing  edu- 
cation activities  in  his  area  and  to  encourage  use  of  the  study  materials.  Samples  of  self- 
instruction  materials  will  be  available  for  viewing  in  the  Olympic  Hotel  Queen's  Room  dur- 
ing the  WSMA  meeting,  Sept.  15-17. 


WARMP  SPOTLIGHT 


Robert  Levenson,  M.D. 


Dr.  Robert  Levenson’s  leadership 
as  chairman  of  the  RMP  Cardiac 
Subcommittee  has  resulted  in  the 
funding  of  many  innovative  cardiac 
patient  care  projects  which  are  help- 
ing to  relieve  manpower  shortages 
and  improve  utilization  of  facilities 
and  resources. 

For  the  past  three  years,  the 
Seattle  cardiologist  and  charter 
member  of  the  Regional  Advisory 
Committee  has  headed  the  12-man 
group  of  physicians  who  were  se- 
lected to  review  all  cardiac  projects 
and  make  recommendations  to  the 
RAC. 

Through  the  efforts  of  this  com- 
mittee, projects  have  been  approved 
and  funded  which  provide  such  serv- 
ices as  training  for  800  coronary  care 
nurses  a year  for  the  next  two  years, 
a mobile  coronary  care  unit  to  rush 
aid  to  heart  attack  victims,  and  mass 
screening  of  infants  for  cystic  fibrosis. 

Success  of  the  cardiac  projects 
can  be  attributed  to  Dr.  Levenson 
and  others  who  have  encouraged  co- 
operative alliances  among  commu- 
nity colleges,  hospitals,  UW  medical 
school  and  other  organizations  con- 
cerned with  providing  optimal  care  to 
heart  disease  victims. 

The  Regional  Advisory  Committee 
recognized  Dr.  Levenson’s  exper- 
ience and  knowledge  in  regional 
health  care  needs  by  selecting  him 
as  one  of  the  seven  physicians  to 
determine  the  goals  and  objectives 
of  the  RMP  for  the  next  three  years. 
(See  story  page  1.) 

During  15  years  of  private  practice 
in  Seattle,  he  has  been  active  in  a 
number  of  organizations  concerned 
with  the  quality  and  availability  of 
patient  care. 

Dr.  Levenson  is  vice-president 
elect  of  the  American  Heart  Asso- 
ciation, a fellow  on  the  Clinical  Card- 
iology Council,  chairman  of  the  Sub- 
committee on  Work  Evaluation  Units 


CARDIAC  EXERCISE 
CLASSES  TO  BEGIN 

Cardiac  exercise  classes,  a re- 
source for  physicians  to  use  in  build- 
ing up  the  work  tolerance  of  their 
chronic  cardiac  and  pulmonary  dis- 
ease patients,  will  begin  Sept.  15. 

The  12-week  fitness  program,  sup- 
ervised by  physicians,  will  be  offered 
at  YMCAs  in  Seattle,  Bellevue,  and 
Tacoma. 

Three  sessions  of  classes  have  al- 
ready been  given  at  the  Seattle  “Y”, 
and  participants  were  so  encouraged 
with  results  that  many  continued 
meeting  for  exercise  after  the  formal 
program  was  completed,  said  Belvin 
Doane,  project  physical  education 
director. 

Participants  receive  extensive  test- 
ing before,  during  and  after  the  ses- 
sion. These  include  exercise  ECG, 
tolerance  tests  with  oscilloscope 
monitoring,  pulmonary  function,  blood 
analysis  for  cholesterol,  triglyceride, 
uric  acid  and  blood  sugar,  and  flex- 
ion extension  and  other  physical 
measurements. 

Clinical  tests  are  for  research  pur- 
poses only,  and  all  results  are  re- 
ported directly  to  the  individual’s 
physician,  explained  Howard  Pyfer, 
M.D.,  project  medical  supervisor.  Each 
participant  must  be  referred  to  the 
program  by  a physician,  and  at  all 
times  he  will  remain  the  referring 
physician’s  patient,  said  Dr.  Pyfer. 

Cost  of  the  program  is  being 
shared  by  the  RMP,  YMCA  and  par- 
ticipants. Registration  information 
may  be  obtained  at  the  RMP  exhibit 
during  the  WSMA  meeting  or  at  the 
downtown  Seattle  YMCA. 


and  member  of  the  Rehabilitation 
Committee.  He  is  also  past  president 
of  the  Washington  State  Heart  Asso- 
ciation. 

His  professional  affiliations  include 
a fellow  of  both  the  American  Col- 
lege of  Physicians  and  American  Col- 
lege of  Cardiology,  and  member  of 
the  American  Board  of  Internal 
Medicine,  Washington  State  Medical 
Association,  and  King  County  Medi- 
cal Society. 

A 1946  graduate  of  the  University  of 
Louisville  Medical  School,  Dr.  Leven- 
son completed  his  residency  in  medi- 
cine and  pathology  at  Providence 
Hospital  in  Seattle  and  was  medical 
resident  and  a fellow  in  cardiology  at 
the  University  of  California  Hospital 
in  San  Francisco. 

Currently  he  is  a clinical  associate 
professor  of  medicine  at  the  Uni- 
versity of  Washington  School  of 
Medicine. 


GILBERT  FRANK 
NEW  COORDINATOR 

Gilbert  Frank,  M.D.,  was  appointet 
full-time  coordinator  for  W/ARMf 
stroke  projects.  Currently  these  in 
elude  rehabilitation  nursing  program: 
in  Puyallup  and  Centralia  and  a pro 
ject  to  improve  continuing  educatioi 
for  physicians  to  develop  new  type: 
of  ancillary  personnel  to  assist  ii  ■ 
stroke  care. 

Dr.  Frank,  an  associate  profes 
sor  of  neurolog; 
and  neurologica 
surgery,  Univer 
sity  of  Washing 
ton  School  o 
Medicine,  ha: 
been  on  the  fac 
ulty  of  medica 
schools  at  th< 
University  of  Cal 
ifornia  Medica 
Center  in  Sar 
Francisco,  Stan 
ford,  and  the  Uni 
versity  of  Iowa  and  is  certified  by  the 
American  Board  of  Psychiatry  anc 
Neurology.  Dr.  Frank  can  be  reachec 
at  543-2340. 



CONTINUING  EDUCATION 
continued  from  page  1 

Room,  Sept.  15-17  during  the  WSMA 
meeting. 

Members  of  the  RMP  continuing' 
education  staff,  including  Drs.  Johr 
Lein  and  Robert  Davidson,  will  be 
there  to  discuss  the  personalizec 
postgraduate  education  program 
which  enables  a physician  to  take  a 
preceptorship  with  the  specialist  ol 
his  choice  in  a Seattle,  Tacoma  or 
Spokane  medical  center. 

Computer  programs  written  espe- 
cially to  assist  physicians  with  diag- 
nostic problems  and  to  present  new 
developments  in  medicine  will  be 
demonstrated  by  the  Computer-Aided 
Instruction  staff. 

Audio-visual  continuing  education 
programs  made  for  Washington  and 
Alaska  physicians  by  medical  center 
specialists  will  be  available  for  self- 
study  and  review. 

The  audio-visual  equipment  and 
programs  on  current  concepts  in 
care  of  heart  disease,  cancer  and 
stroke  patients  may  be  borrowed 
from  the  RMP  for  hospital  in-service 
programs  and  private  use. 


RMP  RESULTS  is  published  by  the 
Washington/Alaska  Regional  Medical  Program 
500  University  District  Building 
Seattle,  Washington  98105 
Donal  R Sparkman.  M.D  - Director 
Marion  Hoft  Johnson  - Editor 
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RMP  TICKER  TAPE 


l-'P'-Hir  di 


DIAGNOSTIC  TEST  for  renal/adrenal  hypertension,  offered  to  all  physicians  through  the 
facilities  of  the  University  of  Washington  Department  of  Urology,  was  demonstrated  at  the 
American  Urological  Association  meeting  in  Seattle  recently.  Funds  for  this  laboratory 
service  were  provided  by  the  RMP.  Project  director,  Warren  H.  Chapman,  (c)  assistant  pro- 
fessor of  urology,  prepared  a booklet  on  the  renin  assay  process,  which  may  be  obtained 
from  the  RMP  office.  Left  is  Dr.  John  A.  Wolf,  Yakima  urologist  and  Marjory  Hyte,  research 
technician.  (The  exhibit,  prepared  by  Jacques  Rupp,  graphics  director  for  the  RMP  Sup- 
port Unit,  won  second  place.) 


I 

5TR0KE  NURSING  COURSE 

Nursing  classes  in  stroke  patient 
bare  will  resume  with  the  first  fall 
j;lass  on  Oct.  13  at  Good  Samaritan 
Hospital  in  Puyallup. 

! The  tuition-free,  two-week  rehabili- 
:ation  program,  begun  two  years  ago 
i by  the  Washington  State  Heart  As- 
sociation, has  gained  prominence 
among  hospitals,  nursing  homes  and 
[extended  care  facilities. 

!i  RMP  funds  were  allocated  recently 
ito  expand  the  number  of  courses  and 
to  add  a nurse  to  the  project  staff 
who  will  assist  participants  in  setting 
lip  similar  training  programs  in  their 
;own  hospitals. 

j Registration  is  being  accepted  by 
‘ Barbara  Bertolin,  course  director,  at 
'Good  Samaritan  Hospital. 

ALASKA  LICENSING 

I Physicians  wishing  to  serve  as  a 
locum  tenens  in  Alaska  will  now  find 
it  is  a simple  and  streamlined  pro- 
cedure to  obtain  a 90-day  special 
permit. 

With  the  passage  of  a new  law 
June  1,  temporary  licenses  may  be 
obtained  directly  from  any  member 
of  the  Board  of  Medical  Examiners 
located  in  Anchorage,  Juneau,  Ketch- 
ikan or  Fairbanks. 

Practitioners  are  urgently  needed 
to  replace  Alaskan  physicians  from 
small  communities  while  they  attend 
postgraduate  medical  courses  or 
take  vacations.  Those  interested 
should  contact  Bob  Ogden,  Alaska 
State  Medical  Association,  519  W. 
8th  Ave.,  Anchorage  99501. 

SPOKANE  CCU  COURSE 

First  group  coronary  care  course 
for  physicians  in  the  Spokane  area 
will  be  held  Sept.  29-Oct.  3 at  Dea- 
coness and  Sacred  Heart  Hospitals. 
The  AAGP  - approved  preceptorship 
I will  include  experience  in  overall 
coronary  care  unit  procedures  and 
observation  of  heart  catheterization. 
Problem  ECGs,  coronary  arterio- 
graphy and  pacemaker  insertion  will 
also  be  discussed. 

To  register,  call  Larry  Belmont, 
Spokane  RMP  office,  TEmple  8-8553. 

NEW  RAC  MEMBERS 

New  appointments  to  the  Regional 
Advisory  Committee  are  Dr.  Donald 
IW.  Sperry,  a Vancouver  oral  sur- 
geon and  Mrs.  Hilda  Roberts,  asso- 
ciate professor  of  nursing,  Washing- 
ton State  University  and  director  of 
! Intercollegiate  Nursing  Program  in 
i Spokane. 


EXPANSION  OF  W/ARMP  ACTIVITIES  continued  from  page  1 


five  definition.  The  consequence  was 
a number  of  excellent  projects  in- 
cluding cardio-pulmonary  technician 
training,  Anchorage  cancer  program, 
Centralia  stroke  project,  Alaska  med- 
ical library,  circuit  rider  courses, 
continuing  education  of  laboratory 
technicians,  postgraduate  preceptor- 
ships,  patient  origin  studies,  demon- 
stration projects  and  training  pro- 
grams for  physicians  and  nurses. 

These  and  many  others  have  made 
a fine  start  in  improving  health 
services. 

Now,  however,  experience  has 
been  gained  and  more  has  been 
learned  about  our  Region.  Our  Re- 
gion’s needs  can  be  approached  in  a 
broader  and  more  organized  fashion, 
and  it  is  to  this  end  that  the  plan- 
ning grant  proposal  for  the  next 
three  years  has  been  offered. 

The  three  major  aims  will  be: 

1)  an  effort  to  increase  the  ef- 
fectiveness of  cooperative  arrange- 
ments among  all  elements  of  the 
health  care  system  thus  enhancing 
the  efficiency  and  quality  of  care. 

2)  an  increase  in  the  breadth  and 
refinement  of  the  already  excellent 
continuing  education  program. 

3)  an  attempt  to  materially  extend 
the  capacity  of  health  care  providers. 


All  of  these  elements  are  evolving 
naturally,  but  through  exposure  to 
new  ideas,  techniques,  and  services 
through  new  technological  advances, 
such  as  computers,  it  is  hoped  the  rate 
of  development  can  be  accelerated. 

Certain  additional  concepts  will  be 
instituted  as  efforts  to  facilitate  the 
above  planning  elements. 

Guidelines  for  care  of  patients 
with  heart  disease,  cancer,  stroke 
and  related  diseases  will  be  evolved 
as  a means  of  assisting  communities 
in  evaluating  their  efforts  in  each 
area. 

Our  Region  will  be  divided  into 
subregions  permitting  a more  work- 
able program  application. 

And  finally,  a new  concept  of  “out- 
reach” will  be  initiated.  Each  sub- 
region,  and  thus  indirectly  each  com- 
munity, will  have  a member  of  the 
central  staff  assigned.  He  will  be  re- 
sponsible for  RMP  activities  in  his 
area,  and  ultimately  should  be  such 
a regular  visitor  in  each  community 
that  he  will  be  known  personally  by 
a majority  of  the  health  service 
providers. 

These  efforts  will  be  coordinated 
with  the  Comprehensive  Health  Plan- 
ning Agency  and  all  others  related 
to  such  activities,  thus  avoiding 
wasteful  duplication  of  resources. 
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EDITORIAL 


FILMING  OF  AN  EXAMINATION  for  peripheral  arterial  disease  was  part  of  preparation  for  I 
the  September  medical  television  programs  for  Washington  State  physicians.  Dr.  Lucius  1 
Hill,  surgeon,  (in  photo)  and  four  other  specialists  from  The  Mason  Clinic  and  Providence  1 
Hospital  will  present  four  programs  on  “Abdominal  and  Peripheral  Vascular  Disease”  be-  I 
ginning  Sept.  16.  (See  schedule  page  4.)  ■ 


CONTINUING  MEDICAL  EDUCATION  TV  COURSES 
CHANNELS  9 and  47 

All  programs  at  7:35  a.m.  Repeated  at  8:05  a.m. 
and  close  of  broadcast  day  which  varies  between  9:30  and  10:30  p.m. 

Tues.,  Sept.  16— (repeated  Sept.  23)— Renal  Vascular  Hypertension 

Tues.,  Sept.  30— Mesenteric  Vascular  Insufficiency 

Tues.,  Oct.  7— Aneurysms 

Tues.,  Oct.  14— Aortoiliac  and  Peripheral  Arterial  Disease 

Tues.,  Oct.  21— Live  telecast  of  course  instructors  answering  phone-in 
questions.  Call  between  7:35  and  8 a.m.  Tape  of  session  telecast 
at  close  of  broadcast  day.  Course  instructors  will  be:  Drs.  Leland 
L.  Burnett,  radiologist;  Fred  E.  Cleveland,  cardiologist;  Robert  M. 
Hegstrom,  nephrologist  and  Lucius  D.  Hill,  surgeon,  of  The  Mason 
Clinic  and  Alvin  J.  Thompson,  internist,  Providence  Hospital, 

Seattle. 

Courses  were  produced  for  the  Central  Washington  Continuing  Education 

Project  by  the  Information/Education  Resource  Support  Unit  of  W/ARMP. 


RMP  ANSWERS  APPEAL  TO  ASSESS  NEEDS 


by  Thomas  F.  Sheehy,  Jr.,  M.D. 

Chairman,  Continuing  Education 
Committee,  Washington  State 
Medical  Association 

The  acquisition  of  knowledge  and  the 
continual  updating  of  the  tools  of  practice 
are  a main  cause  of  concern  to  the  prac- 
ticing physician,  indeed  a main  consumer 
of  time. 

With  the  revolutions  in  all  education  and 
educational  techniques,  a subtle  revolu- 
tion has  occurred  in  the  field  of  medical 
education.  With  knowledge  multiplying  at 
a fantastic  rate,  and  the  half  life  of  medi- 
cal knowledge  shortening  dramatically  to 
five  years,  the  practicing  physician  is  re- 
minded on  all  sides  that  in  order  merely  to 
keep  abreast,  newer  and  better  methods 
of  education  have  to  be  devised.  In  Wash- 
ington, a plan  has  been  developed  which 
makes  it  easier  for  the  physician  to  keep 
pace  than  ever  before. 

The  Regional  Medical  Program  infused 
a new  spirit  and  brought  new  techniques 
into  the  process.  The  Washington  State 
Medical  Association  redefined  the  goals  of 
its  continuing  education  committee  and 
entered  into  a major  cooperative  venture. 
The  main  function  of  the  committee  is  to 
help  plan,  coordinate  and  define  the  needs 
of  medical  education  of  the  practicing 
physician. 

The  chairman  of  this  committee  meets 
regularly  with  directors  of  continuing  med- 
ical education  at  the  University  of  Wash- 
ington and  the  RMP.  Herein  are  repre- 
sented all  the  forces  vitally  concerned 
with  the  physician’s  continuing  education. 

The  University  of  Washington  has  the 
horses  available,  so  to  speak,  and  the 
knowledge  of  what  is  new  in  technology, 
as  well  as  methodology.  The  RMP  serves 
as  the  catalyst  for  this  new  venture  by 
making  available  the  time,  money,  equip- 
ment, know  - how,  and  by  evaluating  the 
medical  knowledge  deficits  and  needs  of 
specific  communities.  The  RMP  also 
makes  available  to  the  practicing  physi- 
cian the  latest  methods,  techniques  and 
tools  of  learning. 

The  Community  Coordinator  role  has 
been  established  in  major  communities 
and  hospitals  in  the  region  to  fulfill  a func- 
tion not  previously  met.  These  coordina- 
tors were  appointed  jointly  by  the  WSMA, 
UW  and  RMP  to  represent  these  three 
agencies  in  their  community.  Coordinators 
serve  as  the  focal  point  in  the  community 
for  dissemination  of  knowledge  and  to 
feed  back  information  expressed  by  phy- 
sicians, nurses  and  all  others  in  the  health 
care  team  regarding  their  educational 
needs.  Coordinators  must  also  determine 
if  the  programs  are  responding  to  their 
needs. 

This  new  venture  of  cooperation,  dedi- 
cated to  continual  updating  of  medical 
knowledge,  is  unique,  adventurous  and 
productive.  However,  systems  and  com- 
mittees, in  themselves,  cannot  guarantee 
an  effective  program  unless  full  coopera- 
tion is  elicited  from  the  recipient  as  well 
as  those  producing  and  evaluating  the 
programs. 

I,  personally,  salute  the  efforts  of  Dr. 
Bob  Davidson  of  the  RMP  and  Dr.  John 
Lein,  UW  continuing  medical  education  di- 
rector, and  the  Community  Coordinators 
for  their  efforts,  their  interest,  and  their  de- 
sire to  bring  the  best  to  physicians  in  the 
area. 


The  “gaps”  in  the  health  care 
program  for  migrants  and  Indians  in 
Central  Washington  were  discussed 
at  a July  meeting  attended  by  RMP 
staff  members  at  the  request  of  the 
Migrant  and  Indian  Education  Center 
in  Toppenish. 

Mrs.  June  Ruth,  the  Center’s 
health  services  coordinator,  appealed 
to  the  RMP  for  assistance  in  assess- 


ing the  needs  and  in  developing  a ; 
plan  to  coordinate  existing  resources. 

Lawrence  J.  Sharp,  associate  di-  j 
rector  of  research  and  development,  I 
explained  to  the  25  physicians,  ] 
nurses,  educators  and  represents-  j 
tives  of  local  and  state  health  care  ^ 
agencies,  how  the  RMP  could  make 
funds  available  for  health  care  pro- 
jects. 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELl  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


I 


\ 


Treating  atrophic  vaginitis 
complicated  by  infection... 

is  as  easy  as  AVC/Dienestrol 


Dienestrol  helps  restore  estrogen-deficient  vaginal  mucosa. 

It  is  the  particular  ingredient  in  AVC/Dienestrol  that  improves  cell  maturation  counts1-2 
— helps  stimulate  the  restoration  of  normal  vaginal  epithelium  to  resist  infection. 

Two  recent  studies  reconfirm  AVC/Dienestrol  efficacy.1-2  AVC/Dienestrol  is  proven 
effective  against  monilial,  trichomonal,  nonspecific  bacterial  vaginitis,  and  mixed 
infections.1-2  AVC/  Dienestrol  combats  infection,  helps  restore  tissue  resistance  to  reinfection. 

So  even  in  complex  cases,  the  treatment  can  remain  the  same.  Comprehensive.  Effective. 
Easy  as  AVC/ D. 


Contraindications:  Known  sensitivity  to  sulfonamides;  diag- 
nosis or  familial  history  of  carcinoma  of  the  genital  tract  or 
breasts;  precarcinomatous  lesions  of  the  vagina  or  vulva;  palpa- 
ble uterine  fibromyoma;  mammary  fibroadenoma;  depressed 
liver  function. 

Precautions/Adverse  Reactions:  The  usual  precautions  for 
topical  and  systemic  sulfonamides  should  be  observed  because 
of  the  possibility  of  absorption.  Burning,  increased  local  dis- 
comfort, skin  rash,  urticaria  or  other  manifestations  of  sulfon- 
amide toxicity  or  sensitivity  are  reasons  to  discontinue  treat- 
ment. The  use  of  AVC/Dienestrol  does  not  preclude  the 
necessity  for  careful  diagnostic  measures  to  eliminate  the 
possibility  of  neoplasia  of  the  vulva  or  vagina.  Manifestations 
of  excessive  estrogenic  stimulation  through  dienestrol  absorp- 
tion may  occur.  These  include  uterine  bleeding,  breast  tender- 
ness, exacerbation  of  menstrual  irregularity  and  provocation  of 
serious  bleeding  in  women  sterilized  because  of  endometriosis. 


Endometrial  withdrawal  bleeding  may  occur  if  use  is  suddenly 
discontinued. 

Dosage:  One  applicatorful  or  one  suppository  intravaginally 
once  or  twice  daily. 

Supplied:  AVC/Dienestrol  Cream'  — Four  ounce  tube  with 

applicator.  AVC'  and  'AVC/Dienestrol  Suppositories' — Box  of 
12  with  applicator. 

References:  (1)  Salerno,  L.  J.,-  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Approach,  Scientific 
Exhibit,  presented  at  the  115th  Annual  A.M.A.  Convention, 
Chicago,  Illinois,  June  1966.  (2)  Nugent,  F.  B.,  and  Myers, 
J.  E.:  Pennsylvania  Med.  69:44,  1966. 
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AVC/Dienestrol 

Cream  (dienestrol  .01%,  sulfanilamide  15.0%,  aminacrine  hydrochloride  0.2%,  allantoin  2.0%) 


Suppositories 


(dienestrol  0.70  mg.,  sulfanilamide  1.05  Gm.,  aminacrine  hydrochloride  0.014  Gm.,  allantoin  0.14  Gm.) 
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Irving  M.  London,  Chairman  of  the  Depart-  and  “Human  and  Experimental  Porphyria.” 
ment  of  Medicine  at  Albert  Einstein  College  of  He  is  a member  of  the  International  Society 

Medicine,  New  York  will  make  presentations  of  Hematology,  American  Society  of  Clinical  In- 

entitled  “Medical  Education  for  the  Future,”  vestigation,  National  Academy  of  Arts  and  Sci- 

“Clinieal  Disorders  of  Hemoglobin  Metabolism,”  ences,  and  Alpha  Omega  Alpha. 


Tentative  Schedule  of  Events 

5:00  pm 
5:00  PM 

Tuesday , September  23,  1969 

Registration— exhibit  hall 

Wine  Tasting  Event— Sponsored  by  California  Wine  Growers 
Association— exhibit  hall 

5:30  PM 

Official  Opening  of  9th  Annual  Physician’s  Art  Exhibit 
exhibit  hall 

6:30  PM 

Dinner  Meeting— Oregon  Medical  Association  House  of  Delegates 

U.S.  PLYWOOD  ROOM 

8:30  am 
8:45  am 

Wednesday,  September  24,  1969 

Registration  Opens— exhibit  hall 
Technical  and  Scientific  Exhibits  Open 

EXHIBIT  HALL 

Morning  Session 

9:00  am  Reference  Committees 


9:00  am 

Committee  A — (S.E.) 

Committee  B — (N.E.) 

Committee  C — (N.W.) 

ASSEMBLY  HALL 

Great  Medical  Decisions 

1.  Quality  and  Distribution  of  Medical  Care 

2.  Organized  Medicine  and  Politics 

ASSEMBLY  HALL  (S.W.) 

10:00  am  Limited  Registration  Course— (Prior  Enrollment  Required)— 
Prevention  and  Treatment  of  Common  Eye  Disorders— 

Merritt  L.  Linn,  M.D.,  presiding 
assembly  hall— Room  to  be  Announced 
12:00  noon  Medicine  and  Religion  Luncheon— Speakers  to  be  Announced 

FOUNTAIN  BOOM 

Afternoon  Session 

J.  Richard  Raines,  M.D.,  Portland,  President  of  Oregon  Medical 


1:30  PM 

Association,  presiding 

ASSEMBLY  HALL 

The  OMA’s  Council  on  Medical  Education  at  the  Midpoint, 
A Continuing  Program— Merle  Pennington,  M.D.,  Sherwood, 
Harold  T.  Osterud,  M.D.,  Portland 
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2:00  pm 

Sommer  Memorial  Lecture 

Medical  Education  for  the  Future 

2:45  pm 
3:10  PM 

Irving  M.  London,  M.D.,  New  York 

Recess  to  Visit  Technical  and  Scientific  Exhibits 

Current  Concepts  on  the  Role  of  Surgical  Intervention  in 

Rheumatoid  Arthritis— Stanley  L.  James,  M.D.,  Eugene 

3:30  PM 

Sommer  Memorial  Lecture 

The  Management  of  Blunt  Abdominal  Trauma 
Rudolf  J.  Noer,  M.D.,  Louisville 

4:15  pm 

Sommer  Memorial  Lecture 

The  Gastric  Mucosal  Barrier  and  its  Relation  to  Ulcerogenesis 
Rene  Menguy,  M.D.,  Chicago 

5:15  PM 
5:15  PM 

Technical  and  Scientific  Exhibits  Close 
Social  Hour  Honoring  Technical  Exhibitors 

FOUNTAIN  ROOM 

8:30  AM 

Thursday,  September  25,  1969 

Registration  Opens 

EXHIBIT  HALL 

8:45  AM 

Technical  and  Scientific  Exhibits  Open 

EXHIBIT  HALL 

Morning  Session 


9:00  am 

General  Assembly  Convenes— Roy  A.  Payne,  M.D.,  Vice-President 
and  Chairman,  Committee  on  Annual  Session,  presiding. 

ASSEMBLY  HALL 

Sommer  Memorial  Lecture 

Acute  Hemorrhagic  Gastritis—  Rene  Menguy,  M.D.,  Chicago 

9:45  AM 

Sommer  Memorial  Lecture 

Clinical  Disorders  of  Hemoglobin  Metabolism 
Irving  M.  London,  M.D.,  New  York 

10:30  am  Recess  to  Visit  Technical  and  Scientific  Exhibits 

11:00  am  Sommer  Memorial  Lecture 

Diverticular  Disease  of  the  Colon:  Pathogenesis  and  Complications 
Rudolf  J.  Noer,  M.D.,  Louisville 
12:00  noon  Section  on  Pediatrics.  Guest— Charles  Alford,  M.D. 


12:30  pm 

FOUNTAIN  ROOM 

Business  Meeting— Section  on  Internal  Medicine 

POPE  AND  TALBOT  ROOM 

12:30  pm 

Section  on  General  Practice,  Business  Meeting 

U.S.  PLYWOOD  ROOM 

1:00  PM 

Section  on  Psychiatry— Business  Meeting 

INTERNATIONAL  PAPER  ROOM 

Afternoon  Session 

Section  on  Surgery— Harvey  W.  Raker,  M.D.,  presiding 


1:30  PM 

ASSEMBLY  HALL 

Sommer  Memorial  Lecture 

2:15  pm 

The  Surgery  of  Inflammatory  Bowel  Disease 
Rene  Menguy,  M.D.,  Chicago 

Early  Detection  of  Cancer  of  the  Rectosigmoid  by  Exfoliative 
Cytology  Study— W.  C.  Reiner,  M.D.,  Portland 
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2:45  pm 
3:15  PM 

3:45  pm 

4:15  PM 


2:00  pm 


2:30  PM 
3:00  PM 

3:20  PM 
3:40  PM 

4:00  pm 


1:30  PM 

2:10  PM 
2:15  pm 

2:45  PM 

3:15  PM 
3:45  pm 

4:15  PM 

4:45  pm 


Recess  to  Visit  Technical  and  Scientific  Exhibits 

Effect  of  Low-Molecular  Weight  Dextran  on  Muscle  Blood  Flow 

Daniel  L.  Dennis,  M.D.,  Portland 

Cholelithic  Disease  and  the  Common  Duct 

T.  L.  Hyde,  M.D.,  The  Dalles 

The  Role  of  Adrenalectomy  in  the  Treatment  of  Breast  Cancer 
William  S.  Fletcher,  M.D.,  Portland 

Section  on  Internal  Medicine— Robert  L.  Hare,  M.D.,  presiding 

ASSEMBLY  HALL 

Panel  Discussion— The  Institution  of  Home  Dialysis  for  Chronic 
Renal  Failure— Roy  A.  Payne,  M.D.,  Milwaukie,  Moderator 
George  Porter,  M.D.,  Portland 
Ronald  Reule,  M.D.,  Portland 
Mr.  Charles  Foster,  Portland 
Charles  L.  Martinson,  M.D.,  Portland 
Jack  L.  Chitty,  M.D.,  Oregon  City 
Russell  K.  Lawson,  M.D.,  Portland 
Recess  to  Visit  Technical  and  Scientific  Exhibits 
Angiographic  Criteria  for  Selection  of  Patients  for  Definitive 
Treatment— Melvin  P.  Judkins,  M.D.,  Portland 
Clinical  Use  of  Cardiac  Pacemakers— Cyrus  Farrehi,  M.D.,  Portland 
An  Electronic  and  Clinical  Evaluation  of  a New  Demand  Pacemaker 

U.  Scott  Page,  M.D.,  Portland 

Panel  Discussion— Problems  in  Thyroid  Disease 
Huldrick  Kammer,  M.D.,  Portland,  Moderator 
Monte  A.  Greer,  M.D.,  Portland 
John  W.  Kendall,  Jr.,  M.D.,  Portland 

Section  on  Preventive  Medicine:  Assembly  Hall,  Tamarack  Room- 
Fir  Room.  Ralph  R.  Sullivan,  M.D.,  Portland,  presiding. 

Joint  Session  with  Section  On  Pediatrics  for  Presentation  of  Charles 
A.  Alford,  M.D.,  Birmingham,  Alabama 

TAMARACK  ROOM 

Adjourn  to  Fir  Room 

“ Respiratory  Disease  and  Smoking— Report  on  a Special  Study"— 
James  E.  Morris,  M.D.,  Portland 

“The  Rationale  of  Aviation  Medical  Examinations’’—] . Robert  Dille, 
M.D.,  Oklahoma  City 

Recess  to  visit  Technical  and  Scientific  Exhibits 
“What  Has  Been  Accomplished  by  P.K.U.  and  Related  Programs— 
An  Evaluation’’— Carl  G.  Ashley,  M.D.,  Portland 
“Local  Experience  With  Methadon  Blockade  Treatment  of  Opiate 
Addicts”— Paul  H.  Blachly,  M.D.,  Portland 
“The  Physician’s  Responsibility  In  Traffic  Safety— Is  It  Being  Met?” 
Richard  R.  Carter,  M.D.,  Portland 


At  press  time  the  program  of  the  Section  on  Pediatrics  was  not  in  final 
form.  This  sectional  program  will  feature  Charles  A.  Alford,  M.D.,  of  the 
Department  of  Pediatrics  of  the  Medical  College  of  Alabama,  Birmingham. 
Dr.  Alford  will  discuss  Rubella  at  1:30  pm  in  the  Assembly  Hall— Tam- 
arack Room.  Please  refer  to  your  official  program  for  a complete  schedule 
for  this  section. 


5:15  pm  Technical  and  Scientific  Exhibits  Close 
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They  don’t  feel  they  “suffer” 
from  hypertension... 

that’s  the”  Buti”  part 
of  Butiserpazide. 


The  “Buti”  part  of  Butiserpazide— the  mildly 
sedative  action  of  Butisol  acting  in  concert  with  the 
classic  thiazide/reserpine  formula— proved 
helpful  in  one  study  in  reducing  hypertensive 
symptoms  in  over  half  the  patients.1 

Among  the  symptoms  showing  “striking”  overall 
improvement  were  headache,  nervousness, 
palpitation  and  dizziness.  Nor  is  that  all  there  is  to 
the  “beauty”  of  Butiserpazide.  Clinical 
comparisons  have  also  shown  that  many  patients 
respond  with  smooth,  uniform  lowering  of  blood 
pressure2. . . at  times  below  the  levels  achieved  with 
previous  therapy1,2. . . as  well  as  a lowered 
incidence  of  drug  side  effects.  (The  usual  dosage 
is  just  1 tablet  once  or  twice  a day. ) 

You  have  a choice  of  2 strengths: 

Butiserpazide-25 

Prestabs®*  Tablets  * 

Butisol®  (butabarbital)  30  mg.f;  hydrochlorothiazide 
25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg.f;  hydrochlorothiazide 
50  mg.;  reserpine  0.1  mg. 

Lowers  blood  pressure 
so  smoothly  that  patients  are 
often  untroubled  by  either 
the  disease ...  or  therapy 

fWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other 
ingredients,  in  outer  layer;  15  mg.  of  Butisol  in  a 
specially  coated  core  for  delayed  release,  to  approximately 
equalize  duration  of  action  for  all  components. 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  childbearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide—  May  induce  electrolyte  imbalance;  when  used  with  digi- 
talis or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insufficiency, 
cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may  occur.  Dis- 
continue and  institute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and  hypochlore- 
mic alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic  alkalosis, 
is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum  uric  acid 
levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering  insulin 
requirements  in  diabetics.  Reserpine—  Observe  for  signs  or  symptoms  of  peptic 
ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to 
2 weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg 
cramps,  nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  head- 
ache, dehydration,  skin  rash,  “hangover,”  systemic  disturbances,  diarrhea, 
itching,  vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xan- 
thopsia, purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic 
anemia,  anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycos- 
uria, vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by 
alcohol,  barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion, 
increased  intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias, 
bradycardia,  flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely 
atypical  Parkinsonian  syndrome,  central  nervous  system  sensitization  (mani- 
fested by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness 
of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido. 
Usual  Adult  Dosage:  BUTISERPAZIDE®-25  or  BUTiSERPAZiDE®-50:  1 tablet  daily 
or  b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  insert.  References:  I Coodley,  E L : Curr 
Ther  Res.  4 460  (Sept  ) 1962  2.  Johnson,  H J , Jr  Penn  Med.  J 67  35  (May)  1964. 

McNeil  Laboratories,  Inc. 

Fort  Washington,  Pa  19034 


( Me  NEIL 


if  cou| 
serves  no 
purpose 


♦ 


Ex 


( Resin  complexes  of  Hydrocodone  and  Phcnyholoxamine) 


...  it  works 


(usually 
for  10  to  12 
hours*) 


tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 

indications  : Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

*dosage:  Adults:  1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours. 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 

side  effects:  May  include  mild  constipation,  nausea,  facial 
pruritus,  or  drowsiness. 

For  complete  detailed  information,  refer  to  package  insert  or 
official  brochure. 


VJ 


Strasenburgh  Laboratories  Division 
Wallace  & Tiernart  Inc.,  Rochester,  N.  Y.  14623 


Oregon  Medical  Political  Action  Committee  Banquet 

BENSON  HOTEL  — MAYFAIR  ROOM 

7:00  PM 

Friday , September  26,  7969 

7:00  am  Breakfast  Meeting-House  of  Delegates 

U.S.  PLYWOOD  ROOM 

8:30  am  Registration  Opens 

EXHIBIT  HALL 

8:45  am  Technical  and  Scientific  Exhibits  Open 

EXHIBIT  HALL 

Morning  Session 


9:00  am 

Lawrence  M.  Lowell,  M.D.,  Secretary-Treasurer  OMA,  presiding 

ASSEMBLY  HALL 

Physicians’  Attitudes  and  Experiences  with  Patients’  Sexual  Problems 
Ira  B.  Pauly,  M.D.,  Portland 

9:25  am 

Serum  Glycoside  Levels  in  Patients  with  Digitalis  Toxicity 
Cameron  C.  Bangs,  M.D.,  Oregon  City 

9:50  AM 

What’s  New  in  Seizure  Management  in  Children 
Peggy  Copple,  M.D.,  Portland 

10:15  am 
10:40  AM 

Recess  to  Visit  Technical  and  Scientific  Exhibits 

Sommer  Memorial  Lecture 

11:30  am 

Human  and  Experimental  Porphyria 
Irving  M.  London,  M.D.,  New  York 

Oregon  Medical  Association’s  Annual  Meeting— Election  of 
General  Association’s  Officers 

ASSEMBLY  HALL 

12:00  noon  Inaugural  and  Awards  Luncheon  — Installation  of  Noel  B.  Rawls, 
M.D.,  1969-1970  OMA  President— Doctor-Citizen  of  the  Year  Award— 
1969-1970  Media  Awards 

GEORGIA  PACIFIC  ROOM 

Afternoon  Session 

Noel  B.  Rawls,  M.D.,  President  OMA,  presiding 


1:30  PM 

ASSEMBLY  HALL 

Surgery  for  Coronary  Artery  Disease 
Albert  Starr,  M.D.,  Portland 

2:00  pm 

Sommer  Memorial  Lecture 

Massive  Colonic  Hemorrhage ; Diagnosis  and  Management 

2:45  pm 
3:15  pm 

Rudolf  J.  Noer,  M.D.,  Louisville 

Recess  to  Visit  Technical  and  Scientific  Exhibits 

Prevention  and  Treatment  of  Arrhythmias  in  Acute  Myocardial 

Infarction— Herbert  J.  Sender,  M.D.,  Portland 

3:45  pm 

Panel  Discussion— A Team  Approach  to  Stroke  Care 
Howard  W.  Huntington,  M.D.,  Portland,  Moderator 
William  L.  Smith,  M.D.,  Portland 
Leland  L.  Cross,  M.D.,  Portland 
Gerald  R.  Reimer,  M.D.,  Portland 

5:15  PM 

Technical  and  Scientific  Exhibits  Close 

9:00  am 

Saturday,  September  27 , 7 969 

OMA  Golf  Tournament 
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PRESIDENTS  page 


J.  RICHARD  RAINES,  M.D. 


A Year  in  Your  Medical  Society 


Many  members  of  the  Oregon  Medical  Association 
are  skeptical  of  the  Society’s  activities,  of  the  way 
their  dues  money  is  spent,  of  the  philosophies  of  the 
officers,  that  the  Society  does  too  much  or  it  doesn’t 
do  enough.  These  are  all  fine  physicians,  making 
their  full  contribution  to  the  medical  care  of  the 
public,  but  by  and  large  they  don’t  really  know 
what  the  Medical  Society  is  doing,  they  don’t  at- 
tend meetings,  they  don’t  read  the  informational 
material  published  by  the  Association,  they  don’t 
belong  to  OMPAC,  and  probably  they  aren’t  reading 
this. 

But  we  are  making  progress,  sometimes  for  un- 
expected reasons.  For  instance,  our  malpractice 
problems  have  made  some  physicians  feel  more  need 
for  a strong  Medical  Society.  And  we  have  had 
much  activity  in  the  malpractice  area.  The  Ombuds- 
man Committee  has  brought  out  a surprising 
amount  of  correspondence  indicating  many  different 
points  of  view  on  many  activities  and  non-activities 
of  the  organization.  Hopefully  the  Ombudsmen 
will  aslo  help  to  bring  some  of  these  problems  into 
focus  and  resolve  them. 

The  results  of  a very  active  legislative  session 
have  been  reported  to  the  membership  in  more 
detail  than  ever  before  and  the  legislative  report 
deserves  your  perusal. 

The  program  on  continuing  medical  education 
is  developing  on  schedule,  to  go  into  full  swing  next 
year.  Some  physicians  feel  that  the  requirements 
are  too  rigid,  others  feel  that  they  are  too  weak. 
The  great  majority  are  willing  to  cooperate  in  an 
effort  to  upgrade  the  general  level  of  graduate 
medical  education,  and  no  doubt  the  program  will 
be  strengthened  as  experience  develops. 

Liaison  with  a variety  of  groups  to  resolve  mutual 
problems  goes  on  year  after  year  — with  welfare, 
workmen’s  compensation,  hospital  representatives, 


nurses  groups,  medical  students,  insurance  repre- 
sentatives, and  many  others.  Each  of  these  would 
be  worthy  of  comment  if  space  permitted.  Problems 
remain  and  new  ones  arise,  so  the  effort  continues  by 
many  individuals  and  groups. 

Oregon  continues  to  be  actively  represented  and 
favorably  known  on  the  national  level  at  AMA  meet- 
ings, AMPAC  meetings,  and  other  national  confer- 
ences. We  have  had  numerous  active  participants. 

Our  semi-annual  House  of  Delegates  meeting  is 
the  real  grass  roots  forum  of  the  Assocation  with 
wide  open  reference  committee  hearings  and  subse- 
quent debate  . Those  who  doubt  the  democracy  of 
the  organization  need  but  to  attend  one  or  two  of 
these  sessions. 

A great  problem  of  the  moment  is  our  bad  publi- 
city on  doctors  receiving  high  incomes-  for  Medi- 
care services.  This  usually  has  a valid  explanation. 
However,  every  compotent  society  must  have  a com- 
mittee freely  available  to  insurance  carriers  and 
others  to  impartially  investigate  complaints  of  ex- 
cessive charges  or  other  abuses  and  forthrightly 
deal  with  any  actual  offenders.  Protestations  of  inno- 
cence are  not  enough— investigation  and  proof  and 
action  are  needed. 

A new  team  of  executive  personnel  has  made 
fine  strides  in  the  OMA  office  in  managing  the 
many  programs  and  activities.  A new  crew  of  elect- 
ed officers  now  will  bring  new  energy  and  ideas. 
Your  support  is  vital,  your  comments  solicited  and 
your  questions  welcomed. 

President 
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WASHINGTON 


Washington  State  Medical  Association 444  NE  RAVENNA  BlVD.,  Seattle.  Washington  981  IS 

president  William  E.  Watts,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 


Signing  Uniform  Anatomical 
Gift  Act 

The  State  of  Washington  has  become  the  24th  state 
to  enact  the  Uniform  Anatomical  Gift  Act  as  written 
by  the  National  Conference  on  Uniform  State  Laws. 
On  hand  as  Governor  Evans  signed  the  bill  after 
passage  by  the  Washington  Legislature  were  (L-R) 
Mr.  Charles  Horowitz,  Seattle  attorney;  William  E. 
Watts,  M.D.,  Seattle,  WSMA  president;  Governor 
Daniel  J.  Evans;  University  of  Washington  Law 
Professor  Richard  Cosway;  and  Dr.  Cas  Farr,  Bel- 
lingham dentist,  member  of  the  State  House  of 
Representatives  and  chairman  of  the  House  Public 
Health  and  Welfare  Committee. 

Senator  Fran  Holman,  Seattle,  chief  sponsor  of 
the  bill,  was  unavailable  at  the  time  of  the  photo. 


Senator  Holman,  Mr.  Horowitz,  and  Professor  Cos- 
way are  members  of  the  National  Conference  of 
Commissioners  on  Uniform  State  Laws.  (Text  of 
Anatomical  Gift  Act  published  this  issue  Northwest 
Medicine.) 

Safa  To  Harborview  Post 

Lindbergh  Sata  has  been  named  Associate  Dean 
of  the  University  of  Washington  School  of  Medicine 
and  Assistant  Medical  Director  of  Harborview  Hos- 
pital, Seattle.  He  has  been  a member  of  the  De- 
partment of  Psychiatry  for  the  past  year. 

Prior  to  coming  to  Seattle  he  was  Director  of 
Community  Psychiatry  at  the  University  of  Mary- 
land. He  has  also  had  experience  in  developing 
exchange  training  programs  in  psychiatry  in  several 
Latin  American  countries. 
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when  it’s  late  in  life 
and  anxiety 
and  depression 
coexist... 

initial  therapy 

Triavil  440 

Each  tablet  contains  4 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride 

maintenance  therapy 

Triavil  240 

Each  tablet  contains  2 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride. 

appropriate 
therapy  in  an 
appropriate 

dosage 


I 


During  the  years  of  declining  strength  and  in- 
creasing infirmity,  many  patients  are  more  sen- 
sitive to  both  the  desired  response  and  the 
unwanted  effects  of  some  drugs.  That’s  when 
low-dosage  therapy  is  needed.  And  that’s  when 
Triavil  4-10,  as  initial  therapy,  and  Triavil 
2-10,  for  maintenance,  can  prove  particularly 
useful. 

Starting  with  Triavil  4T0  should  help  mini- 
mize possible  dose-related  side  effects  in  the 
geriatric  patient  with  coexisting  anxiety  and 
depression.  And,  subsequently,  Triavil  2-10 
can  increase  flexibility  in  adjusting  maintenance 
dosage. 

Activities  made  hazardous  by  diminished  alert- 
ness should  be  avoided.  Y ou  will  want  to  inform 
your  patients  that  the  effects  of  alcohol  may  be 
potentiated.  Because  of  the  potentiation  of 
other  drug  effects  possible  with  MAO  inhibitors, 
such  agents  should  not  be  given  concomitantly 
with  Triavil.  However,  therapy  with  Triavil 
can  be  initiated  cautiously  two  weeks  or  more 
after  withdrawal  of  the  MAOI  drugs.  And, 
until  significant  remission  is  observed,  close 
supervision  of  any  seriously  depressed  patient 
is,  of  course,  essential  to  guard  against  possible 
suicide.  The  drug  is  contraindicated  in  glau- 
coma, in  patients  expected  to  experience  prob- 
lems of  urinary  retention,  in  drug-induced  CNS 
depression,  and  in  bone  marrow  depression. 
Triavil  4-10  <8c  2-10 — tranquilizer-antidepres- 
sant therapy  especially  appropriate  for  the 
elderly  patient  so  often  intolerant  to  medica- 
tion in  high  dosages. 


Triavil 

containing  perphenazine  and  amitriptyline  HCI 
TRANQUILIZER-ANTIDEPRESSANT 


for  moderate  to 
severe  anxiety 
with  coexisting 
depression 


For  additional  prescribing  information,  please  see  following  page. 


TRIAVIL 

TRANQUILIZER-ANTI  DEPRESSANT 


TRIAVIL  4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  2-10:  For  use  in  adjusting  maintenance  dosage. 
Each  tablet  contains  2 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride. 


for  moderate  to  severe  anxiety  with  coexisting  depression 


INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with  depres- 
sion in  whom  anxiety  and/or  agitation  are  severe;  patients 
with  depression  and  anxiety  in  association  with  chronic 
physical  disease;  schizophrenics  with  associated  depressive 
symptoms. 

CONTRAINDICATIONS:  Central  nervous  system  de- 
pression from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression;  uri- 
nary retention;  pregnancy;  glaucoma.  Do  not  give  in  com- 
bination with  M AOI  drugs  because  of  possible  potentiation 
that  may  even  cause  death.  Allow  at  least  2 weeks  between 
therapies.  In  such  patients  therapy  with  TRIAVIL  should 
be  initiated  cautiously,  with  gradual  increase  in  the  dosage 
required  to  obtain  a satisfactory  reponse. 

WARNINGS:  Patients  should  be  warned  against  driving 
a car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may  require 
hospitalization  or  concomitant  electroshock  therapy.  Un- 
toward reactions  have  been  reported  after  the  combined 
use  of  antidepressant  agents  having  various  modes  of 
activity.  Accordingly,  consider  possibility  of  potentiation 
in  combined  use  of  antidepressants.  Not  recommended  for 
use  in  children.  Mania  or  hypomania  may  be  precipitated 
in  manic-depressives  (perphenazine  in  TRIAVIL  seems  to 
reduce  likelihood  of  this  effect).  If  hypotension  develops, 
epinephrine  should  not  be  employed,  as  its  action  is  blocked 
and  partially  reversed  by  perphenazine.  Caution  patients 
about  errors  of  judgment  due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone.  Perphenazine:  Should  not  be  used 
indiscriminately.  Use  caution  in  patients  with  history  of 
convulsive  disorders  or  severe  reactions  to  other  pheno- 
thiazines.  Likelihood  of  untoward  actions  greater  with 
high  doses.  Closely  supervise  with  any  dosage.  Side  effects 
may  be  any  of  those  reported  with  phenothiazine  drugs: 
blood  dyscrasias  (pancytopenia,  thrombocytopenic  pur- 
pura, leukopenia,  agranulocytosis,  eosinophilia);  liver 
damage  (jaundice,  biliary  stasis);  extrapyramidal  symptoms 
(opisthotonos,  oculogyric  crisis,  hyperreflexia,  dystonia, 
akathisia,  dyskinesia,  parkinsonism)  usually  controlled  by 
the  concomitant  use  of  effective  antiparkinsonian  drugs  and/ 

MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.  Inc.  West  Point  Pa  19486 

where  today's  theory  Is  tomorrow's  therapy 


or  by  reduction  in  dosage,  but  sometimes  persist  after  discon- 
tinuation of  the  phenothiazine;  severe,  acute  hypotension 
(of  particular  concern  in  patients  with  mitral  insufficiency  or 
pheochromocytoma);  skin  disorders  (photosensitivity,  itch- 
ing, erythema,  urticaria,  eczema,  up  to  exfoliative  dermatitis); 
other  allergic  reactions  (asthma,  laryngeal  edema,  angio- 
neurotic edema,  anaphylactoid  reactions);  peripheral  edema; 
reversed  epinephrine  effect;  endocrine  disturbances  (lacta- 
tion, galactorrhea,  disturbances  of  menstrual  cycle);  grand 
mal  convulsions;  cerebral  edema;  altered  cerebrospinal 
fluid  proteins;  polyphagia;  paradoxical  excitement;  photo- 
phobia; skin  pigmentation;  failure  of  ejaculation;  EKG 
abnormalities  (quinidine-like  effect);  reactivation  of  psy- 
chotic processes;  catatonic-like  states;  autonomic  reactions 
such  as  dryness  of  the  mouth,  headache,  nausea,  vomiting, 
constipation,  obstipation,  urinary  frequency,  blurred  vision, 
nasal  congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular  pig- 
mentation; occasional  lassitude;  muscle  weakness;  mild 
insomnia;  significant  unexplained  rise  in  body  temperature 
may  suggest  intolerance  to  perphenazine,  in  which  case 
discontinue.  Antiemetic  effect  may  obscure  signs  of  toxicity 
due  to  overdosage  of  other  drugs  or  make  diagnosis  of  other 
disorders  such  as  brain  tumors  or  intestinal  obstruction 
difficult.  May  potentiate  central  nervous  system  depressants 
(opiates,  analgesics,  antihistamines,  barbiturates,  alcohol), 
atropine,  heat,  and  phosphorous  insecticides.  Amitriptyl- 
ine: Careful  observation  of  all  patients  recommended. 
Side  effects  include  drowsiness  (may  occur  within  the  first 
few  days  of  therapy);  dizziness;  nausea;  excitement;  hypo- 
tension; fainting;  fine  tremor;  jitteriness;  weakness;  head- 
ache; heartburn;  anorexia;  increased  perspiration;  inco- 
ordination; allergic-type  reactions  manifested  by  skin  rash, 
swelling  of  face  and  tongue,  itching;  numbness  and  tingling 
of  limbs,  including  peripheral  neuropathy;  activation  of 
latent  schizophrenia  (however,  the  perphenazine  content 
may  prevent  this  reaction  in  some  cases);  epileptiform 
seizures  in  chronic  schizophrenics;  temporary  confusion, 
disturbed  concentration,  or  transient  visual  hallucinations 
on  high  doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident  with- 
in 3 or  4 days  or  may  take  as  long  as  30  days  to  develop 
adequately,  and  lack  of  response  sometimes  occurs.  Re- 
sponse to  medication  will  vary  according  to  severity  as  well 
as  type  of  depression  present.  Elderly  patients  and  adoles- 
cents can  often  be  managed  on  lower  dosage  levels. 
Before  prescribing  or  administering,  read  product  cir- 
cular with  package  or  available  on  request. 
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WILLIAM  E.  WATTS,  M.D. 
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IT  most  impressed  me  during  the  Implied  Con- 
sent Initiative  Campaign  (Init.  242)  last  year.  Just 
before  the  deadline  for  turning  in  the  required 
number  of  petitions  I phoned  physicians,  at  random, 
around  the  state  to  urge  them  to  put  out  a final  effort 
to  obtain  signatures.  These  men,  as  had  all  the 
membership,  had  received  multiple  mailings  of  blank 
petitions,  informational  material,  educational  leaflets, 
promotion  kits,  car  stickers,  and  the  like.  There  had 
been  monthly  articles  and  announcements  in  North- 
west Medicine  and  other  publications.  The  press, 
radio  and  TV  had  mentioned  the  subject  frequently, 
and  favorably.  There  had  been  public  debates.  Both 
Catholic  and  Protestant  churches  actively  supported 
242,  and  further  spread  the  message.  The  WSMA 
House  of  Delegates  had  strongly  supported  the 
measure,  as  did  county  medical  societies. 

Yet,  in  the  final  days  of  the  Initiative  campaign 
a few  of  the  physicians  I contacted  had  never 
heard  of  242!  And  others  were  uninformed,  indif- 
ferent, contrary,  or,  even  if  knowledgeable,  unwill- 
ing to  lift  a finger  to  help. 

This  represents  IT.  IT  is  apathy.  IT  is  the  gap 
between  medical  leadership  and  the  membership. 
IT  is  the  rejection  of  public  and  social  concern  and 


community  participation  which  each  of  us  suffers 
to  a varying  degree.  IT  is  the  ivory  tower,  holier 
than  thou,  disinterested  bystander  attitude  that 
plagues  our  democacry  as  well  as  our  medical  so- 
ciety. IT  spawns  the  critics  who  occasionally  sur- 
face from  the  depths  of  a sea  of  ignorance,  cry  out 
at  the  sight  of  a stormy  world,  and  sink  back  to 
the  murky  depths. 

IT  is  the  attitude  that  leaves  the  effort,  and  the 
policy  making,  of  organized  medicine  to  the  few. 
Because  of  IT,  membership  meetings  sometimes 
lack  a quorum,  except  when  a needed  raise  in  dues 
is  at  issue.  Because  of  IT,  the  leadership  and  the 
few  get  wider  and  indepth  information  and  insight 
into  the  great  socio-medical  revolution  that  engulfs 
us  all.  The  result  is  a gap,  an  information  gap,  a 
creditability  gap,  between  leadership  and  mem- 
bership. 

Damn  IT! 
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Swanson  Named  Acting  Dean 

The  University  of  Washington  Board  of  Regents 
has  named  August  G.  Swanson  Acting  Dean  of  the 
School  of  Medicine  to  succeed  John  R.  Hogness. 
Dr.  Swanson  will  be  no  stranger  to  the  position, 

since  he  has  been  an 
active  Associate  Dean 
and  was  one  of  the  ma- 
jor architects  of  the 
new  curriculum  adop- 
ted by  the  School  of 
Medicine  last  year. 

Dr.  Swanson  was 
born  in  Kearney,  Neb- 
raska, in  1925.  After 
graduating  from  West- 
minster College,  he  at- 
tend Harvard  Univer- 
sity where  he  received 
an  M.D.  degree  in  1949. 

Following  an  internship  at  King  County  Hospital, 
he  spent  three  years  as  a Naval  Flight  Surgeon.  His 
four  years  of  residency  training  following  this  was 
undertaken  at  the  affiliated  hospitals  at  the  Univer- 
sity of  Washington  School  of  Medicine. 

He  joined  the  university  faculty  in  1958  as  an 
instructor  in  pediatrics  and  medicine  (neurology-). 

Hogness  Goes  to  Univ.  Administration 

John  R.  Hogness  has  resigned  as  Dean  of  the 
University  of  Washington  School  of  Medicine  to 
accept  appointment  as  Executive  Vice-President  of 
the  University.  The  appointment  was  announced 
August  15  and  became  effective  immediately. 

Dr.  Hogness  was  in 
private  practice  of  en- 
docrinology in  the  50’s 
but  assumed  a full-time 
academic  career  when 
he  became  Medical  Di- 
rector of  the  University 
Hospital  in  1959.  He 
was  appointed  Assist- 
ant Dean  in  1959,  Asso- 
ciate Dean  in  1963,  and 
Dean  in  1964.  He  has 
maintained  his  relation- 
ships with  medical  or- 
ganizations, having 
served  on  numerous  committees  of  King  County 
Medical  Society  and  Washington  State  Medical 
Association.  He  is  a Delegate  from  Washington  to 
the  American  Medical  Association. 

Dr.  Hogness  received  much  favorable  comment 
last  year  when  he  assumed  the  responsibilities  of 


general  practice  for  two  weeks  in  Omak,  Washing- 
ton. He  took  over  for  Amos  J.  Bartrude,  who  spent 
the  two  weeks  taking  a postgraduate  course,  be- 
cause he  wanted  to  get  the  real  feeling  of  indi- 
vidual physician  responsibility  in  a small  com- 
munity. With  characteristic  reserve  he  permitted 
no  news  announcement  until  he  had  completed  his 
stay  in  Omak.  Thereafter  the  news  media  gave 
him  national  notices. 

Dr.  Hogness  was  named  by  the  American  Med- 
ical Association  as  one  of  three  candidates  recom- 
mended for  the  position  of  Assistant  Secretary  of 
Health,  Education  and  Welfare.  Although  he  was 
not  selected  for  that  position,  Secretary  Finch  has 
named  him  to  a national  task  force  to  investigate 
rising  costs  of  Medicaid. 

Dr.  Hogness  is  President-Elect  of  the  Council  of 
Deans  of  the  Association  of  American  Medical  Col- 
leges, has  been  a consultant  to  the  Division  of  Physi- 
cian Manpower  of  the  U.S.  Public  Health  Service, 
is  a Trustee  of  the  China  Medical  Board  of  New 
York,  and  serves  on  the  Washington  Governor’s 
Medical  Advisory  Committee  and  the  Washington 
Comprehensive  Health  Planning  Council. 

Pediatric  Problems 

A course  in  Current  Management  of  Common  Pe- 
diatric Problems  will  be  given  at  Virginia  Mason 
Medical  Center,  October  10,  11.  Purpose  is  to  re- 
view the  principles  of  pediatric  care  while  present- 
ing a broad  view  of  diagnosis-management  of  de- 
velopmental and  pathologic  problems.  The  course 
is  designed  to  answer  questions  arising  in  office 
practice. 

Philosophy  of  Preventive  Medical  Care 

F.  Richard  Dion,  M.D. 
Common  Orthopedic  Problems  m Childhood 

David  W.  Anderson,  M.D. 
Tonsil  and  Adenoid  Problems  Revisited 

John  S.  Hansel,  Jr.,  M.D. 
Eczema  and  Skin  Disorders  in  Childhood 

Charles  J.  Hammer,  Jr.,  M.D. 
Diagnosis  and  Management  of  Pediatric  Endocrine 
Disorders  Charles  P.  Mahoney,  M.D. 

Congenital  Malformations  and  Urinary  Tract 
Infections  Roy  J.  Correa,  Jr.,  M.D. 

Evaluation  of  Pediatric  Ophthalmology  Problems 

Louis  N.  Hungerford,  Jr.,  M.D. 
Management  of  Convulsions 

James  B.  MacLean,  M.D. 
Adolescent  Acne  Robert  E.  Kellum,  M.D. 

Gynecologic  Problems  in  the  Young 

Richard  M.  Soderstrom,  M.D. 
School  Phobia  and  Psychosomatic  Disorders 

F.  Richard  Dion,  M.D. 
Office  Management  of  Psychiatric  Problems 

Jeanne  S.  Anderson,  M.D. 


JOHN  E.  HOGNESS 
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College  of  Medical  Education, 
Tacoma,  course  descriptions 

The  College  of  Medical  Education,  at  Tacoma, 
is  offering  its  second  and  third  courses  with  pro- 
grams as  listed  below.  The  College  is  part  of  the 
University  of  Puget  Sound  and  is  a cooperative 
activity,  supported  by  the  University  and  Pierce 
County  Medical  Society.  A report  on  formation  of 
the  College  will  be  published  in  a subsequent  issue. 
Programs  of  the  recently  announced  courses  are 
as  follows: 


Current  Drug  Concepts 

A practical  and  clinical  review  of  both  established 
and  recently  advanced  pharmaceutical  agents  for  the 
practicing  physician. 


Date:  Wednesday  evenings,  October  1 through  No- 
vember 11,  1969 


Time:  7:00  p.m.  to  9:45  p.m. 

Place:  University  of  Puget  Sound,  Tacoma,  Wash- 
ington 


10-  1-69 


10-  8-69 


10-15-69 


10-22-69 


10-29-69 


11-  5-69 


Skin  Problems  in  Office  Practice— Dale 
Doherty,  M.D.,  John  Shaw,  M.D.,  Ta- 
coma, Washington 

Recent  Advances  in  Antibiotics  and  Anti- 
microbials—Roger  Bulger,  M.D.,  Univer- 
sity of  Washington  School  of  Medicine, 
Seattle,  Washington 

Practical  Concepts  in  Cancer  Chemo- 
therapy—J.  G.  Gatterhagen,  M.D.,  Taco- 
ma- Washington 

Neurological  Drugs  — Marcel  Malden, 
M.D.,  Tacoma,  Washington 
A Review  of  Diuretics  and  Antihyper- 
tensives—Robert  Gray,  M.D.,  University 
of  Oregon  Medical  School,  Portland, 
Oregon 

Drug  Incompatabilities— Glenn  H.  Bro- 
kaw,  M.D.,  Tacoma,  Washington 
Drugs— Over  the  Counter  — Robert  C. 
Johnson,  M.D.,  Tacoma,  Washington 
Arthritis  — Can  We  Treat  It?  — Edward 
Rosenbaum,  M.D.,  Portland,  Oregon 
Psychotropic  Drugs  and  Their  Inherent 
Problems  — Edward  Rosenbaum,  M.D., 
Portland,  Oregon 


Tuition:  $50.00 
Enrollment  limited  to  50 

A.A.G.P.  Category  I (Prescribed)  Applied  For 

For  information  and  application  forms,  please 
contact: 

College  of  Medical  Education 
University  of  Puget  Sound 
Tacoma,  Washington 


Fundamental  Nursing  Concepts  within 
the  Coronary  Care  Unit 

An  extensive  course  stressing  basic  anatomical, 
physiological,  and  pharmaceutical  concepts  for 
nurses  who  are  or  will  function  within  the  Coronary 
Care  Unit. 

Date:  Monday  and  Wednesday  evenings,  Septem- 
ber 8 through  October  20. 

Time:  7:30  p.m.  — 9:30  p.m. 

Place:  University  of  Puget  Sound,  Tacoma,  Wash- 
ington. 


9-  8-69 


9-10-69 
9-15-69 
9-17-69 
9-22-69 
9-24-69 
9-29-69 
10-  1-69 
10-  6-69 

10-  8,  13, 


10-20-69 


Concept,  Goals,  and  Organization  of  the 
Coronary  Care  Unit— James  Billingsley, 
M.D.,  Tacoma,  Washington 
Physiology  of  the  Heart— Robert  Fergu- 
son, M.D.,  Tacoma,  Washington 
Anatomy  of  the  Heart— Clinton  Piper, 
M.D.,  Tacoma,  Washington 
Heart  Disease,  A Clinical  Review— James 
Early,  M.D.,  Tacoma,  Washington 
Basic  Electrocardiography  — James  Bill- 
ingsley, M.D.,  Tacoma,  Washington 
Clinical  Electrocardiography  — Clarence 
Anderson,  M.D.,  Tacoma,  Washington 
Clinical  Electrocardiography  — Clarence 
Anderson,  M.D.,  Tacoma,  Washington 
Drugs  in  the  Coronary  Care  Unit— James 
Early,  M.D.,  Tacoma,  Washington 
Treatment  Problems  of  the  Coronary  Care 
Unit— Marshall  Whitacre,  M.D.,  Tacoma, 
Washington 

15  Cardiovascular  Resuscitation  and 
Other  Practical  Demonstrations— Clarence 
Anderson,  M.D.,  James  Billingsley,  M.D., 
Tacoma,  Washington 
Psychological  and  Psychiatric  Aspects  for 
Patient,  Nurse  and  Doctor  Within  the 
Coronary  Care  Unit— Panel 


Tuition:  $50.00 
Enrollment  limited  to  50 


7969  Health  Laws  in  Effect 

The  Anatomical  Gift  Act  adopted  by  the  Wash- 
ington Legislature  is  a uniform  act  written  by  the 
National  Conference  of  Commissioners  on  Uniform 
State  Laws.  Efforts  are  underway  to  have  this  act 
adopted  by  all  state  legislatures. 

The  Act  seeks  to  clarify  the  following  concerns  in 
transplanting  tissues  and  organs  from  a deceased 
person:  (1)  the  wishes  of  the  deceased  during  his 
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lifetime  concerning  the  disposition  of  his  body;  (2) 
person:  (1)  the  wishes  of  the  deceased  during  his  life- 
time concerning  the  disposition  of  his  body;  (2)  the 
desires  of  the  surviving  spouse  or  next  of  kin;  (3)  the 
interest  of  the  state  in  determining  by  autopsy,  the 
cause  of  death  in  cases  involving  crime  or  violence; 

(4)  the  need  of  autopsy  to  determine  the  cause  of 
death  when  private  legal  rights  are  dependent  upon 
such  cause;  and  (5)  the  need  of  society  for  bodies, 
tissues  and  organs  for  medical  education,  research, 
therapy  and  transplantation. 

Legal  questions  the  Act  covers  include:  (1)  who 
may  during  his  lifetime  make  a legally  effective  gift 
of  his  body  or  a part  thereof;  (2)  what  is  the  right  of 
the  next  of  kin,  either  to  set  aside  the  decedent’s 
expressed  wishes,  or  themselves  to  make  the  anato- 
mical gifts  from  the  dead  body;  (3)  who  may  legally 
become  donees  of  anatomical  gifts;  (4)  for  what  pur- 
poses may  such  gifts  be  made;  (5)  how  may  gifts  be 
made,  can  it  be  done  by  will,  by  writing,  by  a card 
carried  on  the  person,  or  by  telegraphic  or  recorded 
telephonic  communication;  (6)  how  may  a gift  be 
revoked  by  the  donor  during  his  lifetime;  (7)  what 
are  the  rights  of  survivors  in  the  body  after  removal 
of  donated  parts;  (8)  what  protection  from  legal  lia- 
bility should  be  afforded  to  surgeons  and  others 
involved  in  carrying  out  anatomical  gifts;  (9)  should 
such  protection  be  afforded  regardless  of  the  state 
in  which  the  document  of  gift  is  executed;  (10) 
what  should  the  effect  of  an  anatomical  gift  be  in 
case  of  conflict  with  laws  concerning  autopsies; 
(11)  should  the  time  of  death  be  defined  by  law 
in  any  way;  (12)  should  the  interest  in  preserving 
life  by  the  physician  in  charge  of  a decedent  pre- 
clude him  from  participating  in  the  transplant  pro- 
cedure by  which  donated  tissues  or  organs  are  trans- 
ferred to  a new  host.  These  are  the  principal  legal 
questions  that  should  be  covered  in  an  anatomical 
gift  act. 

Uniform  Anatomical  Gift  Act.  (Effective  June  12, 
1969)  Chapter  80,  Laws  of  1969. 

“NEW  SECTION.  Section  1.  There  is  added  to 
chapter  68.08  RCW  ten  new  sections  to  read  as 
set  forth  in  sections  2 through  11  of  this  act. 

NEW  SECTION.  Sec.  2.  (1)  “Bank  or  storage 
facility”  means  a facility  licensed,  accredited,  or 
approved  under  the  laws  of  any  state  for  storage  of 
human  bodies  or  parts  thereof. 

(2)  “Decedent”  means  a deceased  individual  and 
includes  a still-born  infant  or  fetus. 

(3)  “Donor”  means  an  individual  who  makes  a 
gift  of  all  or  part  of  his  body. 

(4)  “Hospital”  means  a hospital  licensed,  accred- 
ited, or  approved  under  the  laws  of  any  state;  in- 
cludes a hospital  operated  by  the  United  States 
government,  a state,  or  a subdivision  thereof,  al- 


though not  required  to  be  licensed  under  state  laws. 

(5)  “Part”  means  organs,  tissues,  eyes,  bones, 
arteries,  blood,  other  fluids  and  any  other  portions 
of  a human  body. 

(6)  “Person”  means  an  individual,  corporation, 
government  or  governmental  subdivision  or  agency, 
business  trust,  estate,  trust,  partnership  or  associa- 
tion, or  any  other  legal  entity. 

(7)  “Physician”  or  “surgeon”  means  a physician 
or  surgeon  licensed  or  authorized  to  practice  under 
the  laws  of  any  state. 

(8)  “State”  includes  any  state,  district,  common- 
wealth, territory,  insular  possession,  and  any  other 
area  subject  to  the  legislative  authority  of  the  United 
States  of  America. 

NEW  SECTION.  Sec.  3.  (1)  Any  individual  of 
sound  mind  and  eighteen  years  of  age  or  more  may 
give  all  or  any  part  of  his  body  for  any  purpose 
specified  in  section  4 or  this  1969  act,  the  gift  to 
take  effect  upon  death. 

(2)  Any  of  the  following  persons,  in  order  of 
priority  stated,  when  persons  in  prior  classes  are 
not  available  at  the  time  of  death,  and  in  the  ab- 
sence of  actual  notice  of  contrary  indications  by  the 
decedent  or  actual  notice  of  opposition  by  a mem- 
ber of  the  same  or  a prior  class,  may  give  all  or 
any  part  of  the  decedent’s  body  for  any  purpose 
specified  in  section  4 or  this  1969  act: 

(a)  the  spouse, 

(b)  an  adult  son  or  daughter, 

(c)  either  parent, 

(d)  an  adult  brother  or  sister, 

(e)  a guardian  of  the  person  of  the  decedent  at 
the  time  of  his  death, 

(f)  any  other  person  authorized  or  under  obli- 
gation to  dispose  of  the  body. 

(3)  If  the  donee  has  actual  notice  of  contrary 
indications  by  the  decedent  or  that  a gift  by  a 
member  of  a class  is  opposed  by  a member  of  the 
same  or  a prior  class,  the  donee  shall  not  accept  the 
gift.  The  persons  authorized  by  subsection  (2)  may 
make  the  gift  after  death  or  during  the  terminal  ill- 
ness. 

(4)  A gift  of  all  or  part  of  a body  authorizes  any 
examination  necessary  to  assure  medical  accept- 
ability of  the  gift  for  the  purposes  intended. 

(5)  The  rights  of  the  donee  created  by  the  gifts 
are  paramount  to  the  rights  of  others  except  as  pro- 
vided by  section  8,  subsection  (4)  of  this  1969  act. 

NEW  SECTION.  Sec.  4.  The  following  persons 
may  become  donees  of  gifts  of  bodies  or  parts 
thereof  for  the  purposes  stated: 

(1)  Any  hospital,  surgeon,  or  physician,  for  medi- 
cal or  dental  education,  research,  advancement  of 
medical  or  dental  science,  therapy,  or  transplanta- 
tion; 

Continued  on  page  888 
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One  of  these  disposables  comes  prefilled. 

Its  unit  dose  - in  nonreactive  glass 
cartridge  - is  premeasured. 

The  cartridge  is  clearly  labeled: 
drug  name,  strength,  control  number. 

Even  expiration  date  where  appropriate. 

You're  more  confident  that  the  patient  gets. . . 


. just  what  the  doctor  ordered 

with  the  Tubex  Closed  Injection  System. 


Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tubex 
sterile  cartridge-needle  units.*  No  multi-dose  vials  to 
bother  with;  no  unlabeled  syringes  to  cause  confusion. 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tubex 
line,  empty  sterile  cartridge-needle  units  are  available. 

TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 


Wyeth  Laboratories  Philadelphia,  Pa. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  w'ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


i BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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(2)  Any  accredited  medical  or  dental  school,  col- 
lege or  university  for  education,  research,  advance- 
ment of  medical  or  dental  science,  or  therapy; 

(3)  Any  bank  or  storage  facility,  for  medical  or 
dental  education,  research,  advancement  of  medical 
or  dental  science,  therapy,  or  transplantation;  or 

(4)  Any  specified  individual  for  therapy  or  trans- 
plantation needed  by  him. 

NEW  SECTION.  Sec.  5.  (1)  A gift  of  all  or 
part  of  the  body  under  section  3 (1)  of  this  1969 
act,  may  be  made  by  will.  The  gift  becomes  effec- 
tive upon  the  death  of  the  testator  without  waiting 
for  probate.  If  the  will  is  not  probated,  or  if  it  is 
declared  invalid  for  testamentary  purposes,  the  gift, 
to  the  extent  that  it  has  been  acted  upon  in  good 
faith,  is  nevertheless  valid  and  effective. 

(2)  A gift  of  all  or  part  of  the  body  under  section 
3 (1)  of  this  1969  act,  may  also  be  made  by  docu- 
ment other  than  a will.  The  gift  becomes  effective 
upon  the  death  of  the  donor.  The  document,  which 
may  be  a card  designed  to  be  carried  on  the  person, 
must  be  signed  by  the  donor  in  the  presence  of  two 
witnesses  who  must  sign  the  document  in  his  pres- 
ence. If  the  donor  cannot  sign,  the  document  may 
be  signed  for  him  at  his  direction  and  in  his  presence 
in  the  presence  of  two  witnesses  who  must  sign  the 
document  in  his  presence.  Delivery  of  the  document 
of  gift  during  the  donor’s  lifetime  is  not  necessary 
to  make  the  gift  valid. 

(3)  The  gift  may  be  made  to  a specified  donee 
or  without  specifying  a donee.  If  the  latter,  the 
gift  may  be  accepted  by  the  attending  physician  as 
donee  upon  or  following  death.  If  the  gift  is  made 
to  a specified  donee  who  is  not  available  at  the  time 
and  place  of  death,  the  attending  physician  upon  or 
following  death,  in  the  absence  of  any  expressed 
indication  that  the  donor  desired  otherwise,  may 
accept  the  gift  as  donee.  The  physician  who  be- 
comes a donee  under  this  subsection  shall  not  par- 
ticipate in  the  procedures  for  removing  or  trans- 
planting a part. 

(4)  Notwithstanding  section  8 (2)  of  this  1969 
act,  the  donor  may  designate  in  his  will,  card,  or 
other  document  of  gift  the  surgeon  or  physician  to 
carry  out  the  appropriate  procedures.  In  the  ab- 
sence of  a designation  or  if  the  designee  is  not 
available,  the  donee  or  other  person  authorized  to 
accept  the  gift  may  employ  or  authorize  any  sur- 
geon or  physician  for  the  purpose. 

(5)  Any  gift  by  a person  designated  in  section 
3 (2)  of  this  1969  act,  shall  be  made  by  a document 
signed  by  him  or  made  by  his  telegraphic  recorded, 
telephonic,  or  other  recorded  message. 

NEW  SECTION.  Sec.  6.  If  the  gift  is  made  by 
the  donor  to  a specified  donee,  the  will,  card,  or 
other  document,  or  an  executed  copy  thereof,  may 


be  delivered  to  the  donee  to  expedite  the  appropriate 
procedures  immediately  after  death.  Delivery  is  not 
necessary  to  the  validity  of  the  gift.  The  will,  card, 
or  other  document,  or  an  executed  copy  thereof, 
may  be  deposited  in  any  hospital,  bank  or  storage 
facility  or  registry  office  that  accepts  it  for  safe- 
keeping or  for  facilitation  of  procedures  after  death. 
On  request  of  any  interested  party  upon  or  after 
the  donor’s  death,  the  person  in  possession  shall 
produce  the  document  for  examination. 

NEW  SECTION.  Sec.  7.  (1)  If  the  will,  card, 
or  other  document  or  executed  copy  thereof,  has 
been  delivered  to  a specified  donee,  the  donor  may 
amend  or  revoke  the  gift  by: 

(a)  the  execution  and  delivery  to  the  donee  of  a 
signed  statement; 

(b)  an  oral  statement  made  in  the  presence  of 
two  persons  and  communicated  to  the  donee; 

(c)  a statement  during  a terminal  illness  or  injury 
addressed  to  an  attending  physician  and  communi- 
cated to  the  donee; 

(d)  a signed  card  or  document  found  on  his  per- 
son or  in  his  effects. 

(2)  Any  document  of  gift  which  has  not  been  de- 
livered to  the  donee  may  be  revoked  by  the  donor 
in  the  manner  set  out  in  subsection  (1)  above,  or  by 
destruction,  cancellation,  or  mutilation  of  the  docu- 
ment and  all  executed  copies  thereof. 

(3)  Any  gift  made  by  a will  may  also  be  amended 
or  revoked  in  the  manner  provided  for  amendment 
or  revocation  of  wills,  or  as  provided  in  subsection 

(1)  above. 

NEW  SECTION.  Sec.  8.  (1)  The  donee  may 
accept  or  reject  the  gift.  If  the  donee  accepts  a 
gift  of  the  entire  body,  he  may,  subject  to  the  terms 
of  the  gift,  authorize  embalming  and  the  use  of  the 
body  in  funeral  services.  If  the  gift  is  a part  of  the 
body,  the  donee,  upon  the  death  of  the  donor  and 
prior  to  embalming,  shall  cause  the  part  to  be  re- 
moved without  unnecessary  mutilation.  After  re- 
moval of  the  part,  custody  of  the  remainder  of  the 
body  vests  in  the  surviving  spouse,  next  of  kin,  or 
other  persons  under  obligation  to  dispose  of  the 
body. 

(2)  The  time  of  death  shall  be  determined  by  a 
physician  who  tends  the  donor  at  his  death,  or,  if 
none,  the  physician  who  certifies  the  death.  The 
physician  shall  not  participate  in  the  procedures  for 
removing  or  transplanting  a part. 

(3)  A person  who  acts  in  good  faith  in  accord  with 
the  terms  of  this  1969  act  or  with  the  anatomical 
gift  laws  of  another  state  (or  a foreign  country)  is 
not  liable  for  damages  in  any  civil  action  or  subject 
to  prosecution  in  any  criminal  proceeding  for  his  act. 

(4)  The  provisions  of  this  1969  act  are  subject  to 
the  laws  of  this  state  prescribing  powers  and  duties 
with  respect  to  autopsies. 
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NEW  SECTION.  Sec.  9.  This  1969  act  shall 
he  so  construed  as  to  effectuate  its  general  purpose 
to  make  uniform  the  law  of  those  states  which 
enact  it. 

NEW  SECTION.  Sec.  10.  The  following  acts  or 
parts  thereof  are  hereby  repealed: 

(1)  Section  2,  chapter  90,  Laws  of  1961  and  RCW 
68.08.250; 

(2)  Section  3,  chapter  90,  Laws  of  1961  and  RCW 
68.08.260; 

(3)  Section  4,  chapter  90,  Laws  of  1961  and  RCW 
68.08.270;  and 

(4)  Section  5,  chapter  90,  Laws  of  1961  and  RCW 
68.08.280. 

NEW  SECTION.  Sec.  11.  This  1969  act  may 
be  cited  as  the  “Uniform  Anatomical  Gift  Act.” 

Abused  Child  Low  Amendments  ( Sub- 
stitute House  Bill  303) 

(Effective  August  11,  1969)  Chapter  35,  Laws  of 
1969,  First  Extraordinary  Session.  Underscore  indi- 
cates new  language. 

“In  order  to  protect  children  and  the  mentally 
retarded  whose  health  and  welfare  may  be  adversely 
affected  through  the  infliction,  by  other  than  acci- 
dental means  of  death,  physical  injury  or  phys- 
ical neglect,  or  sexual  abuse,  the  Washington  state 
legislature  hereby  provides  for  the  reporting  of  such 
cases  to  the  appropriate  public  authorities.  It  is  the 
intent  of  the  legislature  that,  as  a result  of  such 
reports,  protective  services  shall  be  made  available 
in  an  effort  to  prevent  further  abuses,  and  to  safe- 
guard and  enhance  the  general  welfare  of  such 
children. 

Sec.  2:  Section  2,  chapter  13,  Laws  of  1965  and 
RCW  26.44.020  are  each  amended  to  read  as  fol- 
lows: 

For  the  purpose  of  and  as  used  in  this  chapter: 

(1)  “Court”  means  the  superior  court  of  the  state 
of  Washington  juvenile  department. 

(2)  “Law  enforcement  agency”  means  the  police 
department,  the  prosecuting  attorney  or  the  office 
of  the  sheriff. 

(3)  “Practitioner  of  the  healing  arts”  or  “practi- 
tioner” means  a person  licensed  by  this  state  to 
practice  chiropody,  chiropractic,  dentistry,  osteo- 
pathy and  surgery,  or  medicine  and  surgery.  The 
term  “ practitioner ' shall  include  a duly  accedited 
Christian  Science  practitioner:  PROVIDED,  HOW- 
EVER, That  a child  who  is  being  furnished  Christian 
Science  treatment  by  a duly  accredited  Christian 
Science  practitioner  shall  not  be  considered,  for  that 
reason  alone,  a physically  neglected  child  for  the 
purposes  of  this  chapter. 

(4)  “Institution”  means  a private  or  public  hos- 


pital or  any  other  facility  providing  medical  diag- 
nosis, treatment  or  care. 

(5)  “ Department ” means  the  state  department  of 
public  assistance. 

(6) “Child”  or  “children”  means  any  person  under 
the  age  of  eighteen  years  of  age  and  shall  also  in- 
clude any  mentally  retarded  person  regardless  of  age. 

(7)  “Professional  school  personnel ” shall  include, 
but  not  be  limited  to,  teachers,  counselors,  admin- 
istrators, and  school  nurses. 

(8)  “Social  worker ” shall  mean  anyone  engaged 
in  encouraging  or  promoting  the  health  or  welfare 
or  support  or  education  of  children  under  the  age 
of  eighteen  years,  tuhether  in  an  individual  capacity, 
or  as  an  employee  or  agent  of  any  public  or  private 
organization  or  institution. 

(9)  “Psychologist”  shall  mean  any  person  licensed 
to  practice  psychology  under  chapter  18.83  RCW, 
whether  acting  in  an  individual  capacity  or  as  an 
employee  or  agent  of  any  public  or  private  organi- 
zation or  institution. 

(10)  “ Pharmacist ” shall  mean  any  registered  phar- 
macist under  the  ])rovisions  of  chapter  18.64  RCW, 
whether  acting  in  an  individual  capacity  or  as  an 
employee  or  agent  of  any  public  or  private  organi- 
zation or  institution. 

(11)  “ Clergyman ” shall  mean  any  regularly  li- 
censed or  ordained  minister  or  any  priest  of  any 
church  or  religious  denomination,  whether  acting  in 
an  individual  capacity  or  as  an  employee  or  agent 
of  any  public  or  private  organization  or  institution. 

Sec.  3:  Sections  3,  chapter  13,  Laws  of  1965  and 
RCW  26.44.030  are  each  amended  to  read  as  follows: 

(1)  When  any  practitioner,  professional  school 
personnel,  registered  nurse,  social  worker,  psycholo- 
gist, pharmacist,  clergyman  or  employee  of  the 
department  of  public  assistance  has  reasonable  cause 
to  believe  that  a child  has  died  or  has  had  physical 
injury  or  injuries  inflicted  upon  him,  other  than  by 
accidental  means,  or  is  found  to  be  suffering  from 
physical  neglect,  or  sexual  abuse,  he  may  report 
such  incident  or  cause  a report  to  be  made  to  the 
proper  law  enforcement  agency  or  to  the  department 
of  public  assistance  as  provided  in  RCW  26.44.040. 

(2)  When  a practitioner,  professional  school  per- 
sonnel, registered  nurse,  social  worker,  psychologist, 
pharmacist,  clergyman  or  employee  of  the  depart- 
ment of  public  assistance  is  attending  a child  as  part 
of  his  regular  duties  and  has  cause  to  believe  that 
such  child  has  died  or  has  had  physical  injury  or 
injuries  inflicted  upon  him  other  than  by  accidental 
means  or  who  is  found  to  be  suffering  from  physical 
neglect,  or  sexual  abuse,  he  may  notify  the  person 
in  charge  of  the  institution,  organization,  school  or 
the  department  or  his  designated  representative,  who 
may  report  the  incident  or  cause  such  reporting  to 
be  made  as  provided  in  RCW  26.44.040. 

Continued  on  page  892 
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lermmycin 

(oxytetracycline) 

Fire  victim.  Examination  reveals  second  degree  burn  of  lower 
leg.  To  combat  shock,  restore  circulatory  volume  and  replace 
protein  loss,  plasma  is  administered.  Local  pressure  dressing 
applied.  Limb  elevated  to  limit  the  flow  of  lymph.  About  36 
hours  after  admission  the  patient  develops  an  elevated  tem- 
perature and  complains  of  pain  at  the  site  of  the  lesion. 

Dressing  removed.  A suppurating  slough  area  has  developed 
over  part  of  the  burn.  A swab  specimen  is  taken  for  culture 
and  the  slough  area  is  debrided.  Antibacterial  treatment  is 
begun  with  Terramycin  I.M.  Days  later,  recovery  is  progress- 
ing, and  the  laboratory  report  shows  a mixed  infection  with  a 
predominance  of  susceptible  coliform  bacteria,  confirming  the 
therapeutic  choice.  Terramycin  therapy  is  continued  until  all 
signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers  special 
advantages  in  treating  bacterial  infections  complicating  burns, 
when  strains  of  causative  organisms  are  susceptible.  Broad- 
spectrum  antibacterial  coverage.  Activity  unaffected  by  peni- 
cillinase. Rapidly  achieved  therapeutic  blood  levels.  Proven 
tissue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
spectrum  antibiotic  designed  specifically  for  intramuscular 
use.  Requires  no  refrigeration.  Remains  stable  for  at  least  twc 
years.  Available  for  immediate  use  in  Isoject,®  a disposable 
injection  unit.  In  difficult  as  well  as  routine  cases,  when  tests 
reveal  susceptible  organisms,  consider  Terramycin.  One  of 
the  world’s  most  widely  used  broad-spectrums. 


TerramycirfLM. 

(oxytetracycline) 


Contraindicated:  In  individuals  hypersensitive  to  any 
of  the  components  of  this  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
iock  (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg./ lb./ day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/ 2 cc., 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2 cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/cc. 

More  detailed  professional  information  available  on  request. 


Sec.  4.  Section  4,  chapter  13,  Laws  of  1965  and 
RCW  26.44.040  are  each  amended  to  read  as  follows: 

An  immediate  oral  report  may  be  made  by  tele- 
phone or  otherwise  to  the  proper  law  enforcement 
agency  or  the  department  of  public  assistance  and 
may  be  followed  by  a report  in  writing.  Such  reports 
shall  contain  the  following  information,  if  known: 

(1)  The  name,  address  and  age  of  the  child; 

(2)  The  name  and  address  of  the  child’s  parents; 
stepparents;  guardians  or  other  persons  having  cus- 
tody of  the  child; 

(3)  The  nature  and  extent  of  the  child’s  injury  or 
injuries; 

(4)  The  nature  and  extent  of  the  child’s  physical 
neglect; 

(5)  The  nature  and  extent  of  the  sexual  abuse; 

(6)  Any  evidence  of  previous  injuries,  including 
their  nature  and  extent;  and 

(7)  Any  other  information  which  may  be  helpful 
in  establishing  the  cause  of  the  child’s  death,  injury 
or  injuries  and  the  identity  of  the  perpetrator  or 
perpetrators. 

Sec.  5.  Section  5,  chapter  13,  Laws  of  1965  and 
RCW  26.44.050  are  each  amended  to  read  as  fol- 
lows: 

Upon  the  receipt  of  a report  concerning  the 
possible  nonaccidental  infliction  of  a physical  injury 
upon  a child  or  physical  neglect,  or  sexual  abuse,  it 
shall  be  the  duty  of  the  law  enforcement  agency 
or  the  department  of  public  assistance  to  investigate 
and  provide  child  welfare  services  in  accordance 
with  the  provision  of  chapter  74.13  RCW,  and  where 
necessary  to  refer  such  report  to  the  court. 

NEW  SECTION.  Sec.  6.  There  is  added  to 
chapter  13,  Laws  of  1965  and  to  chapter  26.44 
RCW  a new  section  to  read  as  follows: 

The  department  shall  maintain  a central  registry 
of  reported  cases  of  child  abuse  and  shall  adopt  such 
rules  and  regulations  as  necessary  in  carrying  out 
the  provisions  of  this  section.  Records  in  the  central 
registry  shall  be  considered  confidential  and  privi- 
leged and  will  not  be  available  to  any  person  or 
agency  except  law  enforcement  agencies  as  defined 
in  this  1969  amendatory  act.” 

Medical  Disciplinary  Act— Stay 
Revocation  of  License 
(House  Bill  381) 

At  the  request  of  the  Washington  State  Medical 
Disciplinary  Board  chairman,  the  WSMA  has  intro- 
duced legislation  providing  the  Medical  Disciplinary 
Board  or  the  Court  authority  to  stay  the  revocation 
or  suspension  of  a medical  license  during  the  appeal 


process.  The  Board  or  Court  now  may  have  the 
medical  license  revoked  during  appeal  to  the  Su- 
perior or  Supreme  Court.  Prior  to  this,  physician 
automatically  had  license  returned  if  decision  of 
the  Board  to  revoke  was  appealed  to  the  courts. 

(Effective  June  12,  1969)  Chapter  58,  Laws  of 
1969. 

“Section  1,  Section  25,  chapter  202,  Laws  of  1955 
and  RCW  18.72.250  are  each  amended  to  read 
as  follows: 

The  filing  by  the  board  in  the  office  of  the  direc- 
tor of  licenses  of  a certificate  or  order  of  revoca- 
tion or  suspension  after  due  notice,  hearing  and 
findings  in  accordance  with  the  procedure  speci- 
fied in  this  chapter,  certifying  that  any  holder  of 
a license  has  been  found  guilty  of  unprdfessional 
conduct  by  the  board,  shall  constitute  a revocation 
or  suspension  of  the  license  to  practice  medicine  and 
surgery  in  this  state  in  accordance  with  the  terms 
and  conditions  imposed  by  the  board  and  embodied 
in  the  certificate  or  order  of  revocation  or  suspen- 
sion. Such  certificate  or  order  of  revocation  or  sus- 
pension, if  appealed,  may  be  stayed  by  the  board  or 
by  the  reviewing  court  upon  such  terms  as  is 
deemed  proper.” 

Blood , 18  Year  Old  Donate  Without 
Parental  Consent  ( Senate  Bill  291) 

(Effective  March  24,  1969)  Chapter  51,  Laws  of 
1969. 

‘‘NEW  SECTION.  Section  1.  There  is  added  to 
chapter  70.01  RCW  a new  section  to  read  as  follows: 

Any  person  of  the  age  of  eighteen  years  or  over 
shall  be  eligible  to  donate  blood  in  any  voluntary 
and  noncompensatory  blood  program  without  the 
necessity  of  obtaining  parental  permission  or  authori- 
zation. 

NEW  SECTION  Sec.  2.  This  act  is  necessary 
for  the  immediate  preservation  of  public  peace, 
health  and  safety,  the  support  of  the  state  govern- 
ment and  its  existing  public  institutions  and  shall 
take  effect  immediately.” 


Texts  of  other  1969  health  laws  will  be  published 
in  the  next  issue. 
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IDAHO 


Officers  of  the  Idaho  Medical  Association  include  Donald 
K.  Worden,  M.D.,  Lewiston,  alternate  Delegate  to  the 
AMA  (1970);  O.  D.  Hoffman,  M.D.,  Rexburg,  Immediate 
Past-President;  John  M.  Ayers,  M.D.,  Moscow,  President; 
James  R.  Kircher,  M.D.,  Burley,  Speaker  of  the  House 
of  Delegates,  and  A.  Curtis  Jones,  Jr,,  Alternate  Delegate 
to  the  AMA. 


Editor  honored.  During  the  first  session  of  the  House  of 
Delegates,  at  Sun  Valley,  July  2,  President  O.  D.  Hoffman 
presented  a special  certificate  to  the  editor  of  Northwest 
Medicine.  The  citation  reads:  “Honorary  membership 

presented  to  Herbert  L.  Hartley,  M.D.,  Seattle,  in  recog- 
nition of  thirty  years  of  outstanding  service  to  the 
physicians  of  Idaho.”  This  is  the  first  honorary  member- 
ship granted  by  Idaho  Medical  Association. 


John  A.  Edwards,  right.  Council,  a member  of  the  Idaho  House  of  Representatives 
from  District  9A,  was  awarded  the  A.  H.  Robins  Award  for  Outstanding  Community 
Service  by  a Physician.  The  award  was  made  during  a meeting  of  the  Idaho  Medical 
Association.  Presenting  the  plaque  is  William  R.  Tregoning,  Boise,  President-Elect  of 
the  association.  Dr.  Edwards,  serving  his  second  term,  is  a member  of  the  House 
Health  and  Welfare  and  Revenue  and  Taxation  Committees.  He  has  practiced  medicine 
in  Council  since  1947. 
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For  the 

"Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  IV2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 

Dexamyl 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule 

brand  of  sustained  release  capsules 

curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


SK 

&F 

Smith  Kline  & French  Laboratories 
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Animal  Pharmacology: 
Calming  and  taming  the  monkey 

Before 


After 


Naturally  vicious  laboratory 

sive  behavior  toward  their  han- 

they become  quite  “tame,”  yet 

monkeys  show  consistently  aggres- 

dlers.  On  Valium®  (diazepam). 

remain  alert  and  coordinated. 

Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows : 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation ; acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 


increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require 
increased  dosage  of  standard 
anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or 
severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following 
abrupt  discontinuance.  Keep  addiction- 
prone  individuals  under  careful 
surveillance  because  of  their 
predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation 
or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 
Precautions:  If  combined  with  other 
psychotropies  or  anticonvulsants, 
consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and 


debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been 
reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Vulilim  (diazepam) 


OBITUARIES 


dr.  peter  stampe  jensen,  54,  of  Lake  Stevens, 
Washington,  died  March  22,  1969.  He  was  horn 
in  Reno,  Nevada,  and  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons,  New 
York,  in  1943,  receiving  his  license  in  1947.  Dr. 
Jensen  was  a World  War  II  veteran.  Death  was 
caused  by  acute  subarachnoid  hemorrhage  from  a 
congenital  aneurism  of  the  anterior  communicating 
cerebral  artery. 

dr.  ivan  james  Daniel  shuler,  79,  of  Seattle,  Wash- 
ington, died  March  13,  1969,  of  acute  myocardial 
infarction  due  to  arteriosclerotic  cardiovascular  dis- 
ease. He  was  born  in  St.  Joseph,  Michigan,  and 
graduated  from  the  University  of  Cincinnati  College 
of  Medicine  in  1912,  receiving  his  license  in  1915. 
Dr.  Shuler  was  a surgeon  for  the  Northern  Pacific 
Railway  for  40  years  and  a medical  inspector  for 
the  Seattle-King  County  Health  Department  for 
many  years. 

DR.  MARY  A.  MC  MILLAN  RODNEY,  87,  of  Spokane, 
Washington,  died  March  6,  1969,  of  arteriosclerosis. 
She  was  born  in  Minnesota  and  graduated  from  the 
University  of  Minnesota  Medical  School,  Minne- 
apolis in  1907.  Dr.  Rodney  received  her  license 
in  1908. 

dr.  Joseph  j.  de  mers,  88,  of  Burton,  Washington, 
died  February  28,  1969.  He  was  born  in  Wisconsin 
and  graduated  from  Milwaukee  Medical  School  in 
1903.  Death  was  due  to  arteriosclerotic  heart  dis- 
ease. 

dr.  Clyde  edward  gray,  89,  of  Tacoma,  Washing- 
ton, died  February  27,  1969,  of  pyelonephritis.  He 
was  born  in  Champaign,  Illinois,  and  graduated 
from  the  University  of  Minnesota  Medical  School, 
Minneapolis,  in  1903.  He  received  his  license  in 
1925.  Dr.  Gray  retired  from  practice  in  1955. 

DR.  FREDERICK  ROSCOE  BOWERSOX,  91,  of  Salem, 
Oregon,  died  February  16,  1969,  of  hypertensive 
cardiovascular  disease.  He  was  born  in  Albany, 
Oregon,  and  graduated  from  Willamette  Univer- 
sity Medical  Department,  Salem,  in  1900,  receiving 
his  license  the  same  year.  Dr.  Bowersox  served  as 
mayor  of  Monmouth,  Oregon  for  over  18  years  and 
retired  after  64  years  of  medical  practice. 

dr.  august  e.  miller,  SR.,  67,  of  Blackfoot,  Idaho, 
died  March  18,  1969.  He  was  born  in  Idaho  Falls 
and  graduated  from  the  University  of  Oregon 
Medical  School  in  1932.  He  received  his  license 
in  1934.  Death  was  due  to  aneurysm  of  the  sple- 
nic artery. 


DR.  CHARLES  HORTON  DOCKHORN,  36,  of  Seattle, 
Washington,  died  February  8,  1969,  of  Hodgkin’s 
disease.  He  graduated  from  the  University  of  Kan- 
sas School  of  Medicine,  Lawrence-Kansas  City,  in 
1957  and  received  his  license  in  1963.  Dr.  Dock- 
horn  was  an  orthopedic  surgeon  in  Edmonds  and 
an  orthopedic  consultant  for  the  University  of  Wash- 
ington Congenital  Defects  Clinic. 

dr.  marvin  n.  lewis,  37,  of  Seattle,  Washington, 
died  February  16,  1969,  from  injuries  suffered  in 
a car-truck  collision.  He  was  obstetrics  and  gyne- 
cology chief  resident  at  University  Hospital.  Dr. 
Lewis  graduated  from  the  University  of  Colorado 
School  of  Medicine,  Denver,  in  1964. 

dr.  merle  m.  kurtz,  47,  of  Portland,  Oregon,  died 
February  14,  1969.  He  was  born  in  Parma,  Idaho 
and  graduated  from  the  University  of  Oregon  Med- 
ical School  in  1953.  He  received  his  license  in 
1955.  Dr.  Kurtz  was  a veteran  of  World  War  II. 
Death  teas  due  to  amyotrophic  lateral  sclerosis. 

dr.  victor  b.  lombardini,  54,  of  Renton,  Washing- 
ton, died  February  4,  1969,  of  asphyxia  due  to 
aspiration  of  a foreign  body  while  eating.  He  grad- 
uated from  St.  Louis  University  School  of  Medicine 
in  1942,  receiving  his  license  in  1947. 

dr.  david  w.  springer,  59,  of  Boise,  Idaho,  died 
April  24,  1969,  of  coronary  occlusion.  He  gradu- 
ated from  the  University  of  Oregon  Medical  School 
in  1936  and  received  his  license  the  following  year. 
Dr.  Springer  practiced  in  Boise,  except  during 
World  War  II,  when  he  served  as  a flight  surgeon 
with  the  US  Air  Force,  attaining  the  rank  of  lieu- 
tenant colonel.  He  was  treasurer  and  secretary  of 
the  credentials  committee  of  St.  Luke’s  Hospital 
Staff  at  the  time  of  his  death  and  had  served  on 
the  Idaho  Board  of  Appeals  for  Selective  Service 
from  1949  until  1967. 

dr.  john  m.  thorup,  85,  of  Portland,  Oregon,  died 
March  16,  1969,  of  arteriosclerotic  heart  disease. 
He  was  born  in  Salt  Lake  City,  Utah  and  gradu- 
ated from  the  College  of  Physicians  and  Surgeons 
of  Baltimore  in  1915.  He  received  his  license  in 
1933.  Dr.  Thorup  was  a veteran  of  World  War  I 
and  had  practiced  medicine  in  Portland  since  1936. 

dr.  george  earle  henton,  89,  of  Portland,  Oregon, 
died  March  3,  1969.  Dr.  Henton  was  a former 
president  of  the  Oregon  Medical  Society.  He  was 
born  in  York,  Nebraska  and  graduated  from  Illinois 
Medical  College,  Chicago  in  1901,  receiving  his 
license  in  1913.  He  practiced  in  Portland  from  1913 
until  his  retirement  in  1958.  Death  was  due  to 
arteriosclerotic  heart  disease. 
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continued  from  page  829 

he  resolved  only  by  physicians? 

Underlying  our  professional  ethics  there  are 
some  commonly  accepted  values  that  bind  Amer- 
icans. We  share  beliefs  in  religious  and  moral 
values,  respect  for  truth,  respect  for  human  dig- 
nity, consideration  of  the  rights  of  others,  and  a 
common  conviction  that  man  has  a higher  pur- 
pose in  life  than  gratification  of  his  sensual  de- 
sires. Differences  are  common  and  our  individual 
practices  have  not  always  matched  our  individual 
beliefs.  Yet  most  people  are  generally  under- 
standing and  tolerant  of  human  and  social  im- 
perfections. Part  of  the  strength  of  our  society 
has  been  the  ability  to  devise  social  mechanisms 
to  solve  social  problems.  The  mentally  ill  are 
diagnosed  and  treated  by  physicians,  but  are 
committed  by  our  judicial  system.  Gunshot 
wounds  and  child  abuse  are  treated  by  physi- 
cians, but  are  reported  to  law  enforcement 
agencies  and  their  perpetrators  managed  accord- 
ingly. Renal  failure  patients  are  accepted  at 
kidney  centers  through  deliberations  of  a body  of 
citizens.  Adoptions  combine  the  talents  of  physi- 
cians, attorneys  and  social  workers,  and  the 
convictions  of  mothers  and  adopting  parents. 

Except  in  cases  of  very  clear  risk  to  a mother’s 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


472-9 


physical  health  or  proven  risk  of  fetal  abnor- 
mality, the  medical  profession  alone  will  have 
difficulty  in  adjudicating  abortion  requests  for 
rape,  incest,  psychiatric  and  mental  health  rea- 
sons. Nor  can  hospital  therapeutic  abortion  com- 
mittees, as  presently  structured,  be  expected  to 
act  as  social  instruments.  California  experiences 
indicate  that  the  law  is  variously  interpreted 
and  that  its  implementation  by  hospital  abor- 
tion committees  can  be  manipulated.  Variations 
exist.  Rules  of  evidence  are  vague,  and  are  un- 
defined by  law,  medical  practice,  or  custom. 
Data  to  predict  which  women  with  unwanted 
pregnancies  will  succumb  to  major  psychiatric 
illness  as  a result  of  that  stress  are  unavailable. 
Mention  of  “suicide”  frequently  sways  a hospital 
committee  toward  granting  approval.  The  hos- 
pital therapeutic  abortion  committee  then  func- 
tions as  a charade  for  disguised  mental  and 
socio-economic  frustrations. 

Abortion  is  a code  word  for  a delicate  and 
highly  complicated  element  in  any  society. 
Should  physicians  alone  be  expected  to  assume 
all  of  the  responsibility  simply  by  scribbling  the 
necessary  social  policy  on  a prescription  pad? 

CHARLES  D.  MULLER,  M.D. 

pregnancy 
can  be 
fun... 

iron-deficiency 
anemia  is  gone 


FERGON 

brand  of  ferrous  gluconate 

Quickly  raises  hemoglobin  levels, 
restores  iron  reserves.  Well-tolerated 
and  easy  on  the  budget,  too. 

SUPPLIED:  320  mg  tablets  in  bottles  of 
100,  500  and  1,000. 

BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y.  10016 


897 

Northwest  Medicine , September,  1969 


you  can  almost  set  patients  by  it 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 


Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax  bisacodyl 


UNDER  LICENSE  FROM  BOEHRINGER INGELHEIM  G.M.B.H.  GEIGY  PHARMACEUTICALS.  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY,  NEW  YORK  10502 


DU-66S 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


ORTHOPEDIST— The  80  physician  Permanente  Clinic  seeks 
an  additional  orthopedist.  Board  certified  or  board  eligible. 
Partnership  after  2 years  if  mutually  satisfactory.  Progres- 
sive increments,  retirement  and  other  benefits.  Starting 
income  $30,000.  Norman  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


IDEAL  LOCATION  FOR  GP,  EASTERN  WASHINGTON-Small 

farming  community  with  drawing  area  of  3,000.  Well 
equipped  15-bed  hospital.  Office  and  apartment  building, 
20  years  of  area  medical  records  and  introductions  for 
$21,000;  terms  $6,000  down  and  $250  per  month.  Thirty 
miles  to  specialists  and  larger  hospitals.  Write  Box  42-A. 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


UROLOGIST— The  80  physician  Permanente  Clinic  seeks  a 
3rd  urologist.  Board  certified  or  board  eligible.  Partnership 
after  2 years  if  mutually  satisfactory  Progressive  incre- 
ments, retirement  and  other  benefits.  Starting  income 
$30,000.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic. 
5055  N.  Greeley,  Portland.  Ore.  97217. 


LICENSED  PHYSICIAN— ExPerienced  or  willing  to  learn 
Phase  I clinical  testing  of  experimental  drugs  in  a 
permanent  Research  Unit  operated  by  the  University  of 
Montana  Foundation.  The  Unit  opened  under  full-time 
M.D.  direction  in  February  1968,  and  there  is  now  need 
for  a full-time  Associate  Medical  Director.  Regular  5-day 
work  week  with  outstanding  fringe  benefits.  Salary  nego- 
tiable to  $24,000.  Opportunity  for  university  association. 
Contact  James  D.  Moore,  M.D.,  Deer  Lodge  Research  Unit, 
P.O.  Box  149,  Deer  Lodge,  Montana  59722 


GENERAL  PRACTITIONER  WANTED-Beautiful  Olympic  Penin- 
sula. Year  'round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator.  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


INTERNIST— For  a specialist  medical  group  associated  with 
a prepaid  health  plan;  $22,800  if  board  eligible,  $24,000  if 
certified.  Partnership  after  2 years,  if  mutually  satis- 
factory. Progressive  increment,  retirement  and  other 

benefits.  A.  Hurtado,  M.D.,  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTITIONERS  INTERESTED  IN  SURGERY— Several 
positions  working  in  multi-specialty  80-man  clinic,  in  out- 
patient dept.,  emergency  room,  operating  room.  Starting 
income  $22,800  rising  to  $34,800  or  more.  Insurance  bene- 
fits and  retirement  program.  Partnership  in  2 years. 
Lewis  E.  Hughes,  M.D.,  The  Permanente  Clinic,  5055  North 
Greeley  Ave.,  Portland,  Ore.  97217. 


EXCELLENT  OPPORTUNITY— Take  over  lucrative  general 
practice  in  University  Dist.  of  Seattle,  Write  Box  44-A, 
Northwest  Medicine,  500  Wall  St..  Seattle,  Wa.  98121 


WANTED-EMERGENCY  ROOM  PHYSICIAN-For  159-bed  hos- 
pital, 400-500  visits  monthly,  daytime  only,  no  weekends, 
$8.00  hour.  Washington  State  license  preferred,  others 
considered.  Send  applications  to  Administrator,  St.  Luke’s 
Memorial  Hospital,  P.O.  Box  #288,  Spokane,  Wa.  99210. 


GOOD  SUBURBAN  GENERAL  PRACTICE  SEATTLE-Excellent 

medical  community,  3 open  staff  hospitals.  Internists  could 
do  real  well  in  area.  Will  negotiate  to  meet  situation. 
Write  Box  43-A,  Northwest  Medicine,  500  Wall  St,  Seattle, 
Wa.  98121. 


INTERNIST— Board  certified  or  eligible,  for  active  275-bed 
GM&S  Hospital;  Medical  Service  133  beds,  7 Internists, 
complete  with  excellent  supporting  staff;  extremely  low 
physician  turnover.  Nondiscrimination  in  employment.  In- 
quiries should  be  sent  to  Director  or  Chief  of  Staff,  Veter- 
ans Administration  Hospital,  2615  Clinton  Ave.,  Fresno,  Ca. 
93703,  phone  (209  ) 227-2941,  Ext.  215. 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE— Located  at  3601  S.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick. 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash 
98104. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes.  MA  2-4350. 
Seattle  98104. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


OFFICE  SPACE  AVAILABLE-Designed  for  ENT.  Soundproof 
audio  room.  Modern  air-conditioned  building.  Adequate 
parking.  Mr.  Jorgeson,  MA  3-6600,  Seattle. 


PRIME  FEDERAL  WAY  SITE— Condominium  clinic  location. 
Will  build  to  suit.  O.  B.  Sather,  Owner  Agent,  VE  9-0410- 
WA  7-3534. 


URGENT 

Wanted— February  and  May,  1969  issues 
Northwest  Medicine, 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual— June  21-25,  1970,  Chica- 
go: June  20-24,  1971,  Atlantic  City; 
June  18-22,  1972,  San  Francisco. 

AMA  Clinical— Nov.  30-Dec.  3,  1969, 

Denver;  Nov.  29-Dec.  2,  1970,  Bos- 
ton; Dec.  1-4,  1974,  Portland,  Ore. 


Oregon  Medical  Association— A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association— Annual 
Meeting,  July  1-5,  1970,  Sun  Valley; 
June  30-July  4,  1971,  Sun  Valley. 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks,  Salem 
Sec.,  Narain  B.  Jetmalani,  Salem 


Oregon  Pathologists  Association — 2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres.,  John  L.  Lang,  Corvallis 
Sec..  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club, 
Portland.  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  March  9,  1970. 
Pres.,  Rick  L.  Johnson,  Seattle 
Sec.,  James  E.  Stroh,  Jr.,  Seattle 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.);  Annual  Fall  Assembly, 
Sept.  19-20,  1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Medical  Society  of  United  States  and 
Mexico— Sept.  24-27,  1969,  Albu- 

querque, New  Mexico. 

Exec.  Sec.,  Mrs.  Virginia  E.  Bryant. 
Phoenix,  Ariz. 

North  Pacific  Pediatric  Society — Sept. 
28-Oct.  1,  1969,  Northshore  Lodge, 
Coeur  d’Alene,  Idaho. 

Pres..  William  A.  Jaquette,  Jr.,  Mer- 
cer Island,  Wash. 

Sec.,  Leslie  Mackoff,  Seattle,  Wash. 

Northwest  Rheumatism  Society — Annual 
Meeting,  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland. 

Pres.,  Bruce  R.  Zimmerman,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 

Northwest  Society  of  Plastic  Surgeons — 
Annual  Meeting,  Mar.  4-7,  1970,  Sun 
Valley,  Idaho. 

Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  Ma.y  1-3,  1970, 

Benson  Hotel,  Portland,  Ore. 

Pres.,  John  Loomis,  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  13-15,  1969,  Hilton 
Inn,  San  Diego 

Pres.,  Roy  R.  Matteri,  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


OREGON 


Academy  of  General  Practice,  May  6- 
7-8,  1970,  Bowman’s  Mt.  Hood  Golf 
Club  and  Resort,  Wemme,  Ore. 

Pres.,  Laurel  G.  Case,  Medford 
Sec.,  F.  Douglas  Day,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov.;  Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Society  of  Allergy  — Annual 
Meeting,  September  1969. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.,  Jan. 
through  May).  Heathman,  Portland. 
Annual  Meeting,  Nov.  22,  1969. 
Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings.  Congress  Hotel,  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting  April  24,  1970. 

Pres.,  Edward  M.  Scott,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May,  Sept.-Nov.);  An- 
nual Meeting,  May  26,  1970. 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville, 
Ore. 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout.  Portland 


WASHINGTON 


Seattle  Pediatric  Society — 3rd  Fri. 

(Sept.-May),  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan. 
30-31,  1970,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Annual  Meeting,  April  4,  1970. 
Pres.,  Richard  Miller,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  2,  1970. 

Pres.,  Wayne  Zimmerman,  Tacoma 
Sec.,  Arthur  P.  Wickstrom,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg.  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy — 
Northwest  Allergy  Forum,  May 
1970. 

Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 


Washington  State  Society  of  Anes- 
thesiologists— Quarterly.  Seattle. 

Annual  Meeting,  Sept.  13,  1969. 
Pres.,  Richard  L.  Pokorny,  Spokane 
Sec.,  William  A.  Pratt,  Spokane 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting  April  1970. 

Pres.,  Walter  C.  Lobitz,  Jr.,  Portland 
Sec.,  Troy  G.  Rollins,  Portland 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Donald  M.  Keith,  Seattle 
Sec.,  Edward  W.  Bigler,  Bellevue 


Vakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 
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Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 
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consultation  on  any  of 
your  problems  relating  to 
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to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 
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Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family’s  present  needs  ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indication-Oral  contraception. 

Contraindications-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1 968'  2 estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 

Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization  Rates 
I Morbidity 1 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 

1.5/  100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/  100,000 

0.5/100.000 

5/100,000 

ft 


No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period 

A small  fraction  of  the  hormone  agents  in  oral  contra- 


ceptives has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions-A  statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  ner- 
vousness, dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives:  hepatic 
function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase 
in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test; 
pregnanediol  determination. 

References:  t.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.: 
Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P., 
and  Doll,  R.:  Brit.  Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  complete  prescribing  information. 
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Where  "The  Pill"  Began 
G.  D.  SEARLE  & CO.,  P.O.  Box  5110,  Chicago,  III.  60680 
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No  Hepatitis  in  Over 
12  Years  of  Use 

Plasmanate 

Plasma  Protein  Fraction 
(Human),  5°/o,U.S.P 


An  alternative  to  stored  pooled  plasma 


PLASMANATE® 
Plasma  Protein  Fraction 
(Human),  5%,  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

'Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na—  110  mEq  L 
Cl  - 50  mEq  L 
K —0.25  mEq  L 

Na— 154  mEq  L 
Cl  -124  mEq  L 
K — .03  to  .05  mEq  L 

Na— 142  mEq  L 
Cl  -103  mEq  L 
K - 5 mEq  L 

Plasma 

Proteins 

Present 

Albumin  —88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  —57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 
Gamma  Globulin— 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4%% 

Plasmanate  is  available  in  50  ml.  vials  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  sets. 

World  Leader  in  Human  Plasma  Fractions 
CUTTER  Jlab&uUosueA.,  Inc.,  Berkeley,  Calif 
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• Emotional  Reactions  to  Chronic  Disease 


Social  Psychiatry  . . . Ten  Years  Later 


YOUR  OPINION  PLEASE! 

See  cord  between  pages  924-925 
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A new  clinical 


laboratory  service 
from  Upjohn? 


If  you  share  the  increasing  concern  about  laboratory 
reliability,  you'll  be  interested  in  LABORATORY  PRO- 
CEDURES. A separate  division  of  The  Upjohn  Com- 
pany, it  is  planned  to  eventually  encompass  a 
national  network  of  regional  laboratories.  The  first 
regional  center  is  now  serving  physicians  in  the  western 
states. 

No  laboratory  is  perfect.  But  the  Laboratory  Procedures 
approach  is  a big  step  in  the  right  direction.  Why? 
Because  Laboratory  Procedures  starts  with  a qualified 
professional  and  technical  staff.  Utilizes  advanced 
instrumentation  and  sophisticated  procedures.  Em- 
phasizes computer-assisted  automated  analysis  wher- 
ever possible.  And  builds  in  quality  control  through- 
out. 


One  result  is  the  attainment  of  high  standards  in 
producible  accuracy.  Another  is  the  efficiency  in  pr- 
formance  of  clinically  meaningful  group  tests  wh:h 
help  make  the  private  practice  of  preventive  medicie 
more  practical. 

Ready  to  serve  you  and  your  patients 

Laboratory  Procedures  offers  you  a functional,  easy  3- 
use  system  for  collecting  samples,  ordering  tests,  , ic 
submitting  specimens  by  mail  for  a wide  line  of  p 
cedures.  And  billing  is  specific  by  test  and  patien- 
no  minimums,  maximums  or  contract. 

Put  the  scientific  experience  and  research  orientaOr 
of  Upjohn  to  work  on  your  laboratory  needs  n a' 
Write  for  more  information:  Department  A, 


upi^n  LABORATORY  PROCEDURE: 


Division  of  The  Upjohn  Company 

P.O.  Box  6000,  Inglewood,  California  90301 


SM  (Service  Mark)  and  ©1968,  The  Upjohn  Company 
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BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 
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BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOMICAL  UNIT 
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The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 


The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 


The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 
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Termmycin 

(oxytetracycline) 


An  infection  of  rapid  onset  requiring 
prompt  attention.  Teenage  girl  with  chills, 
fever,  abdominal  pain,  backache  and 
nausea.  Frequent  and  urgent  urination 
with  burning.  On  examination  — tender- 
ness over  kidney.  Blood  count  and 
urinalysis  confirm  the  diagnosis:  acute 
pyelonephritis.  Treatment  is  initiated  with 
Terramycin.  Within  a few  days  of  follow- 
up therapy,  the  patient  is  markedly 
improved.  The  pretreatment  urine 
culture  shows  a strain  of  E.  coli  highly 
susceptible  to  Terramycin. 

Experience  has  shown  that  Terramycin 
offers  special  advantages  in  treating 
urinary  tract  infections  when  strains  of 
causative  bacteria  are  susceptible. 
Broad-spectrum  coverage  unaffected  by 
penicillinase.  Effective  tissue  levels  to  help 
reach  foci  of  infection  in  renal  parenchyma. 
High  urine  levels— excreted  by  kidney 
in  active  form. 


Contraindicated:  In  individuals  hypersensitive  to  oxytetra- 
cycline. 

Warnings:  Reduce  usual  oral  dosage  and  consider  antibiotic 
serum  level  determinations  in  patients  with  impaired  renal 
function. 

Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth.  This  effect  occurs  mostly  during  long-term 
use  of  the  drug,  but  it  has  also  been  observed  in  usual  short- 
treatment  courses. 

During  treatment  with  tetracyclines,  individuals  susceptible 
to  photodynamic  reactions  should  avoid  direct  sunlight;  if 
such  reactions  occur,  discontinue  therapy. 

Note:  With  oxytetracycline,  phototoxicity  is  unknown  and 
photoallergy  very  rare. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial  pressure  in  infants  is 
a possibility.  Symptoms  disappear  upon  discontinuation  of 
therapy. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis, 
proctitis,  vaginitis  and  dermatitis,  as  well  as  reactions  of  an 
allergic  nature,  may  occur  but  are  rare. 

Supply:*  Terramycin  Capsules:  oxytetracycline  HC1,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline, 

125  mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 

*AI1  potencies  listed  are  in  terms  of  the  standard, 
oxytetracycline. 

More  detailed  professional  information  available  on  request. 


With  Terramycin,  you  have  the  assur- 
ance that  comes  with  choosing  an  agent 
physicians  have  depended  on  for  over  18 
years.  In  difficult  as  well  as  routine  cases, 
when  tests  reveal  susceptible  organisms, 
consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums. 


Terramycin  \ 

(oxytetracycline)  f 


LABORATORIES  DIVISION 

New  York.  N Y.  10017 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Prevention  of  Paramedical  Obsolescence 

Seattle,  Washington 

Editor,  northwest  medicine: 

As  part  of  an  AMA-endorsed  plan  to  setblish 
professional  standards  in  medical  office  management, 
far-sighted  and  generous  doctors  throughout  Wash- 
ington are  participating  in  evening  educational 
courses  offered  to  their  office  employees  by  local 
chapters  of  the  Washington  State  Association  of 
Medical  Assistants.  The  cooperative  effort  made  by 
physician-employers  who  provide  the  medical  in- 
struction in  four  new  programs  begun  in  Pasco, 
Bremerton,  Bellingham  and  Seattle  not  only  en- 
courages their  present  Assistants  to  achieve  pro- 
fessional status  but  also  constitutes  precautionary 
action  against  a future  shortage  of  trained  help  in 
each  area. 

Approximately  100  employed  Medical  Assistants 
who  enrolled  in  Fall  courses  at  Columbia  Basin 
College,  Olympic  College,  Bellingham  Technical 
School  and  Seattle  Community  College  are  being 
prepared  for  the  annual  certification  examination 
scheduled  each  June  at  the  University  of  Wash- 
ington by  the  American  Association  of  Medical  As- 
sistants. The  7-section  examination,  covering  diversi- 
fied skills  needed  in  the  medical  office  and  requir- 
ing extensive  preparation  beyond  the  basic  level, 
may  be  taken  by  catgory  to  provide  either  admin- 
istrative or  clinical  certification,  or  both.  Test  re- 
sults are  reviewed  by  the  AMA  Certifying  Board 
composed  of  Certified  Medical  Assistants  and  physi- 
cians. 

Members  of  the  Washington  State  Association  of 
Medical  Assistants  who  have  already  achieved  na- 
tional recognition  as  Certified  Medical  Assistants  are 
Myrtle  Rea,  Louise  Hendicksen,  Nancy  Fortin,  Daisy 
Felt,  Kathleen  Sutherland  and  Janice  Knutson.  All 
are  members  of  the  King  County  Chapter  who 
prepared  for  the  examination  by  private  study  and 
by  attending  pilot  classes  held  at  Seattle  Com- 
munity College  i nthe  winter  of  1968.  Both  Nancy 
Fortin,  WSMA  President,  and  Daisy  Felt,  President- 
Elect  of  the  Association’s  King  County  Chapter, 
have  achieved  dual  certification. 


Physicians  are  contributing  in  several  ways  to 
the  statewide  educational  advancement  program. 
Dr.  Harold  Ellner  in  Pasco  and  Drs.  Neil  Adams  and 
Brantly  Davis  in  Bellingham  are  teaching  weekly 
classes  and  many  doctors  have  volunteered  to  teach 
in  subsequent  courses.  Others  are  taking  part  by 
paying  the  college  tuition  and  textbook  costs  for 
their  own  assistants. 

The  gesture  of  reacting  sympathetically  to  their 
employees’  desire  for  self-improvement  by  extending 
instructional  expertise  and  other  help  to  them  may 
ultimately  prove  to  be  unexpectedly  advantageous 
to  physician  participants.  The  medical  practitioner 
who  willingly  sacrifices  part  of  his  leisure  to  aid  in 
a project  of  this  kind  instantly  becomes  a hero  to 
students  who  are  knowledgeable  about  the  variety 
of  demands  made  on  his  time.  As  advancing  com- 
puterized technologists  make  the  need  for  informed 
personnel  who  can  function  independently  in  the 
technical  paramedical  aspects  of  office  practice  a 
necessity  rather  than  a luxury,  and  shortages  sub- 
sequently develop,  it  may  be  assumed  that  these 
teaching  physicians  will  also  enjoy  historical  emi- 
nence as  prudent  prognosticators  who  had  the  pro- 
phetic foresight  to  assure  themselves,  at  least,  a 
constant  supply  of  skilled  and  grateful  help. 

MRS.  DOROTHY  FAIRRANKS 

Member,  Board  of  Trustees 
Washington  State  Association 
of  Medical  Assistants 


To  Increase  Hospital  Efficiency 

Editor,  northwest  medicine: 

Battelle-Northwest  has  been  retained  to  conduct 
a hospital  systems  management  program  for  the  state 
hospital  associations  of  Oregon,  Washington,  and 
Idaho. 

This  is  the  first  time  Battelle  has  taken  an  assign- 
ment of  this  sort  in  the  health  field  and  we  expect 
to  benefit  from  this  capable  organization’s  wealth  of 
talent.  Briefly,  this  is  a program  to  apply  industrial 
engineering  techniques  to  the  hospital  to  obtain 
greater  efficiency  at  minium  cost.  This  is  accomplish- 
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ed  by  establishing  standards  of  performance  and 
quality  and  by  determining  how  much  staffing  is 
necessary  to  meet  these  standards.  It  will  be  a con- 
tinuous program  as  a hospital  measures  its  perfor- 
mance against  its  standards. 

Before  we  embarked  on  this  big  program,  Battelle- 
Northwest  ran  a pilot  program  in  the  three  hospitals 
in  Richland,  Kennewick  and  Pasco.  The  results  were 
good.  Of  interest  to  you  probably  is  the  report  we 
received  that  the  physicians  serving  on  various  com- 
mittees in  connection  with  the  program  were  most 
enthusiastic  about  this  approach  to  increasing  effi- 
ciency and  holding  the  line  on  costs.  The  pilot  pro- 
gram in  the  tri-cities  got  started  because  some  Bat- 
telle  executives  were  named  to  the  board  of  Kadlec 
Methodist  Hospital  in  Richland  when  Battelle  took 
over  the  labs  from  GE.  The  administrator  at  Kadlac 
also  is  very  interested  in  the  industrial  engineering 
approach. 

I hope  that  when  this  program  gets  going  you  will 
want  to  take  a closer  look  at  it.  We  have  high  hopes 
for  it.  Not  only  will  it  increase  efficiency  in  hos- 
pitals and  tend  to  stabilize  costs,  it  will  also  give 
us  solid  facts  to  answer  critics  and  politicians  who 
want  to  blame  “hopital  inefficiency”  for  present 
costs. 

Sincerely, 

JOHN  BIGELOW 

Executive  Director 
Washington  State  Hospital  Association 


Alcohol  and  Hypocrisy 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

To  dissident  youth,  it  seems  relevant  to  examine 
questions  concerning  alcoholic  beverages  and  “pot” 
(hashish  or  marijuana).  Youth  argues  that  pot  is 
less  harmful  than  alcohol,  that  oldsters  are  hypo- 
crites for  condemning  pushers  of  pot  and  not  alco- 
hol, and  that  only  excuse-mongers  and  hypocrites 
condemn  pushers  of  pot  without  condemning  push- 
ers of  alcohol. 

Northwest  Medicine,  September  1969,  contains 
information  which  I believe  calls  for  an  assessment 
of  medical  ethics  relative  to  this  problem.  At  the 
outset,  I clearly  wish  to  exclude  moralism. 

On  page  821  under  Notes,  attention  is  directed 
wholesomely  to  alcohol  and  hashish,  the  use  of 
which,  as  was  brought  out,  leads  to  pleasure  as 
well  as  to  pain  and  disaster.  On  page  869,  official 
reference  is  made  to  the  scheduled  wine  tasting 
event  for  members  of  the  medical  profession  spon- 
sored by  California  Wine  Growers.  And  my  wife 
was  notified  by  the  Woman’s  Auxiliary  of  a similar 
wine  tasting  party  sponsored  by  the  same  interests. 
It  would  appear,  therefore,  that  we  are  both  not 


condemning  alcohol  and  adding  our  influence  to 
push  or  to  further  its  popularity.  Our  official  stamp 
of  approval  appears  to  be  directly  associated  with 
the  consumption  of  wine. 

Is  it  any  wonder  young  people  are  confused?  Are 
not  our  medical  ethics  polluted  both  with  alcohol 
and  hypocrisy? 

Very  truly, 

P.  L.  HEITMEYER,  M.D. 


Proper  Definition 

Editor,  NORTHWEST  MEDICINE: 

Two  items  appearing  over  your  initials  in  the  Au- 
gust, 1969  issue  of  Northwest  Medicine  were  most 
timely.  The  first  under  “NOTES”  on  page  718  is 
entitled  “Give  them  more— give  them  less”.  What  you 
pointed  out  has  been  the  pattern  in  every  European 
country  where  a government  medicine  system  is  in 
operation.  Naturally,  the  physician  is  saddled  with 
the  blame.  He’s  the  scape-goat  here  for  the  high  cost 
of  Medicare  and  Medicaid. 

The  general  public,  and  physicians  in  particular, 
should  take  more  than  just  an  academic  interest  in 
the  experience  under  foreign  health  service  systems. 

This  brings  me  to  your  editorial  Mixed  Terms  and 
Mixed  Tags.  During  the  1953  session  of  the  Oregon 
Legislature  one  members  of  the  Ways  and  Means 
Committee  blasted  Oregon  physicians  about  the  high 
welfare  “medical  care”  costs  for  the  biennium.  His 
comments  were  front  page  copy  for  every  newspapr 
in  th  stat.  It  was  somwhat  mbarrassing  to  the  Sen- 
ator to  discover  that  of  the  total  “medical  care’ 
expenditures  barely  9 percent  went  to  physicians. 

Strong  efforts  were  made  at  that  time  to  get  the 
Public  Welfare  Commission  to  adopt  “health  ser- 
vices” as  its  general  category  and  to  identify  “medic- 
al care”  as  the  service  rendered  by  physicians.  Na- 
turally, hospital,  nursing  home,  and  dental  care 
were  also  to  be  listed  independently.  Unfortunately, 
our  efforts  were  unsuccessful. 

Your  keen  analyses  of  trends  and  problems  in 
medical  practice  have  long  been  a guiding  light  for 
the  physicians  of  the  Northwest.  It  is  well-nigh  im- 
possible for  the  individual  physician  to  recognize  the 
subtle  influence  which  effect  the  profession  as  a 
whole.  Your  observations  are  worthy  of  the  thought 
ful  consideration  of  all  those  engaged  in  the  practice 
of  medicine. 

Let  us  hope  that  your  timely  comments  inspire  a 
new  and  vigorous  effort  to  get  the  terms  “health 
service”  and  “medical  care”  properly  defined  and 
used  by  the  news  media  and  government  agencies. 

Sincerely  yours, 

ROSCOE  K.  MILLER 

Executive  Secretary 
Oregon  Academy  of  General  Practice 
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lubadub  hibadul 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 
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Contraindications:  History  of  sensitivity  to  meprobamate 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal  i 

reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 

Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


Knxiety  is  expected  in  the  cardiovascular  patient. 
j\  little  may  even  be  desirable. 

3ut  when  anxiety  is  exaggerated  . . . when  it 
nterferes  with  sleep  . . . when  it  aggravates 
:ardiovascular  symptoms,  your  help  may 
:ie  needed. 

Natural ly,  you'll  want  to  reassure  the  patient. 

\nd  perhaps  prescribe  Equanil  (meprobamate) 
is  adjunctive  therapy.  It  helps  relieve  anxiety 
md  tension  specifically,  yet  gently. 

\lmost  15  years’  use  has  shown  that  Equanil 
s usually  well  tolerated  as  well  as  effective. 

>ide  effects  are  generally  limited  to  transient 
irowsiness;  serious,  therapy-interrupting 
side  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanir 

(meprobamate) 


TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 

t reduces  the  appetite.  Doesn’t  kill  it.  Weight 

loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
\\\  appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,  and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


NOTES : 

American  Medical  Association  supports  legislation 
requiring  a foreign  physician  to  return  to  his  own  country 
after  completing  his  education  in  the  U.  S.  The  present 
law  would  be  strengthened  if  H.  R.  445  is  passed  and 
it  is  this  bill  that  was  supported  by  AMA  representatives 
in  committee  hearing,  last  month. 

The  Senate  is  considering  three  bills  on  narcotic 
and  dangerous  drugs:  S 1895,  S 2590,  and  S 2637.  The 

first  is  concerned  with  narcotic  and  dangerous  drugs  and 
addict  rehabilitation,  the  second  with  establishing  a 
commission  on  marijuana,  and  the  third  with  more  strict 
control  of  depressant,  stimulant  and  hallucinogenic  drugs. 

Secretary  Finch  recommends  spending  more  money  on 
claims  review  in  order  to  cut  costs  of  Medicaid.  More 
people  employed  to  review  cost  and  utilization  will  provide 
more  control.  We  seem  to  be  continuing  to  to  set  up 
schemes  to  give  people  more  medical  care,  only  to  find  that 
we  must  set  up  schemes  so  they  don't  get  so  much.  Just 
as  nature  abhores  vacuum,  the  economy  seems  to  abhor  im- 
balance. Tip  the  scales  toward  free  medical  care  and  you 
have  to  throw  in  something  on  the  other  side  of  the  ful- 
crum. 


Lead  poisoning  of  children  is  seen  most  frequently  in 
children  living  in  urban  housing  built  before  World  War 
II,  according  to  the  American  Academy  of  Pediatrics. 
Elimination  of  such  housing,  or  its  rehabilitation,  can  do 
much  to  eliminate  the  problem.  Pica,  the  compulsion  to 
consume  non-food  substances,  such  as  clay,  plaster,  and 
paint  chips,  appears  at  about  age  one  and  is  not  seen  fre- 
quently after  age  five  or  six. 

Skids  under  other  drug  combinations.  The  Food  and 
Drug  administration  has  decided  that  combinations  of  thia- 
zide and  potassium,  and  rauwolfia  with  potassium,  are 
dangerous  and  that  there  is  no  substantial  evidence  of 
effectiveness.  Rate  of  potassium  loss  with  thiazide  varies 
from  patient  to  patient,  indicating  need  to  tailor  potas- 
sium deplacement.  Citrus  growers  should  be  happy— FDA 
recommends  orange  juice.  Slated  to  lose  approval: 
Esidrix-K,  Hydroduril-Ka , Di-Adenil-K,  Naturetin  K,  Hydro- 
press-Ka,  Rautrax,  Rautrax  Improved,  Rautrax-N,  and 
Rautrax-N  modified. 

Rats  minus  sperm  equals  no  rats.  Rat  control  may  be 
near  if  a new  product  of  the  Upjohn  Company  continues  to 
be  successful.  One  dose  given  to  male  rats  renders  them 
sterile  but  not  impotent.  It's  said  to  be  better  than 
killing  since  the  sterile  rats  compete  for  mates.  Females 
develop  false  pregnancy  after  copulation  and  refuse  normal 
males.  The  principle  has  worked  very  well  with  some  flies. 
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FACT  e.  LEGEND 


WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


THE 

COST  OF 

AM  BAR 
EXTENTABS 

IS  APPROXIMATELY  ONE 
HALF  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR#2 


One  Ambar  Extentab  before  breakfast  can 

help  control  most  patients’  appetite  for  up  EXTENTABS9 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. .. helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  ft.  H ROBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  w'ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Pertofrane* desipramme  hydrochloride 


Indication . Mental  depression 

Contraindications  Do  not  use  MAO  inhibitors  concomi- 
tantly or  within  2 weeks  of  the  use  of  this  drug  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur  with  such 
combinations,  potentiation  of  adverse  reactions  can  be  seri- 
ous or  even  fatal 

When  substituting  Pertofrane  in  patients  receiving  an 
MAO  inhibitor,  allow  an  interval  of  at  least  14  days  Initial 
dosage  in  such  patients  should  be  low  and  increases  should 
be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  following  recent  myocardial 
infarction  and  in  patients  with  a known  hypersensitivity  to 
tricyclic  antidepressants 

Warning  Activation  of  psychosis  may  occasionally  be 
observed  in  schizophrenic  patients.  Due  to  atropine-like 
effects  and  sympathomimetic  potentiation,  use  only  with  the 
greatest  care  in  patients  with  narrow-angle  glaucoma  or 
urethral  or  ureteral  spasm. 

Do  not  use  in  patients  with  the  following  conditions  unless 
the  need  outweighs  the  risk  severe  coronary  heart  disease 
with  EKG  abnormalities,  progressive  heart  failure,  angina 
pectoris,  paroxysmal  tachycardia  and  active  seizure  disorder 
(may  lower  seizure  threshold) 

Desipramme  and  the  parent  compound,  imipramme.  have 
been  shown  to  block  the  action  of  guanethidme  and  related 
adrenergic  neuron-blocking  agents 
Hypertensive  episodes  have  been  observed  during  surgery 
The  concurrent  use  of  other  central  nervous  system  drugs 
or  alcohol  may  potentiate  adverse  effects  Since  many  such 
drugs  may  be  used  during  surgery,  desipramme  should  be 
discontinued  prior  to  elective  procedures 
Caution  patients  on  the  possibility  of  impaired  ability  to 
operate  a motor  vehicle  or  dangerous  machinery 
Do  not  use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  potential  risk,  and 
do  not  use  in  patients  under  12  years  of  age 
Because  of  increased  sensitivity  to  the  drug,  use  lower 
than  normal  dosage  in  adolescent  and  geriatric  patients 
Precautions  Potentially  suicidal  patients  require  careful 
supervision  and  protective  measures  during  therapy  Dis- 
continuation of  the  drug  may  be  necessary  in  the  presence 
of  increased  agitation  and  anxiety  shifting  to  hypomamc  or 
manic  excitement 

Atropine-like  effects  may  be  more  pronounced  (e  g para- 
lytic ileus)  in  susceptible  patients  and  in  those  receiving  anti- 
cholinergic drugs  (including  antiparkinsonism  agents) 
Prescribe  cautiously  in  hyperthyroid  patients  and  in  those 
receiving  thyroid  medications,  transient  cardiac  arrhythmias 
have  occurred  in  rare  instances. 

Periodic  blood  and  liver  studies  should  supplement  careful 
clinical  observations  in  all  patients  undergoing  extended 
courses  of  therapy 

Adverse  Reactions  The  following  have  been  reported 
Nervous  System  dizziness,  drowsiness,  insomnia,  headache, 
disturbed  visual  accommodation,  tremor,  unsteadiness, 
tinnitus,  paresthesias,  changes  in  EEG  patterns,  epilepti- 
form seizures,  mild  extrapyramidal  activity,  falling  and  neuro- 
muscular incoordination  A confusional  state  (with  such 
symptoms  as  hallucinations  and  disorientation),  particularly 
in  older  patients  and  at  higher  dosage,  may  require  discon- 
tinuation of  the  drug  Gastrointestinal  Tract  anorexia, 
dryness  of  the  mouth,  nausea,  epigastric  distress,  constipa- 
tion and  diarrhea  Skin  skin  rashes  (including  photosensiti- 
zation)  perspiration  and  flushing  sensations  Liver  rare 
cases  of  transient  jaundice  (apparently  of  an  obstructive 
nature)  and  liver  damage  If  jaundice  or  abnormalities  in 
liver  function  tests  occur,  discontinue  the  drug  and  investi- 
gate Blood  Elements  bone-marrow  depression,  agranu- 
locytosis. thrombocytopenia  and  purpura  If  these  occur, 
discontinue  the  drug  Transient  eosinophilia  has  been  ob- 
served Cardiovascular  System  orthostatic  hypotension 
and  tachycardia  Carefully  supervise  patients  requiring  con- 
comitant vasodilating  therapy,  particularly  during  initial 
phases  Genitourinary  System  urinary  frequency  or  reten- 
tion and  impotence  Endocrine  System  occasional  hor 
monal  effects,  including  gynecomastia,  galactorrhea  and 
breast  enlargement,  and  decreased  libido  and  estrogenic 
effect  Sensitivity  urticaria  and  rare  instances  of  drug  fever 
and  cross-sensitivity  with  imipramme 
Dosaoe  All  patients  except  geriatric  and  adolescent 
50  mg  1 1 d ( 1 50  mg  daily)  Dosage  may  be  increased  up 
to  200  mg  daily.  Geriatric  and  adolescent  patients  should 
usually  be  started  with  lower  dosage  (25  to  50  mg  daily) 
and  may  not  tolerate  higher  doses  Dosage  may  be  increased 
up  to  100  mg  daily. 

Lower  maintenance  dosages  should  be  continued  for  at 
least  2 months  after  obtaining  a satisfactory  response 
Mild  anxiety  and  agitation  which  may  accompany  depres- 
sion usually  remit  as  the  depression  responds  Occasionally, 
however,  a sedative  or  tranquilizer  may  be  indicated 
Availability  Maroon  and  pink  capsules  of  50  mg.  in  bottles 
of  100.  pmk  capsules  of  25  mg  in  bottles  of  100  and  1000 
(B146-530-G 

For  complete  details,  please  see  the  full  prescribing  mfor- 
mation 


Coming  out 
of  a depression. 


And  it  can  often  begin  to  happen  in  3 to  5 days 
with  an  antidepressant  like  Pertofrane,  There's  a lifting  of 
depressed  mood. . .a  restoration  of  psychomotor  activity.  Patients 
usually  begin  to  cope,  work,  maybe  play,  even  enjoy. 

It's  not  all  beautiful.  Sometimes  there  are 
side  effects.  And  not  everybody  can  take  the  drug.  It  may  even  be 
a slow  process.  But  along  with  the  care  and  comfort  you  give 
depressed  patients,  consider  Pertofrane. Then  consider  the  responsE 
Please  read  the  prescribing  information  for 
full  details  on  contraindications,  warnings,  precautions,  adverse 
reactions  and  dosage.  It's  summarized  on  the  left. 

Pertofrane 

desipramine  hydrochloride 
New  50-mg. 

capsules  now  available. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley.  New  York  1 0502 


It's  beautiful ! 


One  of  the  best  things  you  can  do 
for  the  cold  sufferer 


Ornade  Spansule 

Trademark  D 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate) ; 50  mg.  of 
phenylpropanolamine  hydrochloride;  2.5  mg.  of  isopropamide,  as  the  iodide. 


brand  of 

sustained  release  capsules 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery  disease; 
warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  In  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only  when 
potential  benefits  have  been  weighed  against  possible  hazards. 

Note  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I'3'  uptake; 
discontinue  Ornade'  one  week  before  these  tests. 

Adverse  Reactions : Drowsiness ; excessive  dryness  of  nose,  throat  or  mouth ; nervousness ; insomnia. 
Other  known  possible  adverse  reactions  of  the  individual  ingredients:  nausea,  vomiting,  diarrhea,  rash, 
dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia,  headache,  incoordination, 
tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and  convulsions  have  been  reported 
Supplied  : Bottles  of  50  capsules 

One  capsule  q12h  for  round-the-clock  relief 


SK 

&F  Smith  Kline  & French  Laboratories 
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oducing  alginates  to  antacids 


i difference 
in  taste 


Derived  from  seaweed,  and  long  used  to  impart 
velvety  consistency  to  foods,  alginates  — a Warner- 
Chilcott  contribution  to  antacid  palatability — help 
1 ) erase  the  chalkiness  and  grittiness  found  with  some 
other  antacids;  2)  dispel  unpleasant  aftertaste.  Like 
ice  cream,  Gelusil-M  is  smooth  and  creamy;  and  it  has 
a cool  mint  flavor.  Thus,  for  your  patients  Gelusil-M 
is  excellent  to  start  on  and  easy  to  stay  on. 

introducing 


each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 

*U.S.  Patent  No.  3,326,755 

a consistent  buffering  anticostivef  antacid 

| Avoids  constipation. 


See  next  page  for  prescribing  information  ^ 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient 


GelusiT-M  Liquid 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 


Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


EDITORIAL 


No  Excuse  for  Rli  Failure 


As  of  now,  Rh-immune  serum  has  been  com- 
mercially available  for  use  in  the  Pacific 
Northwest  for  more  than  a year.  In  February, 
1969,  these  columns  recorded  the  result  of  an 
opportunistic  investigation  about  the  use  of  Rho 
Gam.  Briefly  put,  during  the  first  three  months 
after  its  introduction  in  King  County,  88  percent 
of  the  sample  of  Rh-negative  women  who  de- 
livered, and  for  whom  its  use  was  indicated, 
received  the  material  at  the  appropriate  time. 
This  performance  was  viewed  as  remarkably 
successful  in  evidencing  both  an  amazing  suc- 
cess in  diffusion  of  new  information  as  well  as 
success  in  its  application.  As  a matter  of  fact,  the 
diffusion  rate  alone  compared  most  favorably 
with  that  which  occurred  as  news  of  Sputnick’s 
first  orbit  spread  like  wildfire. 

More  recently,  however,  Stickle,  on  the  basis 
of  a national  survey  in  36  states  and  among  81 
hospitals,  called  attention  to  the  fact  that  only  77 
percent  of  whites  and  61  percent  of  blacks 
were  receiving  Rho  Gam  when  indicated.1  Over- 
come with  a sense  of  parochial  smugness,  I 
decided  to  update  our  local  performance  rate. 
Again,  with  the  help  of  the  professional  staff 
at  the  King  County  Blood  Bank,  data  for  the 
months  of  May,  June  and  July,  1969,  were 
analyzed.  Of  the  376  candidates  who  were  identi- 
fied, 329  (88  percent)  received  Rho  Gam.  No 
change  in  usage!  Why  this  leveling?  On  the  basis 
of  our  study  last  year,  lack  of  knowledge  about 
the  patho-physiology  per  se  could  in  no  way  be 
seen  as  limiting.  For  example,  it  would  be  diffi- 
cult to  conceive  that  erroneous  concepts  such  as 
the  development  of  “herd  immunity,”  as  is  seen 
with  measles,  might  be  seen  as  protecting  Rh- 
negative  women.  Obviously,  this  is  impossible. 

While  a search  goes  on  to  find  the  responsible 
mechanisms  for  non-use,  the  point  must  be 
made  for  our  patients,  our  hospitals,  and  our- 
selves that  we  can  settle  for  nothing  less  than  a 


one-hundred  percent  success  rate.  Two  reasons 
stand  out.  The  first  could  be  said  to  be  one  of 
positive  motivation;  this  serum  “works”  so  well 
as  to  completely  exclude  controversy  about  its 
application.  It  prevents  subsequent  “Rh  disease” 
and  at  present,  it  is  the  only  way  to  skin  the  cat; 
no  other  exists!  The  second  reason  stems  from 
somewhat  of  a negative  motivation— the  pros- 
pects of  legal  consequences.  As  noted  in  Rett- 
berg’s  letter  to  the  Rocky  Mountain  Medical 
Journal,  legal  counsel  for  New  York,  California, 
and  Illinois  medical  associations  were  unanimous 
in  their  advice  that  no  reasonable  defense  would 
exist  in  1969  for  neglecting  to  determine  Rh  type 
[Rho  (D)],  and  if  negative  to  search  for  anti-D 
titers  prepartum,  as  well  as  the  newborn’s  Rh 
type  immediately  upon  delivery.2 

If  the  appropriate  setup  is  found,  the  only  safe 
procedure  is  to  recommend  Rho  Gam  and  enter 
a note  to  that  effect  in  the  chart.  This  is  no 
trivial  circumcision  issue;  the  old  approach 
“Breast  or  Bottle?  Circumcision— yes  or  no?”  can- 
not be  relied  upon  for  this  job.  The  physician, 
himself,  had  better  pull  all  the  stops;  near  misses 
won’t  count.  A record  of  Rho  Gam  administra- 
tion ought  also  be  entered.  Any  patient  refusal 
ought  to  be  substantiated  in  the  chart— and  by 
witnesses  too.  Rettberg  commented  on  the  specu- 
lation that  compliance  with  parental  refusal  may, 
in  1969,  be  inadequate.  One  need  only  recall 
that  a child,  born  at  a subsequent  date  and 
seriously  damaged  by  erythroblastosis  could  con- 
ceivably sue  to  recover  damages— even  though 
his  parents  had  declined  to  accept  the  recom- 
mendation. This  brings  to  the  forefront  the 
possibility  that  either  the  physician  or  the  hos- 
pital ought  to  go  one  step  further  and  seek  the 
court’s  intervention  to  assure  that  the  right  to 
health  of  a yet  unconceived  infant  is  fully 

continued  on  page  969 
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Additional  information  available  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 

900541 


When  mixed  as  directed, 
each  5 cc.  will  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estotate 
equivalent  to  250  mg. 
erythromycin  base. 


1 H*fc25***  (ST  Ct  I ATI 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin 
base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. . 
erythromycin  base. ' 


The  many  forms 
ofllosone 

Erythromycin  Estolate 


ach  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  cc.  will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 
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Application  of  Recent  Research  on  Selective  Vagotomy 


CHARLES  A.  GRIFFITH,  M.D.,  Bellevue,  Washington 


Each  branch  of  the  vagus  nerve  runs  to  a ivell  defined  area  of  gastric 
mucosa.  This  is  the  basis  for  selective  vagotomy.  Inadequate  vagotomy  may  be 
the  result  of  incomplete  vagotomy  at  the  esophageal  diaphragmatic  hiatus.  Selec- 
tive vagotomy  at  the  distal  esophagus  and  gastric  carclia  can  be  adequate 
though  incomplete. 

Completeness  or  incompleteness  of  vagotomy,  therefore,  is  not  the  deter- 
mining factor  in  ulcer  recurrence.  And  the  previously  held  theory  of  reinnerva- 
tion as  a cause  of  recurrence  has  been  shown  to  be  false.  Selective  vagotomy  has 
virtually  eliminated  early,  copious  secretory  response  to  the  insulin  test.  An 
additional  advantage  of  selective  vagotomy  is  the  preservation  of  hepatic  and 
celiac  fibers,  with  their  inhibition  of  gastric  secretion  as  well  as  their  influence 
on  the  biliary  tract  and  bowel.  Selective  vagotomy  plus  suprapyloric  antrectomy 
reduces  gastric  secretion  and  acidity,  and  is  not  followed  by  stasis  or  dumping 
in  dogs. 

Clinical  trial  was  begun  on  the  basis  of  these  data  as  developed  in  the 
laboratory.  Of  twenty  patients  subjected  to  selective  vagotomy  and  suprapyloric 
antrectomy,  all  have  been  free  from  digestive  disturbance  and  dumping.  Four 
have  had  x-ray  evidence  of  stasis  but  only  two  have  had  mild  symptoms  of 
delayed  emptying. 


New  surgical  techniques  to 
control  duodenal  ulcer  are 
producing  satisfactory  results, 
due  largely  to  application  of 
principles  coining  out  of  the  re- 
search laboratories.  It  is  my  pur- 
pose in  this  communication  to 
summarize  some  of  the  recent 
work  and  to  report  clinical  ap- 
plication of  the  findings.  Some 
of  the  work  was  done  under 
guidance  of  Henry  N.  Harkins 
but  I shall  discuss  especially 


that  accomplished  since  his  un- 
timely death  in  1967. 

Shortly  before  Dr.  Harkins 
died,  Geoffrey  Pritchard,  a re- 
search Fellow  from  Australia, 
developed  a method  that  opened 
up  an  entirely  new  avenue  in 
the  field  of  investigation  into 
gastric  physiology.  His  successors 
in  the  laboratory  Guy  Legros 
of  Montreal,  “George”  Shiina  of 
Japan,  Bente  Amdrup  from  Den- 
mark, and  Mike  Everett  and 
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Wyn  Jones  from  England,  have 
applied  the  new  tool  he  devel- 
oped and  have  advanced  our 
knowledge  of  vagal  innervation. 
Out  of  this  work,  there  has 
come  much  better  understand- 
ing of  vagotomy  and  its  more 
effective  use. 

the  experiments 

Pritchard’s  Experiments 1 ■ -— 
Neutral  red,  an  indicator  dye- 
red  in  acid  and  yellow  in  base— 
when  injected  intravenously  is 
spontaneously  secreted  by  the 
gastric  mucosa  of  animals  and 
man  in  its  red,  acid  state.  After 
complete  vagotomy  its  spontane- 
ous secretion  ceases  but  resumes 
when  the  distal  ends  of  the 
transected  vagus  nerves  are 
electrically  stimulated. 

With  application  of  the  meth- 
od of  electrical  vagal  stimula- 
tion in  the  presence  of  circulat- 
ing neutral  red,  Pritchard 
showed  that  vagal  innervation  of 
the  stomach  is  segmental.  Stim- 
ulation of  the  anterior  (left) 
vagal  trunk  elicited  secretion  of 
neutral  red  from  only  the  ante- 
rior wall  of  the  stomach,  and 
stimulation  of  the  posterior 
(right)  trunk  elicited  secretion 
from  the  posterior  wall. 

To  comprehend  Pritchard’s 
further  experiments  requires  a 
recall  of  anatomy.  The  anterior 
and  posterior  gastric  truncal  di- 
visions from  the  anterior  and 
posterior  vagal  trunks  descend 
within  the  lesser  omentum  adja- 
cent to  the  lesser  curve  and  send 
off  terminal  branches  to  the 
stomach  as  they  course  from 
cardia  to  pylorus.  Stimulation  of 
these  terminal  gastric  branches 
elicited  secretion  only  from  the 
small  segment  of  stomach  in- 
nervated by  the  stimulated 
branch. 

Pritchard’s  finding  that  vagal 
innervation  of  the  stomach  is 
segmental  disproved  once  and 


for  all  the  fallacy  of  Dragstedt's 
and  Hollander’s  belief  that  “any 
one  vagal  fiber  can  trigger  the 
whole  glandular  apparatus.” 

Legros’  Experiments3— Legros 
correlated  the  anatomic  type  of 
incomplete  vagotomy  with  its 
adequacy,  or  secretory  and  ulcer- 
control  potential,  fie  compared 
two  types  of  incomplete  vagoto- 
my—an  intact  trunk  with  resid- 
ual innervation  of  the  ipsilateral 
wall  of  the  stomach  of  only  a 
small  segment  of  gastric  fundus. 
After  incomplete  vagotomy  of 
an  intact  trunk,  gastric  secre- 
tion was  decreased  slightly  but 
not  enough  to  prevent  ulcer.  In 
additon,  the  gastric  secretory 
response  to  insulin  hypoglycemia 
was  not  changed  but  remained 
large  in  amount  and  appeared 
promptly.  This  type  of  incom- 
plete vagotomy  was  therefore 
considered  inadequate.  It  did 
not  provide  adequate  protection 
against  ulcer.  In  contrast,  an  in- 
complete vagotomy  of  an  intact 
fundic  branch  reduced  gastric 
secretion  almost  as  much  as  a 
complete  vagotomy  and  afford- 
ed adequate  protection  against 
ulcer.  Furthermore,  the  insulin 
response  of  this  adequate,  in- 
complete vagotomy  was  signifi- 
cantly decreased  in  amount  and 
was  delayed  in  onset. 

Legros’  experiments  were  the 
first  to  establish  an  anatomic 
basis  for  the  concept  of  adequacy 
of  incomplete  vagotomy.  Not  all 
incomplete  vagotomies  fail  to 
protect  against  recurrent  ulcer. 
His  experiments  also  disproved 
the  concept  proposed  by  Hollan- 
der, and  supported  by  Dragstedt, 
that  an  insulin  test  must  be  inter- 
preted as  negative  or  positive. 
From  Legros’  work  we  now  know 
that  a negative  insulin  test  means 
complete  vagotomy,  and  that  the 
equivocal  result  of  a small,  de- 
layed response  means  an  ade- 
quate but  incomplete  vagotomy. 


Legros’  results  in  rats  and 
dogs  have  been  correlated  with 
results  in  man.  A patient  with 
adequate  incomplete  vagotomy 
does  not  develop  recurrent  duo- 
denal ulcer.  Completeness  or 
incompleteness  of  vagotomy, 
therefore,  is  not  the  determining 
factor  in  ulcer  recurrence.  And 
the  previously  held  theory  of 
reinnervation  as  a cause  of  re- 
currence has  been  shown  to  be 
false.  Recurrent  ulcers  due  to  in- 
complete vagotomy  develop  only 
in  patients  with  large  and  early 
insulin  responses  indicative  of 
inadequate  vagotomy. 

Jones’s  Experiments4— The  next 
question  was  whether  an  ade- 
quate incomplete  vagotomy  re- 
mained permanently  adequate  or 
by  vagal  reinnervation  became 
inadequate.  After  a preliminary 
study  by  Legros  of  three  dogs 
showing  that  the  small  area  of 
residually  innervated  fundic  mu- 
cosa remained  permanently  small 
and  adequate,5  Jones  studied  a 
much  larger  number  of  dogs  and 
rates  and  confirmed  Legros’  pre- 
liminary findings.  In  addition  to 
showing  that  the  small  area  of 
residually  innervated  mucosa  re- 
mained permanently  small,  Jones 
showed  that  the  amount  of  secre- 
tion also  remained  permanently 
small  and  still  protected  against 
recurrent  ulcer. 

Thus,  Dragstedt’s  disbelieved 
report  of  twenty  years  ago,  that 
vagal  reinnervation  of  the  stom- 
ach does  not  occur,6  Jones  has 
proved  and  confirmed.  The  con- 
cept of  vagal  reinnervation, 
based  upon  speculation  and  arm- 
chair philosophy  rather  than 
fact,  is  fancy  and  myth.  It  is 
worthy  of  note  that  this  fancy 
and  myth  arose  in  the  days  when 
the  completeness  or  incomplete- 
ness of  vagotomy  was  unknown. 
Now,  using  neutral  red,  it  can 
be  known. 
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clinical  application  of 
selective  vagotomy 

The  foregoing  experiments 
were  conducted  to  prove  or  dis- 
prove our  contention  that  the 
technic  of  selective  vagotomy 
affords  a more  reliable  means  of 
accomplishing  complete  vagoto- 
my of  the  stomach  than  Drag- 
stedt’s  technic  of  total  vagotomy. 
The  essential  difference  between 
the  two  technics  is  the  differ- 
ence in  anatomic  levels  at  which 
vagotomy  is  performed— at  the 
distal  esophagus  and  gastric  car- 
dia  for  selective  vagotomy  and 
at  the  esophageal  diaphragmatic 
hiatus  for  total  vagotomy.  In 
choosing  the  esophageal  hiatus 
as  the  anatomic  landmark  for 
vagotomy,  Dragstedt  and  his  fol- 
lowers have  neglected,  and  con- 
tinue to  neglect,  the  basic  em- 
bryologic  and  anatomic  fact  that 
the  diaphragm  and  its  hiatus 
have  nothing  whatsoever  to  do 
with  the  vagal  system.  The  vagi 
at  the  hiatus  may  exist  as  the 
esophageal  plexus  (“large  multi- 
ple nerves”)  or  the  two  trunks 
or  the  four  truncal  divisions  ( the 
hepatic,  celiac,  and  anterior  and 
posterior  gastric  divisions— 
“small  multiple  nerves”).  There- 
fore, it  is  without  anatomic 
meaning  to  describe  the  vagal 
system  in  terms  of  its  inconstant 
relationship  to  the  hiatus. 

If  one  or  more  of  the  vagal 
fibers  at  the  hiatus  are  over- 
looked with  Dragstedt’s  technic 
of  vagotomy,  the  incompleteness 
of  the  vagotomy  is  dependent 
upon  the  anatomic  character  of 
the  overlooked  and  intact  vagal 
fiber.  If  the  overlooked  fiber  is 
an  intact  branch  of  the  esopha- 
geal plexus  or  an  intact  trunk, 
the  result  is  an  inadequate  vag- 
otomy with  recurrent  ulcer.  In 
contrast,  with  the  selective  tech- 
nic at  the  most  distal  esophagus 
and  gasric  cardia,  adequate  vag- 


otomy is  anatomically  assured 
because  the  vagotomy  is  per- 
formed below  the  level  of  the 
esophageal  plexus  and  trunks. 
The  only  type  of  incomplete 
vagotomy  that  may  result  at 
the  gastric  cardia  is  an  over- 
looked tiny  branch  to  the  gastric 
fundus  with  the  result  of  an  ade- 
quate incomplete  vagotomy. 
This  basic  anatomic  fact  is  the 
one  and  only  reason  that  Dr. 
Harkins  adopted  selective  vagot- 
omy eight  years  ago.  It  is  sup- 
ported by  all  surgeons  who  have 
evaluated  selective  vagotomy 
and  reported  virtual  elimination 
of  the  large  and  early  insulin 
response  indicative  of  inade- 
quate, incomplete  vagotomy.  We 
have  not  yet  seen  a large  and 
early  response  to  insulin  since 
adopting  selective  vagotomy.7 

hepatic  and  celiac  branches 

Other  advantages  of  selective 
vagotomy  concern  preservation 
of  the  hepatic  and  celiac  vagi 
and  their  function.  Critics  an- 
tagonistic to  selective  vagotomy 
claim,  more  or  less,  that  the 
hepatic  and  celiac  vagi  have  no 
significant  functions  and  may  be 
transected  with  impunity,  in  all 
patients,  by  total  vagotomy. 

The  rebuttal  to  this  view  is  as 
follows:  Although  there  is  no 
evidence  that  selective  vagotomy 
is  superior  to  total  vagotomy  on 
the  basis  of  digestion,  absorp- 
tion, and  over-all  nutrition,  three 
known  effects  of  transecting  the 
hepatic  and  celiac  vagi  by  total 
vagotomy  seem  significant. 

First,  total  vagotomy  predis- 
poses to  the  development  of  bili- 
ary sludge  and  gall  stones.8-1'1 
This  lithogenic  effect  was  for- 
merly believed  to  be  due  solely 
to  biliary  stasis  consequent  to 
either  dilatation  of  the  gall  blad- 
der or  decreased  flow  of  bile 
or  both.1"'14-1'’  In  addition  to  these 


changes,  more  recent  findings 
have  shown  that  total  vagotomy 
also  lowers  the  concentration  of 
cholates  in  the  bile,  which  favors 
the  precipitation  of  cholesterol.17 
These  sequelae  may  be  avoided 
by  preserving  the  hepatic  and 
celiac  vagi  with  selective  vagot- 
omy.0-18 

Second,  case  reports  of  pro- 
longed and  severe  postvagotomy 
ileus  have  appeared  sporadically 
in  the  literature  ever  since  Drag- 
stedt introduced  vagotomy.  This 
ileus  is  due  to  hypotonicity  of  the 
mid  gut  consequent  to  its  vagal 
denervation  by  hepatic  and  ce- 
liac vagotomy,  and  may  be 
avoided  by  selective  vagotomy.0 
Long  term  and  perhaps  perma- 
nent motile  dysfunction  of  the 
small  intestine  has  also  been  ob- 
served, but  its  clinical  signifi- 
cance or  insignificance  remains 
unknown.1020  However,  it  is 
known  that  this  dysfunction 
with  intestinal  stasis  is  a common 
denominator  in  many  syndromes 
(e.g.,  sprue)  manifested  by  di- 
arrhea. At  any  rate,  this  intesti- 
nal dysfunction  does  not  occur 
after  selective  vagotomy.0 

Third,  and  to  be  discussed 
shortly,  the  hepatic  and  celiac- 
vagi,  by  mechanisms  unknown, 
inhibit  gastric  acid  secretion. 

The  only  undesirable  sequela 
of  selecitve  vagotomy  plus  an- 
trectomy or  pyloroplasty  is  the 
dumping  syndrome  consequent 
to  resection  or  transection  of  the 
pylorus  with  destruction  of  the 
normal  emptying  of  the  stomach 
by  the  pyloric  valve.  We  there- 
fore returned  to  the  drawing 
board  in  the  animal  laboratory 
to  solve  the  problem  of  dumping 
with  and  without  its  associated 
diarrhea. 

further  experiments 

Shiina’s  Experiments31— In  an 
attempt  to  prevent  the  dumping 
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syndrome,  Burge,  the  British  ad- 
vocate of  selective  vagotomy,  has 
recently  initiated  a trial  of  se- 
lective vagotomy  without  any 
drainage  by  pyloroplasty  in  pa- 
tients who  have  no  stenosis  from 
the  scar  of  duodenal  rdcer.22  In 
patients  with  stenosis  he  contin- 
ues to  perform  pyloroplasty.  Al- 
though Burge’s  initial  results 
have  been  satisfactory  from  the 
standpoint  of  no  dumping  and 
no  recurrent  ulcer,  selective  vag- 
otomy per  se  results  in  gastric 
stasis. 

Shiina  compared  the  effects  of 
selective  and  total  vagotomy 
without  drainage  in  Heidenhain 
pouch  dogs.°  The  results  were 
gastric  stasis  after  both  selective 
and  total  vagotomy,  but  Heiden- 
hain pouch  secretion  was  twice 
as  great  after  total  as  after  se- 
lective vagotomy,  indicative  of 
twice  as  much  gastrin  hormonal 
stimulation  after  total  as  after 
selective  vagotomy.  Everett 
found  the  same  results  in  Heid- 
enhain pouch  dogs  with  pyloro- 
plasty.23 

I was  at  a loss  to  explain  these 
findings  and  ventured  the  postu- 
late, which  I still  believe,  that 
the  hepatic  and  celiac  vagi  inhib- 
it gastric  secretion  by  mechan- 
isms unknown  and,  if  preserved 
by  selective  vagotomy,  further 
protect  against  recurrent  ulcer. 

This  postuate  is  supported  by 
clinical  results  to  date.  Recur- 
rent ulcer  in  patients  after  total 
vagotomy  with  negative  insulin 
tests,  no  gastric  stasis,  and  no 
Zollinger-Ellison  tumor  is  un- 
usual but  by  no  means  un- 
known.24 In  contrast,  I,  and 
other  surgeons,13-28  have  not  yet 


*A  Heidenhain  pouch  is  a vagally  de- 
nervated  pouch  separated  from  the 
stomach  and  constructed  from  the 
parietal  or  acid  secreting  corpus;  It  is 
stimulated  only  by  hormones,  primar- 
ily gastrin  from  the  antrum. 


seen  a recurrent  ulcer  after  se- 
lective vagotomy.  Time  will 
tell.0-25 

Amdrups  and  Everett’s  Ex- 
periments-* ->T— Maki  et.  al.,  of 
Japan,  reported  no  dumping  af- 
ter segmental  gastric  resection 
preserving  the  pylorus  and  distal 
1.5  cm  of  antrum.28  They  per- 
formed this  “suprapyloric  an- 
trectomy” only  for  gastric  ulcer; 
patients  with  duodenal  ulcer 
were  excluded  because  supra- 
pyloric antrectomy  does  not  re- 
move enough  stomach  to  alter 
duodenal  ulcer  diathesis. 

I decided  to  investigate  supra- 
pyloric antrectomy  plus  selective 
vagotomy  in  dogs.  The  results 
were  adequate  control  of  the  di- 
athesis of  duodenal  ulcer,  de- 
creased Heidenhain  pouch  se- 
cretion, and  preservation  of  nor- 
mal, rhythmic,  gastric  empty- 
ing without  dumping  or  stasis. 
These  results  in  dogs  persuaded 
me  to  evaluate  the  operation  in 
man. 

clinical  application  of  selective 
vagotomy  plus  suprapyloric 
antrectomy  for  duodenal  ulcer 

Only  20  patients  with  duoden- 
al ulcer  have  been  operated  upon 
to  date  with  a minimum  follow- 
up of  three  months.  Pre-  and 
post-operative  basal  gastric  se- 
cretions and  gastrointestinal  x- 
rays  were  obtained  in  all  pa- 
tients. The  results  in  16  were 
marked  decrease  in  gastric  acid- 
ity, no  signs  or  symptoms  of 
gastric  stasis,  and  no  symptoms 
of  dumping  after  provocative 
meals  with  a high  content  of  raw 
sugar  and  liquid.  Favorable  re- 
sults of  decreased  secretion  and 
no  dumping  were  obtained  in 
the  remaining  patients,  but  gas- 
tric stasis  was  demonstrated  by 
x-ray.  In  these  four  patients,  as 
in  the  other  16,  no  stenosis  from 
the  ulcer  at  the  gastric  outlet 


was  present  at  the  time  of  opera- 
tion. In  two  patients  the  stasis  is 
not  clinically  evident.  The  other 
two  patients  have  symptoms  of 
moderate  stasis  manifested  by 
occasional  dyspepsia,  epigastric 
fullness,  and  an  inability  to  eat 
as  much  food  at  one  meal  as 
before  operation. 

Explanation  of  these  variable 
results  in  gastric  emptying  is 
unknown,  but  the  amount  of 
stomach  removed  may  be  a fac- 
tor. In  this  preliminary  study  the 
proximal  line  of  transection  was 
at  the  antral-corpus  boundary 
demonstrated  by  an  intra-gastric 
spray  of  Congo  red,  which  stains 
the  acid  corpus  black  and  the 
alkaline  antrum  red.28  However, 
I now  beileve  that  there  is  no 
correlation  between  the  mucosal 
extent  of  the  antrum,  which  is 
quite  variable,  and  the  motile 
function  of  the  distal  stomach. 
Further  clinical  study  is  there- 
fore to  be  conducted  by  re- 
secting more  stomach  with  hemi- 
gastrectomy  in  an  attempt  to 
eliminate  the  gastric  stasis  that 
resulted  in  four  of  20  patients 
and  at  the  same  time  preserve 
enough  stomach  to  act  as  an  ade- 
quate reservoir  to  receive  and 
store  a normal  meal.  Until  this 
study  is  completed  and  the  long- 
term results  evaluated,  selective 
vagotomy  plus  distal  gastric  re- 
section with  preservation  of  the 
pylorus  obviously  cannot  be  rec- 
ommended at  this  time. 

During  this  period  of  study 
three  patients  underwent  supra- 
pyloric antrectomy  without  vag- 
otomy for  gastric  ulcer.  Results 
were  excellent  in  all  three  pa- 
tients. In  a fourth  patient,  elder- 
ly and  in  congestive  failure, 
selective  vagotomy  plus  supra- 
pyloric antrectomy  was  per- 
formed for  hemorrhage  from 
diffuse  gastritis  and  multiple 
superficial  ulcers  in  the  gastric 
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corpus  and  fundus.  She  died  of 
cardiac  arrest  after  a second  op- 
eration for  intestinal  obstruction 
due  to  adhesions  from  peritonitis 
consequent  to  an  anastomotic- 
leak. 

current  research 

At  present  my  current  research 
fellow,  John  Kilby  from  England, 
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is  studying  three  questions.  By 
what  mechanisms  do  the  he- 
patic and  celiac  vagi  inhibit  gas- 
tric secretion?  Does  total  vagot- 
omy lower  gastric  secretion  as 
effectively  as  selective  vagotomy 
in  combination  with  suprapyloric 
antrectomy?  What  is  the  funda- 
mental emptying  mechanism  of 
the  stomach,  or  more  specifically, 
why  does  suprapyloric  antrec- 
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namely,  a Utopian  operation  for 
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Discrimination  in  the  General  Hospital 

WAYNE  M.  PIDGEON,  M.D.,  Portland,  Oregon 


Patients  in  need  of  psychiatric  care  in  hospitals  are  meeting 
discrimination  rooted  in  conditions  that  no  longer  exist.  Facilities 
and  services  are  not  being  provided  because  hospital  staffs  and 
hospital  administrators  retain  fears  and  prejudices  developed  many 
years  ago.  Psychiatric  patients  no  longer  stay  in  hospitals  for 
extended  periods  and  there  are  means  through  which  the  hospitals 
can  be  paid.  Experience  indicates  that,  when  adequate  facilities 
are  made  available,  they  will  be  used  and  that  the  cost  of  caring 
for  emotionally  disturbed  patients  will  not  be  excessive. 


T n recent  years  there  has  been 
much  discussion  of  discrim- 
ination in  our  institutions  on  the 
basis  of  race  or  color.  Efforts 
are  being  made  to  reduce  it. 

In  many  hospitals  another 
form  of  discrimination  is  oper- 
ating, less  obviously  perhaps, 
but  with  equal  importance  as 
an  impediment  to  the  rendition 
of  optimum  medical  care.  This 
discrimination  is  evident  in  the 
refusal  to  admit  psychiatric  pa- 
tients and  to  provide  adequate 
treatment  facilities  for  them. 
The  most  frequent  reason  for  not 
providing  adequate  treatment 
for  the  mentally  ill  given  by  the 
staff  and  administration  of  these 
hospitals  is  financial.  At  great 
cost,  many  general  hospitals 
have  added  new,  specialized 
treatment  facilities  to  care  for 
patients  with  a medical  or  surgi- 
cal illness.  These  same  hospitals 
are  very  reluctant  to  provide 
treatment  for  the  patient  with 
emotional  illness.  Few  hospitals 
that  decline  to  provide  service 
for  the  mentally  ill  patient  have 
facts  to  support  their  contention 
that  they  would  suffer  economic 
loss  if  they  provided  such  care. 
Until  the  last  ten  years,  insur- 
ance carriers  used  this  same  un- 
supported excuse  to  avoid  cover- 
age for  mental  illness.  Experi- 
ence has  shown  their  previous 
assumption  to  have  been  invalid. 


history  of  discrimination 
against  the  mentally  ill 

From  recorded  history  we 
learn  that  many  societies  have 
been  fearful  of  and  have  reject- 
ed the  mentally  ill  person.  With- 
in the  last  three  hundred  years 
the  mentally  ill  have  been  exe- 
cuted as  witches  in  America  and 
Europe.1  From  childhood  we  are 
taught  to  fear  and  avoid  those 
with  an  emotional  illness.  Even 
modern  physicians  and  hospital 
administrators  do  not  easily  give 
up  prejudices  they  have  acquired 
since  childhood.  Not  only  are 
these  people  discriminated 
against  by  the  hospitals  but  also 
in  other  areas,  such  as  employ- 
ment. 

the  importance  of  nondiscrimination 
to  all  of  medicine 

Psychiatry  is  not  the  only  field 
of  medicine  that  should  be  con- 
cerned with  discrimination  and 
lack  of  psychiatric  treatment  fa- 
cilities. Most  general  practition- 
ers and  many  specialists  see  pa- 
tients who  are  mentally  ill.  They 
should  be  concerned  that  the 
best  treatment  be  available  to 
their  patients. 

We  often  hear  in  medicine  of 
treating  the  total  person  and  the 
integrated  treatment  of  physical 
and  emotional  illness.  At  present 
many  hospitals  do  not  permit 


adequate  treatment  of  the  pa- 
tient with  mental  illness. 

the  magnitude  of  the 
treatment  problem 

The  hospitals  of  the  Portland 
area  serve  a population  of  over 
one  half  million  people,  or  more 
than  one-fourth  of  the  popula- 
tion of  Oregon.  There  are  eleven 
general  hospitals  in  the  Portland 
area  with  bed  capacities  vary- 
ing from  42  to  484.  The  total 
number  of  general  hospital  beds 
in  the  Portland  area  is  2,580.  Of 
these  approximately  2,600  beds, 
there  are  only  60  beds,  or  fewer 
than  3 percent,  available  to 
psychiatric  patients. 

unused  psychiatric  facilities 

In  the  past,  federal  construc- 
tion funds  were  obtained  by 
three  general  hospitals  in  the 
Portland  area  for  construction  of 
14  psychiatric  beds.  A survey 
was  conducted  within  the  last 
year  to  determine  which  general 
hospitals  would  admit  psychi- 
atric patients.  Six  hospitals  said 
they  would  admit  psychiatric 
patients,  one  would  admit 
psychiatric  patients  in  an  emer- 
gency and  four  stated  they  did 
not  admit  psychiatric  patients. 
The  two  largest  general  hospitals 
in  Portland  stated  they  did  not 
admit  psychiatric  patients.  One 
of  the  largest  general  hospitals 
in  Portland  received  federal 
funds  for  construction  of  eight 
psychiatric  beds,  but  indicated 
they  do  not  admit  psychiatric 
patients. 

the  need  for  treatment  facilities 

Previous  to  April  1969,  there 
was  only  one  functional  psychi- 
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TABLE  1 

Psychiatric  Patients— 


Discharges,  Percent  Occupancy,  Average  Stay 
Holladay  Park  Hospital  180  Beds  50  psychiatric  beds  (28%) 


Discharges: 

1966 

1967 

1968 

Total 

6,790 

6,791 

6,694 

Psychiatric 

1,646 

1.604 

1,801 

Percent 

24% 

24% 

27% 

Average  Stay  (days): 

Total 

7 

8 

8 

Psychiatric 

9 

9 

8 

Occupancy: 

Total 

74% 

82% 

80% 

Psychiatric 

84% 

81% 

87% 

Portland  Hospital 

Occupancy  (total) 

77% 

80% 

82% 

atric  department  in  a general 
hospital  in  Oregon.  This  depart- 
ment of  a Portland  hospital  has 
available  approximately  50  beds. 
Another  Portland  hospital  has 
seven  psychiatric  beds,  but  does 
not  have  a functioning  depart- 
ment. 

According  to  a survey  con- 
ducted by  the  Oregon  Mental 
Health  Division,  more  than  one 
year  ago,  there  was  need  for  an 
additional  110  psychiatric  beds 
in  the  Portland  area. 

The  following  is  quoted  from 
the  final  report  of  the  Joint  Com- 
mission on  Mental  Illness  and 
Health,  empowered  by  the  U.S. 
Congress  to  conduct  the  first 
study  in  history  of  the  mental 
health  of  our  nation: 

No  community  general  hospi- 
tal should  be  regarded  as  ren- 
dering a complete  service 
unless  it  accepts  mental  pa- 
tients for  short-term  hospital- 
ization and  therefore  provides 
a psychiatric  unit  or  psychi- 
atric beds.  Every  community 
general  hospital  of  100  or 
more  beds  should  make  this 
provision.  A hospital  with 
such  facilities  should  be  re- 
garded as  an  integral  part  of 
a total  system  of  mental  pa- 
tient services  in  its  region.2 

The  comprehensive  mental 
health  plan  for  Oregon  stressed 
the  need  for  treatment  of  the 
mentally  ill  in  general  hospitals.3 

Recent  data  indicate  that  one 
half  of  the  hospitalized  psychi- 
atric patients  in  the  nation  are 
now  treated  in  private  general 
hospitals.4  It  is  also  of  interest 
that  suicides,  our  tenth  leading 
cause  of  death,  are  less  frequent 
in  psychiatric  departments  than 
they  are  in  the  remainder  of  a 
general  hospital  or  in  general 
hospitals  having  no  psychiatric 
department.  Under  present  treat- 
ment methods,  many  psychiatric 
patients  can  be  treated  in  a rela- 
tively short  time  and  returned  to 
their  home  and  employment. 


The  average  number  of  days 
stay  in  the  hospital  for  psychi- 
atric patients  is  approximately 
the  same  as  that  for  other  cate- 
gories of  patients. 

At  the  present  time,  there  are 
more  than  35  private  psychi- 
atrists in  the  Portland  area.  How- 
ever, less  than  half  of  these 
psychiatrists  pursue  a hospital 
practice.  In  addition  to  the  prob- 
lem of  paucity  of  beds  in  the 
one  psychiatric  department  in 
Portland,  there  is  another  de- 
ficiency. In  the  past  eight  years, 
20  new  psychiatrists  have  en- 


tered private  practice  in  the 
Portland  area.  Two  psychiatrists 
have  left  private  practice  in  the 
area,  resulting  in  a net  increase 
of  18  new  psychiatrists.  Many  of 
these  psychiatrists  have  been 
trained  in  the  use  of  methods 
of  treatment  not  available  in  the 
Portland  area  hospitals. 

hospital  planning 

In  the  past  ten  years,  at  least 
two  of  the  larger  general  hos- 
pitals in  the  Portland  area  have 
continued  discussions  in  regard 
to  psychiatric  units  in  their  hos- 


TABLE  2 


Occupancy  and  Average  Stay— Last  9 mos.  of  1968 


Occupancy 
Portland  Hospitals 

Occupancy 

% 

Average 

Stay 

Pediatrics 

49 

3.5 

Obstetrics 

64 

3.5 

Remainder 

84 

8.4 

Psychiatry  (Holladay  Park  Hospital) 

87 

10.0 

TABLE  3 

Financial  Aspects  Psychiatric  Patient  Care 
Holladay  Park  Hospital 
Fiscal  Year  1968 


Occupancy 

Patient 

No.  of 

Cost  per 

lartments 

% 

Days 

Admissions 

Patient  Day 

Psychiatric 

82 

15,600 

1,625 

$36.00 

Surgical 

80 

13,600 

2,175 

41.00 

Medical 

90 

14,900 

1,975 

35.00 

Orthopedic 

82 

10,100 

975 

34.50 
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TABLE  4 


Psychiatric  Patients  Under  Care  of  Nonpsychiatrists 


1966 

Holladay  Park  Hospital— 180  beds 

1967 

1968 

Discharges— Total 
Psychiatric  Diagnosis— Under 

6,790 

6,791 

3,448 

care  of  Nonpsychiatrists 

242 

256 

221 

Percentage  of  Total 
St.  Vincent  Hospital— 360  beds 
(7  psychiatric  beds  available  to 
patients  of  any  staff  physician ) 

3.6% 

3.8% 

6.4% 

Admissions— Total 

13,400 

13,300 

13,500 

Psychiatric  Diagnosis 

181 

194 

205 

Percentage  of  Total 

1.4% 

1.5% 

1.5% 

pitals.  One,  as  long  as  eight  years 
ago,  definitely  stated  it  would 
build  a psychiatric  department. 
To  date,  the  only  hospital  that 
actually  has  plans  for  a psychi- 
atric unit  is  a small  proprietary 
hospital. 

why  the  reluctance 

We  now  come  to  the  crucial 
question.  If  there  is  such  great 
need  for  additional  psychiatric 
treatment  facilities  in  the  Port- 
land area,  why  has  there  been 
such  reluctance  to  provide  the 
facilities?  In  my  opinion,  there 
are  two  basic  answers— preju- 
dice, and  fear  of  economic  loss. 

prejudice 

Under  prejudice,  I should  like 
to  include  misconceptions  in  re- 
gal'd to  psychiatric  patients, 
dating  back  to  childhood,  by  lay 
persons,  nursing  personnel  and 
physicians.  Many  people  fear 
that  the  majority  of  psychiatric 
patients  are  likely  to  attempt 
suicide,  harm  someone  else,  be 
destructive,  frighten  other  pa- 
tients or  cause  excessive  noise. 

economic 

Under  economic  fears,  there 
is  the  question  of  lack  of  pay- 
ment by  psychiatric  patients  for 
their  services.  Many  hospital  ad- 
ministrators and  hospital  staffs 
think  of  the  past  when  psychi- 
atric hospitalization  was  usually 
for  a period  of  months  or  years 
and  there  was  no  insurance  cov- 
erage. But  these  things  have 
changed.  At  the  present  time, 
hospital  stays  by  the  majority 
of  psychiatric  patients  are  rela- 
tively short.  There  are  more  than 
fifteen  insurance  companies  that 
include  some  type  of  benefits  for 
psychiatric  hospitalization.  In 
addition,  there  are  at  least  three 
governmental  plans  for  reim- 


bursement for  psychiatric  hos- 
pital service. 

Another  fear  expressed  by  hos- 
pital administrators  is  that  there 
will  not  be  enough  psychiatric 
patients  to  fill  psychiatric  beds. 
Experience  in  one  Portland  hos- 
pital, shown  in  Tables  1 and  2, 
indicates  that  the  fear  is  ground- 
less. At  least  in  this  hospital, 
when  adequate  service  was 
made  available,  it  was  used. 

Lastly,  many  hospital  admin- 
istrators are  concerned  that  the 
cost  of  treating  psychiatric  pa- 
tients would  be  greater  than  for 
other  categories  of  patients.  Ta- 
ble 3 gives  an  indication  of  the 
relative  operational  cost  for 
psychiatric,  surgical,  medical 
and  orthopedic  patients. 


Many  psychiatric  patients  are 
being  treated  in  other  depart- 
ments of  general  hospitals.  Some 
of  these  patients  are  listed  under 
a psychiatric  diagnosis.  Others, 
for  insurance  reasons  or  over- 
sight, do  not  show  up  in  the 
hospital  occupancy  reports  as 
psychiatric  patients.  Table  4 
gives  some  indication  of  the 
number  of  psychiatric  patients 
treated  by  nonpsychiatrists.  If 
more  psychiatric  beds  were 
available  to  nonpsychiatrists. 


some  of  these  patients  could  be 
treated  under  optimum  hospital 
service  conditions. 


There  is  a definite  need  for 
additional  psychiatric  hospital 
facilities  in  Portland.  The  gen- 
eral hospitals,  to  date,  have  re- 
fused to  assume  responsibility 
for  providing  them,  due  to  un- 
supportable  conclusions. 

The  mentally  ill  person  is  be- 
ing discriminated  against  by  the 
staffs  and  administrations  of  gen- 
eral hospitals  who  continue  to 
refuse  to  admit  psychiatric  pa- 
tients and  to  provide  adequate 
treatment  facilities  in  their  hos- 
pitals. 
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A Bizarre  Intracranial  Calcification 

JAMES  C.  MASON,  M.D.  and  EVELYN  P.  MASON,  Ph.D. 
Bellingham,  Washington 


A massive,  intracranial,  calcified  lesion,  discovered  when  the 
patient  was  nine  years  old,  probably  arose  at  age  nine  months.  In 
spite  of  its  size  and  position,  it  caused  only  minor  functional 
disability.  At  age  of  twenty-two  the  patient  appeared  to  be  on  a 
par  with  normal  siblings. 


Quite  by  chance  we  discov- 
ered a most  unusual  intra- 
cranial lesion  in  a young  boy,  in 
1955.  It  has  been  almost  undis- 
turbed in  the  intervening  years 
while  the  boy’s  progress  has  been 
observed.  This  report  includes 
a thirteen  year  follow-up. 

The  causes  of  intracranial  cal- 
cification are  legion.  Suggestions 
as  to  etiology  of  the  lesion  in  this 
case  vary  from  calcified  extra- 
dural hematoma  to  calicified  epi- 
dermoid tumor.  The  prevailing 
opinion,  however,  including  that 
of  the  neurosurgeon  who  tre- 
phined into  it,  is  that  it  is  a calci- 
fied subdural  hematoma.  Most 
of  the  patients  with  this  rare 
anomaly  have  been  reported  as 
mentally  retarded.  Cortical  le- 
sions have  resulted  in  severe  im- 
pairment. Because  of  the  size  of 
the  lesion  and  the  generally  good 
progress  in  this  boy’s  case,  it 
warrants  reporting. 

CASE  REPORT 

The  boy  was  born  August  20, 
1946,  and  seemed  normal  and 
healthy  during  the  first  several 
months  of  life.  At  age  six  months 
he  fell  from  a chair  but  seemed 
uninjured.  At  seven  months  he  de- 


veloped a febrile  illness  and  was 
hospitalized  with  a diagnosis  of 
bronchopneumonia.  A lumbar 
puncture  done  at  that  time  was 
reported  to  show  1350  rbc,  72 
lymphocytes,  protein  117  mg  per 
100  ml  and  sugar  30  mg  per  100 
ml.  Cerebrospinal  fluid  culture 
was  negative  as  was  a skull  x-ray. 
He  was  treated  with  antibiotics 
and  discharged  after  a week.  At 
nine  months  he  contracted  chicken 
pox  and  was  hospitalized  a week 
later  with  high  fever  and  convul- 
sions. Spinal  fluid  at  this  time 
showed  47  cells,  mostly  lympho- 
cytes, protein  of  87  mg  per  100  ml, 
and  sugar  63  mg  per  100  ml.  A 
presumptive  diagnosis  of  chicken 
pox  encephalitis  was  made. 

Thereafter,  according  to  the 
mother,  he  had  poor  control  of  his 
left  arm  and  could  not  move  his 
left  leg  well  for  some  months.  His 
right  eye  began  to  deviate  outward 
and  his  head  grew  rapidly  for  about 
one  year.  He  was  seen  by  numerous 
orthopedists,  a neurosurgeon  and 
an  ophthalmologist.  A diagnosis  of 
“spasticity”  was  made.  Various 
braces  and  shoe  corrections  were 
tried.  He  began  to  walk  at  27 
months.  Two  eye  muscle  operations 
were  done,  with  partial  success. 
Though  he  completed  the  first 
grade  successfully,  he  was  held 
back  in  the  second. 

The  boy  came  to  our  attention 
in  July,  1955,  after  he  had  been 
struck  by  a car.  Only  minor  contu- 
sions and  abrasions  were  evident 
from  the  injury,  but  it  was  noted 
that  he  had  a relatively  large  head 
(22.5  inches  circumference),  right 


extropia,  mild  left  hemiparesis  and 
that  the  left  lower  extremity  was 
one  inch  shorter  than  the  right. 
Skull  x-rays  were  as  shown  in  Fig- 
ure 1 and  Figure  2. 

An  EEG  was  read  as  showing 
amplitude  asymmetry,  markedly 
flattened,  from  the  right  hemi- 
sphere which,  at  its  anterior  limits 
in  the  frontal  area,  showed  the 
least  amount  of  electrical  depres- 
sion and  a spike  discharging  focus 
from  the  right  occipital  area. 

A right  parietal  trephination 
operation  was  done  by  a neuro- 
surgeon.® He  described  a “tremen- 
dous, bony  hard  lesion  on  the  right 
side,  intimately  aherent  to  the  dura, 
and  the  dura  to  the  bone.  The 
brain  adjacent  was  soft,  easily  re- 
tractable, and  pulsated.”  His  con- 
clusion was  that  the  lesion  was  a 
calcified  subdural  hematoma.  He 
strongly  felt  it  should  not  be  re- 
moved. 

We  decided  to  follow  the  boy’s 
progress  and  to  provide  the  family 
with  supportive  guidance.  Both 
parents  seemed  grateful  for  such 
assistance.  From  low  socio-econom- 
ic background,  the  father  was 
steadily  employed  as  a laborer,  but 
the  responsibility  for  five  children 
represented  some  financial  strain. 
Despite  this,  the  most  striking  be- 
havioral observation  made  initially 
in  working  with  the  family  was  the 
obviously  healthy  relationship  that 
existed  between  the  patient,  his 
four  older  siblings  and  both  par- 
ents. The  family  had  apparently 
recognized  the  fact  that  the  boy 
had  some  problems  but  had  been 
able  to  regard  them  as  minimal. 
They  encouraged  him  to  be  as  in- 
dependent and,  as  they  put  it,  as 
“normal”  as  possible. 


*Hunter  J.  MacKay,  M.D.  (dec.) 


Dr.  James  Mason  is  in  the  Department  of  Psychiatry,  University  of  Washington 
School  of  Medicine. 

Dr.  Evelyn  Mason  is  in  the  Department  of  Psychology,  Western  Washington 
State  College. 
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Figure  1.  Skull  x-ray 


The  boy’s  enlarged  head  size  was 
the  most  noticeable  aspect  of  his 
physical  appearance.  Even  though 
he  was  almost  nine  when  we  began 
seeing  him,  his  small  stature  more 
closely  approximated  that  of  the 
average  six  or  seven  year  old,  and 
he  walked  with  an  awkward  gait, 
toeing  in  with  his  left  foot.  He  was 
always  quick  to  flash  a friendly 
grin,  however,  and  responded  with 
warmth  and  spontaneity  in  his 
contacts  with  us.  He  seemed  to  en- 
joy the  extra  attention  and  to  feel 
people  were  trying  to  help  him. 

To  evaluate  the  behavioral  se- 
qualae  of  the  cortical  lesion  a 
psychological  study  was  completed 
in  July,  1955. 

Throughout  the  entire  testing 
session,  he  worked  diligently  and 
cooperatively.  He  did  approach 
tasks  with  “I’m  not  very  good  at 
that,”  or  “I  can’t  do  that,”  but  at- 
tempted all  test  items.  At  no  time 
was  there  evidence  of  the  hyper- 
active, impulse  driven,  irritable  be- 
havior so  frequently  seen  in  brain 
damaged  children. 

On  the  Wechsler  Intelligence 
Scale  for  Children  the  patient 
achieved  a verbal  I.Q.  of  103,  a 
performance  I.Q.  of  100  and  a full 
scale  I.Q.  of  101,  showing  intel- 
lectual achievement  much  in  ac- 
cord with  that  of  other  members  of 
his  family.  Closer  scrutiny  of  the 
boy’s  performance  on  the  sub- 
scales, however,  showed  consider- 
able range  and  unevenness  in  his 


achievement.  His  best  performance 
was  on  scales  related  to  social 
skills  and  poorest  on  tasks  that 
meaured  visual-motor  coordination. 
Some  concreteness  was  noted  on 
tasks  requiring  abstract  thinking 
but  his  over-all  achievement  on 
these  scales  was  in  the  average  to 
bright  average  range. 

When  asked  to  copy  the  simple 
geometric  designs  of  the  Bender 
Gestalt  Visual-Motor  Test,  his 
drawing  showed  the  difficulty  with 
angulation,  poor  spatial  relations 
and  inability  to  shift  which  is  char- 
acteristic of  behavior  resulting  from 
brain  damage.  His  performance  on 
the  similar  tasks  of  the  Graham- 
Kendall  Visual  Motor  Test  was 
within  the  borderline  brain  dam- 
aged category. 

Academic  achievement,  as  meas- 
ured by  the  Wide-Range  Achieve- 
ment Test,  was  not  significantly  be- 
low his  grade  placement.  Arithme- 
tic skills  were  at  the  1.3  grade  level 
and  reading  at  2.7.  His  oral  read- 
ing, however,  showed  reversal  of 
letters  and  words,  which  indicated 
that  the  visual-motor  deficit  was 
interfering  with  his  learning  of 
basic  skills. 

Personality  dynamics,  as  reflect- 
ed in  the  boy’s  responses  to  the 
Rorschach  technique,  were  those 
of  an  insecure  boy  who  occasionally 
felt  overwhelmed  by  complexities. 
Despite  feelings  of  inadequacy,  he 
showed  a high  degree  of  social 
maturity  and  independence  which 


was  suggestive  of  an  awareness  of 
a deficiency  and  a determination  to 
compensate  for  it. 

A comparable  psychological  eval- 
uation was  completed  in  August, 
1956,  using  the  same  test  measures. 
The  second  I.Q.  scores  on  the 
WISC  of  101,  107  and  104  re- 
spectively with  an  identical  pat- 
tern of  achievement  on  the  sub- 
scales showed  good  reliability  for 
the  two  test  measures  and  provided 
evidence  that  the  test  scores  were 
valid  measures  of  the  boy’s  func- 
tioning. 

follow  up 

In  the  intervening  years  the 
patient  has  done  well.  There 
have  been  no  further  seizures 
since  the  febrile  seizures  in  in- 
fancy and  his  general  state  of 
health  has  been  excellent. 

Just  before  entering  his  soph- 
omore year  in  high  school  in 
1963  he  requested  a physical  ex- 
amination for  permission  to  play 
football.  Though  it  was  felt  un- 
wise for  him  to  engage  in  com- 
petitive athletics,  his  request 
provided  the  opportunity  for  a 
more  complete  evaluation  of  the 
boy’s  progress. 

It  was  learned  that  the  mother 
had  died  some  five  years  previ- 
ously and  the  father  shortly 
thereafter.  The  boy’s  living  cir- 
cumstance with  his  older  sister 
had  been  less  desirable  than 
those  with  the  family,  and  he 
was  finding  it  more  difficult  to 
achieve  in  school.  At  17  his  per- 
formance on  the  Wechsler  Adult 
Intelligence  Scale  was  somewhat 
reduced  from  the  previous  meas- 
ures. He  earned  a verbal  I.Q.  of 
94,  a performance  I.Q.  of  82 
and  a full  scale  I.Q.  of  88,  show- 
ing generally  dull  normal  to  low 
average  intellectual  functioning. 
Academic  achievement  was  re- 
tarded, with  reading  skills  at  the 
8.4  grade  level  and  arithmetic 
skills  at  4.4.  He  was  in  special 
classes  in  high  school  because  of 
slow  learning. 

During  his  senior  year  in  high 
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school,  after  an  argument  with 
his  sister,  he  impulsively  volun- 
teered for  military  service.  He 
was  actually  in  a military  camp 
when  his  hemiplegia  was  noted 
by  his  sergeant  and  he  was  dis- 
charged. On  his  return  to  the 
area  he  has  moved  from  one  job 
to  another  but  has  been  success- 
ful in  maintaining  his  financial 
independence. 

Physical  examination  repeated 
in  1968  revealed  an  enlarged 
cranial  vault  and  mild  left  hemi- 
paresis.  The  patient  was  right 
handed.  Alternate  motion  rate 
was  normal  in  the  fingers.  There 
was  slight  slowing  of  alternate 
motion  rate  of  pronation  and  su- 
pination of  the  left  hand.  There 
was  moderate  slowing  of  motion 
of  the  left  foot.  Finger  to  nose 
testing  showed  slight  terminal 
intention  tremor  on  the  left  and 
heel  to  shin  testing,  mild  ataxia 
on  the  left.  Reflexes  were  hyper- 
active in  the  left  extremities  but 
the  plantar  response  was  flexor. 
Vibratory  sense  was  normal;  two 
point  discrimination  and  drawn 
figures  were  normally  perceived 
in  the  extremities.  Visual  fields 
and  extraocular  movements  were 
normal. 

Psychological  evaluation,  also 
completed  in  1968,  showed  intel- 
lectual functioning  in  the  dull 
normal  to  low  average  range. 
His  reading  skills  were  equiva- 
lent to  those  of  a freshman  in 
high  school  and  though  he  con- 
tinued to  have  difficulty  with 
arithmetic  he  felt  he  was  quite 
able  to  make  change  on  the  vari- 
ous jobs  he  has  held.  He  seemed 
well  aware  of  his  limitations  and 
noted  that  jobs  involving  fine 
coordination  were  difficult.  Apti- 
tude testing  indicated  some  pro- 
ficiency in  cooking,  and  printing 
work.  At  this  time  he  was  at- 
tempting to  obtain  training  in 
one  of  these  areas  through  the 


Figure  II.  Pneumoencephalogram 


Washington  Division  of  Voca- 
tional Rehabilitation. 

discussion 

Numerous  case  reports  of  cal- 
cified subdural  hematomas  exist 
through  most  illustrate  rather 
flattened  accumulations  of  calci- 
fied material.  McLaurin  and  Mc- 
Laurin  have  reported  several  and 
have  concluded  that  removal  is 
“neither  necessary  nor  benefi- 
cial.”1 

The  case  reported  here  is  re- 
markable not  only  because  of 
the  size  of  the  lesion  but  because 
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it  shows,  over  a number  of  years 
encompassing  a critical  period  of 
a patient’s  life,  how  close  to  nor- 
mal existence  the  life  of  such  a 
patient  can  be.  This  boy,  now 
22  years  old,  is  on  an  approxi- 
mately equal  socio-economic  lev- 
el and  achievement  level  with 
his  normal  siblings. 

914  17th  Street  (98225) 
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Emotional  Reactions  to  Chrome  Disease 
with  Emphasis  on  Patients  Suffering  from  Cancer 

GARFIELD  TOURNEY,  M.D.,  Iowa  City,  Iowa 


Emotional  adjustment  to  life  is  put  to  a severe  test  when,  cancer  and  the 
indignities  associated  with  its  treatment  must  be  endured.  Some  patients  can 
accept  and  adjust,  but  others  seek  defense  in  emotional  reactions  that  must  be 
recognized  and  understood.  Many  of  them  are  a disguised  plea  for  support. 
Previous  personality  deviations  may  be  exaggerated.  Patients  may  react  with 
anxiety,  depression,  denial,  hostility,  regression  and  hypochondriasis,  or  frank 
psychosis.  Each  must  be  met  by  appropriate  psychologic  management.  Pharma- 
ceuticals can  help  in  some  of  the  emotional  problems  and  they  have  a great 
deal  to  offer  in  making  life  bearable  for  the  patient  with  incurable  disease. 


Physical  illness  frequently 
represents  a major  life  stress 
that  has  emotional  significance 
for  the  patient.  Disease  mani- 
fests itself  not  only  with  im- 
portant physical  signs  and  symp- 
toms, but  also  by  alterations  in 
the  patient’s  thoughts,  feelings 
and  behavior.  Therefore,  the  life 
situation  the  patient  is  current- 
ly facing,  as  well  as  his  personal 
makeup,  have  important  influ- 
ences on  the  expression  of  the 
physical  symptoms  and  the  pos- 
sible precipitation  of  emotional 
disturbances.  Some  individuals 
courageously  accept  illness  and 
readily  cooperate  with  the  physi- 
cian and  the  recommended  treat- 
ment. Others  may  become  over- 
concerned, excessively  appre- 
hensive, depressed,  uncoopera- 
tive, aggravated  or  angry  re- 
garding their  physical  state  and 
the  need  for  treatment.  Illness 
in  many  ways  represents  a con- 
flict within  the  person  concern- 
ing his  relationship  to  himself 
and  the  external  world.  With 
failure  to  resolve  these  conflicts, 


anxiety  and  neurotic  symptoms 
may  ensue.  Hospitalization  adds 
stress  by  introducing  changes 
in  the  pattern  of  living.  There 
is  enforced  passivity  and  de- 
pendency along  with  the  appre- 
hension about  diagnostic  and 
therapeutic  procedures. 

Cancer  represents  an  illness 
with  tremendous  implications 
for  the  patient.1-3  It  is  often 
equated  with  being  devoured  or 
eaten  up,  mutilated,  and  dying. 
Many  misconceptions  regarding 
cancer  occur,  and  people  con- 
tinue to  believe  them,  although 
the  public  has  been  informed 
otherwise  through  many  educa- 
tional techniques.  Many  indi- 
viduals avoid  seeing  a physician 
for  the  appropriate  examination 
when  early  signs  of  a possibly 
cancerous  lesion  become  appar- 
rent.  They  often  deny  the  possi- 
bility of  anything  serious  being 
present,  while  carrying  a deep- 
seated  fear  that  if  cancer  is  dis- 
covered their  future  is  inevit- 
ably hopeless.  Feelings  of  fear, 
apathy  and  fatalism  may  inhibit 


individuals  from  seeking  proper 
diagnosis  and  treatment. 

emotional  reactions  to  diagnosis 
and  treatment  of  cancer 

Varied  emotional  reactions  oc- 
cur in  the  patient  as  he  becomes 
aware  that  he  is  suffering  from 
a serious  illness  such  as  cancer." 
These  reactions  are  particularly 
influenced  by  the  individual’s 
previous  personality  and  prior 
emotional  difficulties.  But  even 
in  the  normal  individual,  who 
has  always  demonstrated  healthy 
personality  functioning,  a proc- 
ess of  assimilation  of  awareness 
of  having  the  illness  is  character- 
istic. Initially  there  may  be  a 
feeling  of  disbelief,  followed  by 
a growing  understanding  of  the 
nature  of  the  illness  and  the  need 
for  treatment.  Concern  for  fam- 
ily, as  well  as  self,  becomes 
manifest  in  his  coping  with  the 
illness  and  its  treatment. 

It  is  important  to  be  aware 
of  the  positive  personality  fea- 
tures labeling  the  individual  as 
one  who  will  make  satisfactory 
adjustment  to  the  stress  of  physi- 


A John  Tomlin  Memorial  Lecture  presented  July  26  at  the  Rogue  Valley  Country 
Club,  Medford,  Oregon. 
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cal  illness,  necessary  surgical 
treatment,  and  follow-up  stud- 
ies. Such  an  individual  gives  a 
history  of  satisfactory  past  medi- 
cal and  surgical  experiences  with 
a prior  history  of  good  relations 
with  physicians.  He  is  able  to 
verbalize  his  fears  and  problems 
in  a realistic  way  with  no  in- 
clination towards  excessive  anxi- 
ety. His  relationships  with  fam- 
ily, relatives  and  friends  have 
been  effective  and  gratifying. 
The  work  history  is  one  of  sta- 
bility and  satisfaction.  Adapta- 
bility and  strength  have  been 
demonstrated  in  response  to 
changing  situations  as  well  as 
previous  life  stresses.  Such  an 
individual  ordinarily  has  the 
adequate  personality  structure 
to  maintain  psychological  equi- 
librium and  usually  will  face  his 
illness  courageously.  He  contin- 
ues to  be  concerned  with  his 
occupation,  social  and  personal 
life  rather  than  becoming  unduly 
preoccupied  with  his  illness. 

As  the  patient  is  confronted 
with  the  emotional  stress  of  the 
illness,  a number  of  emotional 
symptoms  may  become  evident, 
even  in  a relatively  stable  per- 
son. They  represent  attempts  to 
adapt  to,  and  defend  against, 
the  varied  implications  of  an 
illness  that  may  have  significant 
personal  meaning  for  him.  These 
include:  1.  exaggeration  of  basic 
personality  type,  2.  anxiety,  3. 
depression,  4.  denial,  5.  anger 
and  hostility,  G.  regressive  be- 
havior, 7.  exaggeration  of  physi- 
cal symptoms,  and  8.  psychotic 
behavior.  Such  symptoms  often 
interfere  with  the  course  of 
treatment  and  prolong  convales- 
cense. 

exaggeration  of  the 
basic  personality  type 

Individuals  present  a wide 
gamut  of  personality  types,  all 


of  which  may  for  a time  exist  in 
a continuum  of  normality.  Al- 
though an  individual  may  never 
have  had  any  serious  psychiatric 
illnesses  requiring  specialized 
treatment,  he  may  have  had  dif- 
ficulties in  personality  function- 
ing, with  neurotic  symptoms  and 
disturbed  behavior  for  a number 
of  years.  Many  can  learn  to  live 
with  such  difficulties,  particular- 
ly if  family  and  acquaintances 
do  not  reject  them  because  of 
behavior  or  symptoms.  Such  per- 
sonality types  include  the  at- 
tention seeking,  the  passive- 
dependent,  the  anxious,  the  com- 
pulsive, the  depressed,  the  ag- 
gressive, the  withdrawn,  the  dis- 
trustful, the  emotionally  unsta- 
ble, the  anti-social,  or  combin- 
ations of  these  characteristics. 

These  personality  features  are 
often  exaggerated  by  the  stress 
of  a physical  illness.  The  fol- 
lowing case  highlights  this  point. 

CASE  REPORT 

Case  1.  A 46-year-old,  married 
housewife  had  been  a complaining 
and  demanding  woman  throughout 
her  23  years  of  marriage.  She  in- 
sisted that  her  husband  assume 
major  responsibilities  in  care  and 
management  of  the  home  and  that 
she  always  needed  outside  help  in 
raising  her  family  of  two  children. 
She  had  many  vague,  somatic  com- 
plaints, and  frequently  saw  physi- 
cians who  diagnosed  her  difficul- 
ties as  “nervousness.”  At  the  age 
of  45  she  developed  excessive 
bleeding  from  the  uterus,  and  diag- 
nosis of  adeno-carcinoma  was  made 
after  a uterine  curettage.  Total 
hysterectomy  was  then  performed. 
With  the  knowledge  that  she  had 
cancer;  she  did  not  respond  to  the 
reassurance  of  her  surgeon  about 
a good  prognosis.  She  emphasized 
how  ill  she  was  and  that  she  could 
not  assume  any  responsibilities  for 
her  family.  Her  demands  on  her 
husband  had  markedly  increased 
and  she  was  constantly  seeking  at- 
tention when  he  was  home  from 
work.  Her  dependency  was  ex- 
treme, and  the  common  household 
tasks  that  she  was  previously  able 
to  carry  out  required  the  help  of 
others. 


Here  one  see  an  exaggeration 
of  the  pre-morbid  personality 
traits  and  the  use  of  organic- 
disease  as  a means  for  secondary 
gain  in  order  to  avoid  responsi- 
bilities within  the  marriage  and 
family. 

anxiety 

Another  common  emotional 
reaction  is  anxiety.  This  is  an 
unrealistic  fear  that  has  both 
psychologic  a n d physiologic 
components.7  The  victim  experi- 
ences a feeling  of  apprehension, 
uneasiness,  and  dread  of  an  im- 
pending disaster,  such  as  immi- 
nent death  or  a loss  of  control. 
There  is  often  an  anticipation  of 
danger  or  desire  to  escape  from 
some  situation.  Many  such  symp- 
toms are  often  referred  to  as 
“nervousness”  or  “tension.”  Var- 
ious somatic  symptoms  occur 
with  anxiety,  including  palpi- 
tation, tachycardia,  elevation  of 
systolic  blood  pressure,  excessive 
perspiration,  fatigue,  weakness, 
tension  headaches,  fine  tremor, 
dry  mouth,  heart  burn,  peculiar 
epigastric  pressure,  diarrhea  and 
constipation.  Difficulty  in  falling 
asleep  is  often  common  with  a 
chronic  anxiety  state.  In  the 
cancer  patient  the  anxious  con- 
cern is  often  excessive  and 
unrealistic  in  regard  to  the  prog- 
nosis and  satisfactory  treatment 
of  the  illness.  The  following  case 
demonstrates  the  role  of  anxiety 
as  a reaction  to  the  development 
of  carcinoma. 

CASE  REPORT 

Case  2.  56-year-old,  single  far- 
mer had  lived  with  his  widowed 
mother  and  single  sister  for  a num- 
ber of  years.  At  age  54  he  devel- 
oped several  areas  of  new  growth 
on  the  forehead  that  were  diag- 
nosed as  epidermoid  carcinoma 
and  excised.  His  prognosis  was  re- 
garded as  excellent.  As  soon  as  he 
realized  that  he  had  some  form  of 
cancer,  he  developed  a number  of 
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anxiety  symptoms,  particularly  pal- 
pitation, a fine  tremor,  and  cold 
perspiration  of  the  hands.  He  was 
constantly  concerned  about  exam- 
ining his  skin  to  make  sure  that  no 
further  lesions  were  developing, 
and  he  would  frequently  feel  his 
neck  for  the  possible  growth  of 
lymph  nodes.  Because  he  had  can- 
cer, he  felt  he  might  die,  and  that 
physically  he  was  unable  to  con- 
tinue work.  His  history  revealed 
that  when  he  was  18  years  old  his 
father  died  of  a carcinoma  of  the 
stomach  at  age  57,  after  an  illness 
of  four  years.  Following  the  loss  of 
her  husband,  the  patient’s  mother 
encouraged  him  to  remain  at  home 
to  operate  the  farm.  Throughout 
the  years  she  emphasized  the  need 
she  had  for  her  son  and  restricted 
his  behavior  in  many  ways,  such  as 
discouraging  him  from  marrying 
on  several  occasions.  He  always 
acquiesced  to  the  mother  but  was 
apprehensive  and  resentful. 

depression 

Depression  is  one  of  the  most 
common  of  psychiatric  symp- 
toms and  is  often  associated  with 
various  types  of  physical  disease 
as  well  as  the  major  manifesta- 
tion of  several  psychiatric  ill- 
nesses89 With  depression  the 
patient  has  a generally  depressed 
affect,  as  seen  in  a pessimistic 
attitude,  vague  somatic  com- 
plaints, loss  of  sleep,  fatigue, 
loss  of  appetite  and  loss  of 
weight,  difficulty  in  concentrat- 
ing, a feeling  of  hopelessness 
about  the  future,  and  disturbed 
psychomotor  activity.  At  times, 
thoughts  of  the  individual  dwell 
on  feelings  of  self-blame,  worth- 
lessness, self-abnegation  and  oc- 
casionally on  suicide.  The  pos- 
sibility of  suicide  must  be  con- 
sidered in  many  chronically  ill 
patients,  particularly  when  there 
is  severe  pain  and  a depressed 
mood. 

It  is  important  to  note  that 
depression  is  a frequent  con- 
comitant of  carcinoma  and  that 
it  is  particularly  common  with 
carcinoma  of  the  pancreas.  A 
recent  study  showed  that  ap- 
proximately 50  percent  of  cases 


of  carcinoma  of  the  pancreas  be- 
gan with  depressive  symptoms 
before  the  onset  of  any  definite 
physical  symptoms.10  This  is 
quite  in  contrast  to  the  fre- 
quency of  depressive  symp- 
toms seen  with  carcinoma  of  the 
colon  or  with  lymphomas.  The 
age  period  of  onset  (the  sixth 
and  seventh  decades)  is  the 
same  as  that  for  involutional  de- 
pression. Depressive  symptoms 
with  carcinoma  of  the  pancreas 
may  appear  several  months  be- 
fore definite  physical  symptoms 
are  in  evidence.  These  patients 
often  feel  depressed,  have  a loss 
of  ambition,  and  premonition  of 
serious  illness  before  the  diag- 
nosis is  made.  Ordinarily  they 
do  not  show  feelings  of 
guilt,  worthlessness,  hopelessness 
about  the  future,  or  have  suicid- 
al thoughts,  as  would  the  patient 
suffering  involutional  depression. 
They  do  seek  help  realistically, 
in  contrast  to  many  depressed 
patients  who  avoid  contact  with 
the  physician. 

Depression  is  often  a common 
reaction  when  there  is  some  al- 
teration of  body  image  resulting 
from  illness,  injury  or  surgery. 
Operations  for  carcinoma  of  the 
uterus,  breast,  larynx,  colon  and 
rectum  have  particular  signifi- 
cance. The  disease  and  its  treat- 
ment can  bear  profoundly  on  the 
patient’s  concept  of  his  physical 
body  and  the  way  people  relate 
to  him. 

With  surgery  for  carcinoma  of 
the  breast,  the  patient  often  has 
fantasies  of  mutilation  and  can- 
cerous invasion  of  the  body.11 
A feeling  of  loss  of  physical  at- 
tractiveness to  the  husband  may 
be  damaging  to  self-esteem.  Be- 
causes  of  these  factors,  the  pa- 
tient may  be  greatly  concerned 
about  future  sexual  adjustment 
in  the  marriage,  and  wonder  if 
the  husband  might  not  become 


attracted  to  other  women  be- 
cause of  feeling  disgusted  with 
her  “deformed”  body. 

The  patient  with  a laryngec- 
tomy becomes  greatly  concerned 
about  his  difficulties  in  commun- 
icating with  others,  feels  embar- 
rassed and  avoids  social  rela- 
tions. 

Surgery  for  carcinoma  of  the 
large  bowel,  with  the  resultant 
colostomy,  is  an  area  of  great 
sensitivity  for  many  patients.12 
They  become  obsessed  with  the 
passing  of  flatus  or  the  possi- 
bility of  spillage,  and  so  may 
avoid  social  contacts.  Reaction 
of  the  spouse  is  of  great  im- 
portance, and  great  concern  may 
be  felt  regarding  the  future  of 
physical  relationship  in  mar- 
riage. Because  of  extensive  re- 
section for  much  rectal  surgery, 
impotence  occurs  in  about  50 
percent  of  males,  due  to  inter- 
ruption of  reflex  pathways.  Im- 
potence is  also  a common  com- 
plication of  prostatic  surgery. 

In  young  women  hysterec- 
tomy frequently  causes  con- 
cern about  child  bearing  and 
menses.13  The  preservation  of 
sexual  enjoyment  and  physical 
attractiveness  are  common  pre- 
occupations. The  patient  should 
be  aware  that  a satisfactory  sex- 
ual relationship  can  occur  after 
hysterectomy.  Guilt  over  previ- 
ous sexual  indiscretions  may  be- 
come highlighted  and  the  patient 
may  have  many  depressive  pre- 
occupations over  these.  Some  of 
these  factors  are  illustrated  in 
the  following  case  of  depression 
following  hysterectomy. 

CASE  REPORT 

Case  3.  After  diagnosis  of  carci- 
noma of  the  cervix  was  made,  a 
41-year-old  married  woman,  be- 
came acutely  depressed.  Total  hys- 
terectomy was  carried  out,  and 
there  was  no  evidence  of  extension 
of  the  lesion  from  the  cervix.  How- 
ever, she  continued  to  feel  de- 
pressed and  eventually  began  to 
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reveal  the  depressive  content  to 
her  physician.  Extreme  feelings  of 
guilt  were  reported  in  relation  to 
a sexual  indiscretion  that  occurred, 
prior  to  her  marriage,  when  she 
was  21.  While  working  away  from 
her  home  she  became  involved 
with  a young  man,  and  became 
pregnant.  The  man  refused  to  mar- 
ry her,  and  she  had  a criminal 
abortion.  Two  years  later  she  mar- 
ried and  bore  three  children.  Off 
and  on  over  the  years  she  had  been 
preoccupied  for  only  short  periods 
about  the  abortion  but  the  husband 
never  knew  of  this  experience  and 
her  concern.  She  became  obsessed 
with  the  feeling  that  the  cancer 
developed  as  a punishment  for  her 
wrong  of  the  past  and  that  she 
would  inevitably  die  from  her  ill- 
ness. She  was  referred  for  psychi- 
atric treatment.  With  the  use  of 
antidepressive  medication  and  sun- 
Dortive  psychotherapy,  which  al- 
lowed her  to  ventilate  many  of 
her  feelings  of  guilt,  she  was  able 
to  overcome  her  depression  and  ac- 
cept the  favorable  result  of  treat- 
ment for  her  carcinoma. 

denial 

Another  common  defense 
mechanism  utilized  in  combat- 
ting stress  is  denial.  With  de- 
nial there  is  rejection  of  reality 
through  wish  fulfilling  fantasy 
or  behavior.  The  patient,  al- 
though obviously  ill,  readily  de- 
nies the  seriousness  of  the  prob- 
lem. In  incurable  cases  of  can- 
cer it  is  of  prime  importance  to 
support  the  defense  of  denial 
and  maintain  some  feeling  of 
hope  for  the  patient.  This  de- 
fense mechanism  may  be  opera- 
tive early  in  the  course  of  illness, 
when  effective  treatment  meas- 
ures can  be  instigated.  The  in- 
dividual perceives  a physical  dif- 
ficulty, but  denies  its  over-all 
significance,  and  so  does  not  seek 
medical  consultation  and  treat- 
ment. At  other  times  the  patient 
may  have  received  major  sur- 
gery and  radiation  therapy  for 
cancer,  but  emphasizes  to  friends 
and  relatives  that  he  has  merely 
suffered  from  a benign  tumor. 
The  following  case  history  illus- 


trates a patient’s  use  of  the 
mechanism  of  denial. 

CASE  REPORT 

Case  4.  A 39-year-old,  single, 
university  professor  sought  treat- 
ment because  of  severe  low  back 
pain.  A radiogram  of  his  lumbar 
spine  revealed  a definite  metastatic 
lesion.  He  reported  that  eighteen 
months  earlier  he  had  noted  a 
small  mass  on  his  right  testis  which 
was  then  about  the  size  of  a pea- 
nut. Although  this  continued  to 
grow  in  size,  he  did  not  seek  medi- 
cal care.  He  believed  the  growth 
was  benign  and  would  undoubted- 
ly go  away.  He  continued  to  be- 
lieve this  even  though  the  growth 
increased  in  size.  He  did  not  seek 
help  until  it  had  metastasized  to 
the  spine  and  produced  pain.  The 
patient  was  a very  intelligent  indi- 
vidual, but  one  who  had  always 
had  many  doubts  about  his  mascu- 
linity. He  was  never  able  to  estab- 
lish any  lasting  relationship  with 
any  woman,  nor  were  sexual  rela- 
tions very  satisfactory  for  him.  He 
tended  to  direct  all  his  energies 
to  his  academic  interests  and  was 
primarily  concerned  with  the  as- 
sociated personal  aspirations.  Re- 
sponse to  radiation  therapy  was 
temporary. 

hostility 

Anger  and  hostility  may  also 
be  seen  as  a reaction  to  a severe 
physical  illness.  A member  of 
the  family,  or  at  times  the  physi- 
cian, may  be  blamed  for  the  dif- 
ficulty. A patient  can  be  quite 
irrational  about  his  understand- 
ing of  the  disease  process.  This 
may  reach  the  extreme  in  near 
paranoid  ideation  in  which  the 
patient’s  ideas  of  blame  become 
rigidly  fixed  on  one  person.  Such 
patients  are  irritable,  and  un- 
cooperative, and  reject  the  thera- 
peutic approaches  recommended 
by  the  physician.  The  following 
patient  presents  clearly  the 
problem  of  hostility  and  its  role 
in  the  interruption  of  appropri- 
ate treatment. 

CASE  REPORT 

Case  5.  A 49-year-old,  married, 
hard-driving  business  executive  de- 


veloped rectal  bleeding.  A mass 
was  found  and  diagnosed  as  an 
adeno-carcinoma  for  which  an  ab- 
dominoperineal resection  was  per- 
formed. Prior  to  the  surgery  he 
seemed  to  understand  the  situation 
and  to  accept  the  necessity  of  col- 
ostomy. After  the  surgery  he  was 
extremely  angry  over  the  fact  that 
the  colostomy  had  been  done.  He 
felt  that  this  would  seriously  inter- 
fere with  his  business  life  and  that 
he  could  no  longer  meet  employees 
and  customers.  He  blamed  the  sur- 
geon for  his  technique,  feeling  that 
he  had  been  “butchered,”  and  that 
no  consideration  had  been  taken 
for  his  status  in  the  business  world. 
He  became  extremely  irritable  with 
his  family  and  business  associates 
as  well.  He  avoided  relationships 
with  others  whenever  possible,  and 
had  great  concern  about  passing 
flatus  or  the  spillage  of  feces  about 
the  colostomy.  He  was  not  able 
to  return  to  his  previous  position 
of  importance  because  of  his  irri- 
tability and  the  fact  that  he  would 
frequently  miss  time  at  work. 

This  patient  had  always  been 
a highly  competitive  and  com- 
pulsive individual  who  was  very 
much  concerned  about  his  busi- 
ness achievements.  He  was 
known  as  a cold  and  calculating 
businessman  who  would  not  tol- 
erate any  mistakes  from  himself 
or  others.  His  extreme  hostility 
occurred  when  he  felt  that  the 
aspirations  for  himself  were  seri- 
ously impaired  by  his  colostomy. 

regression  and  hypochondriasis 

Various  patterns  of  regressive 
behavior  are  seen.  Some  patients 
readily  give  up  the  adult  role 
and  in  many  ways  behave  like 
young  children.  Hospitalization 
is  usually  equated  with  receiv- 
ing loving  care,  fulfillment  of 
dependency  longings,  and  re- 
treat from  life’s  problems  and 
responsibilities.  Patients  at  times 
become  excessively  dependent 
and  constantly  seek  care  from 
others.  They  avoid  the  adult  re- 
sponsibilities of  their  normal 
way  of  life  and  use  sickness  as 
an  explanation,  often  prolonging 
the  course  of  convalescence. 
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Other  patients  tend  to  exagger- 
ate their  physical  symptoms  and 
believe  they  can  never  he  re- 
habilitated to  function  as  they 
did  previously.  Many  individ- 
uals who  had  been  somewhat 
hypochondriacal  previously  be- 
came increasingly  so  after  a 
physical  illness.  This  presents  a 
number  of  problems  to  the  phy- 
sician who  must  be  particularly 
perceptive  regarding  the  differ- 
entiation between  organic  and 
functional  symptoms,  particu- 
larly in  regard  to  recurrence  of 
carcinoma. 

psychoses 

Infrequently,  psychosis  may 
occur  as  reaction  to  the  diagno- 
sis and  treatment  of  cancer. 
Such  individuals  undoubtedly 
are  predisposed  to  a psychotic 
pattern  of  behavior,  and  with 
the  stress  of  the  illness,  there  is 
a breakdown  of  personality  func- 
tioning. What  develops  is  a psy- 
chosis of  depressive  or  schizo- 
prenic  type.  Patients  with  schizo- 
phrenia have  a disturbance  in 
their  affect,  loosening  of  think- 
ing, delusions  and  hallucinations 
in  the  presence  of  a clear  sen- 
sor ium.  A severe  depression  can 
occur,  with  a feeling  of  complete 
hopelessness,  despair  and  suicid- 
al preoccupation  with  a real  pos- 
sibility of  suicide.  At  other  times, 
because  of  toxic  and  metabolic 
factors,  one  may  see  a state  of 
delirium.  Such  a state  of  deliri- 
um with  confusion,  disorienta- 
tion, memory  disturbance,  de- 
lusions and  visual  hallucinations 
is  not  infrequent  during  the  ter- 
minal states  of  carcinoma. 

The  following  case  illustrates 
an  acute  functional  psychosis  de- 
veloping shortly  after  surgery 
for  carcinoma. 

CASE  REPORT 

Case  6.  A 48-vear-old,  single  la- 


borer had,  at  age  46,  developed 
rectal  bleeding.  Diagnosis  of  rec- 
tal adenocarcinoma  was  made.  The 
malignancy  was  limited  to  the  rec- 
tal area  and  with  surgery  it  was 
felt  that  he  had  a favorable  prog- 
nosis. Five  days  after  operation 
he  became  extremely  suspicious  of 
the  nursing  personnel  and  began 
to  report  the  feeling  that  he  was 
being  poisoned.  He  stated  that 
everyone  was  against  him.  He  be- 
lived  the  surgery  had  been  a fail- 
ure and  that  he  would  soon  die  of 
cancer.  His  thinking  was  extreme- 
ly loose  and  he  tended  to  ramble 
from  one  topic  to  another.  The 
patient’s  past  history  revealed  that 
he  had  always  been  a lonely  and 
isolated  individual  with  a tyoical 
schizoid  personality.  He  had  lived 
alone  and  had  few  friends,  and 
never  involved  himself  in  social 
relationships,  never  dated  or  had 
sexual  relations.  He  had  continued 
to  masturbate  over  the  years  and 
felt  extremely  guilty  because  of 
this  practice.  A diagnosis  of  schizo- 
phrenic reaction  was  made  and  the 
patient  was  treated  with  pheno- 
thiazines.  He  became  more  cooper- 
ative in  his  post-operative  care  but 
required  two  months  of  Dsychi- 
atric  hospitalization  after  his  post- 
surgical  management  was  complet- 
ed. He  was  then  able  to  return  to 
work  and  has  been  continued  on 
nhenothiazine  therapy.  There  has 
been  no  return  of  severe  psychotic 
content  of  thought,  although  he 
remains  an  isolated  and  eccentric 
individual. 

The  doctor-patient  relation- 
ship has  great  importance  in 
treatment  of  the  patient  suffer- 
ing from  cancer,  particularly  be- 
cause of  the  many  fears,  both 
realistic  and  unrealistic,  and 
other  emotional  reactions  that 
accompany  the  physical  illness. 
Much  dependency  may  be  ex- 
pressed toward  the  physician 
and  he  is  sought  out  as  a con- 
stant source  of  support  by  the 
patient. 

As  well  as  deal  with  the  pa- 
tient, it  also  becomes  important 
to  deal  with  the  various  mem- 
bers of  the  family.  Relatives 
have  varying  degrees  of  fear, 
anger,  anxiety,  guilt,  or  grief, 
concerning  the  patient’s  illness 
and  hospitalization  and  ignor- 


ance may  play  a significant  role 
in  producing  such  reactions.  The 
doctor  can  do  much  to  insure  his 
patient’s  adjustment  by  initiat- 
ing and  maintaining  contact  with 
close  relatives.  If  relatives  are 
informed  about  treatment  plans, 
progress  and  prognosis,  they  are 
less  apt  to  ask  the  patient  in- 
appropriate questions.  Emotion- 
al problems  in  family  members 
are  often  as  severe  and  as  diffi- 
cult to  deal  with  as  those  of  the 
patient.  Contacting,  advising  and 
supporting  relatives  is  especially 
crucial  during  a terminal  illness, 
during  the  period  of  surgery  or 
in  seeking  permission  for  an  au- 
topsy. 

Communication  then  becomes 
of  prime  importance  between 
the  physician,  the  patient,  and 
his  familv.5  The  individual  show- 
ing good  personality  resources 
ordinarily  has  no  difficulty  in  ac- 
cepting the  diagnosis  of  carci- 
noma and  a realistic  approach 
to  its  treatment.  Hence  an  un- 
derstanding of  the  patient’s  per- 
sonality is  of  great  importance 
in  judging  as  to  what  to  tell  him. 
However,  in  most  instances,  even 
patients  with  neurotic  tendencies 
will  want  to  know  the  nature 
of  the  physical  problem.  At 
times  the  relatives  may  be  more 
difficult  to  handle  than  the  pa- 
tient. They,  again,  need  to  know 
the  seriousness  of  the  problem, 
reocommendations  for  treatment 
and  prognosis.  Often  the  rela- 
tives are  quite  concerned  that 
they  have  played  some  role  in 
causing  the  illness  and  it  is  im- 
portant to  reassure  them  em- 
phatically that  they  are  not  re- 
sponsible for  the  illness  through 
inattention  or  neglect. 

A most  important  aspect  of 
the  early  care  focuses  on  the 
psychological  preparation  for 
surgery.  A realistic  description 
of  what  can  be  anticipated  with 
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successful  surgery,  particularly 
in  regard  to  cancer  of  the  breast, 
genitalia  or  colon,  should  be  dis- 
cussed with  the  patient  in  a sim- 
ple but  straightforward  manner. 
It  is  the  physician’s  responsibil- 
ity to  inquire  of  any  unrealistic 
expectations  regarding  the  ill- 
ness, hospitalization,  and  surgi- 
cal or  radiological  procedures. 
All  patients  have  fantasies  re- 
garding the  doctor,  illness  or  sur- 
gery that  can  lead  to  further 
difficulties  if  not  explored  and 
understood  by  the  physician. 

Many  symptoms  of  emotional 
conflict  can  be  symptomatically 
treated  with  tranquilizing  and 
anti-depressant  medications.  An- 
xiety symptoms  are  often  great- 
ly relieved  by  the  use  of  minor 
tranquillizers  such  as  diazepam 
or  chlordiazepoxide.7  Drug  dos- 
age must  be  adjusted  to  each  pa- 
tient, but  with  mild  to  moderate 
anxiety,  diazepam,  in  dosages  of 
5 mg  t.i.d.  and  h.s.,  is  often 
helpful  in  alleviating  the  pa- 
tient’s symptoms  and  usually 
produces  minimal  side  effects. 
In  extremely  anxious  or  agitated 
patients,  phenothiazines  may  be 
helpful  in  controlling  the  dis- 
turbed symptomatology.  Thiori- 
dazine and  chlorpromazine  are 
commonly  used  and  either  can 
be  given  in  dosages  of  25  to  50 
mg  three  times  a day  and  bed- 
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time.  With  the  occurrence  of  se- 
vere depression  in  conjunction 
with  cancer,  therapy  with  imi- 
pramine  or  amitriptyline  may 
be  of  value.  These  compounds 
need  to  be  given  in  amounts  of 
75  to  150  mg  a day  in  order  to 
achieve  therapeutic  results.  Imi- 
pramine  is  of  more  value  in 
treating  withdrawn  and  retard- 
ed depression,  while  amitripty- 
line is  more  effective  for  the 
anxious  and  agitated  depression. 
Tranquillizing  and  anti-depres- 
sant medications  are  also  valu- 
able in  treatment  of  chronic 
pain  and  may  reduce  the  need 
for  the  use  of  narcotics.14  The 
phenothiazines  have  been  of 
particular  value  in  dealing  with 
the  problem  of  pain  associated 
with  neoplasms. 

One  of  the  most  important  as- 
pects is  to  maintain  hope  with 
the  patients  and  their  families 
and  here  the  physician-patient 
relatonships  has  fundamental 
significance.  One  should  never 
take  a totally  hopeless  attitude 
toward  a patient  with  carci- 
noma. The  will  to  live  depends 
on  hope.  With  curable  disease, 
a simple  and  honest  explanation 
of  the  procedure  and  the  ex- 
pected results  should  be  out- 
lined for  the  patient  and  his 
family  after  the  operation.  A 
supportive  psychotherapeutic  re- 
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lationship remains  important 
during  this  period. 

The  incurable  patient  taxes 
the  emotional  resources  of  the 
surgeon  as  well  as  those  of  the 
patient  and  his  family.  Even 
though  the  illness  is  not  curable, 
death  is  by  no  means  immedi- 
ate. The  patient  can  continue  to 
be  active  and  participate  in 
work,  many  activities  and  social 
relationships.  One  may  support, 
in  a subtle  way,  the  mechanism 
of  denial  so  that  the  patient  re- 
jects the  more  ominous  implica- 
tions of  his  difficulty.  Hope  is 
focused  around  control  rather 
than  cure,  and  finally  mainten- 
ence  of  a state  of  comfort  with 
minimal  pain  for  the  patient. 
As  the  disease  progresses,  the  pa- 
tient may  express  extreme  de- 
pendency feelings  on  the  physi- 
cian. The  physician  himself  of- 
ten is  confronted  with  personal 
reactions  to  the  patient,  and 
during  the  terminal  states  may 
tend  to  reject  and  avoid  the  se- 
verely ill  patient.  This  can  lead 
to  a depersonalized  relationship 
with  the  patient,  and  only  in- 
crease the  anxiety  of  death.  The 
only  important  contribution  the 
physician  can  make  at  this  point 
is  not  to  abandon  the  patient. 
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Social  Psychiatry — Pen  Years  Later 

WILLIAM  R.  CONTE,  M.D.,  Olympia,  Washington 


Ten  years  ago,  Washington  State  psychiatric  hospitals  were  overcrowded, 
understaffed,  custodial  institutions.  Now  they  are  treatment  centers  using  a 
team  approach  and  they  are  functioning  in  harmony  with  the  communities  in 
which  they  exist.  The  social  environment,  frequently  responsible  for  develop- 
ment of  emotional  problems,  has  been  turned  into  a tool  with  which  the 
patient  can  be  treated.  The  tool  then  satisfies  the  social  psychiatrist’s  concept  of 
treatment  in  a “therapeutic  community.”  Social  psychiatry,  however,  never 
forgets  that  its  success  has  a solid  foundation  in  the  basic  principles  of  general 
psychiatry. 


The  last  ten  years  spent  in 
pursuit  of  the  social  psy- 
chiatric approach  to  the  emo- 
tional ills  of  man  in  the  state- 
operated  mental  health  program 
in  Washington  has  been  an  ex- 
citing experience,  and  one  that 
supports  a feeling  of  confidence 
and  joy  in  what  has  taken  place. 

At  this  time,  it  is  difficult  to 
recall  the  condition  of  the  state 
mental  hospitals  in  1959  with 
their  tremendous  overcrowding 
and  shortages  of  staff.  Equally 
difficult  to  envision  is  the  mini- 
mal community  mental  health 
program  of  ten  years  ago  in 
which  a professional  staff  was  an 
oddity  rather  than  an  expected 
accompaniment.  Even  more 
painful  is  to  recall  the  nonpsych- 


ological  orientation  in  many 
other  institutional  programs; 
programs,  the  admission  to 
which  signified  a long-term  com- 
mitment to  isolation  and  often 
the  perpetuation  of  basic  prob- 
lems. 

I can  recall  with  equal  con- 
sternation the  relative  absence 
of  psychiatrists  in  social  psychi- 
atry only  a decade  ago.  As  al- 
ready noted,  all  professional  dis- 
ciplines were  sparsely  populated 
but  psychiatric  manpower  in 
public  mental  health  programs 
was  particularly  difficult  to  come 
by.  And,  on  the  academic  scene, 
there  was  truly  no  real  effort  to 
train  undergraduate  or  graduate 
students  to  assume  roles  beyond 
those  that  placed  primary  em- 
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phasis  on  the  one-to-one  rela- 
tionship whether  in  social  work, 
psychology,  or  psychiatry. 

It  was  in  this  setting  that  a 
professional  and  a socially  con- 
scious society  observed  the  un- 
met treatment  needs  of  large 
masses  of  the  people;  and,  out  of 
necessity,  brought  social  psychi- 
atry into  its  own.  Credit  where 
credit  is  due:  the  State  of  Wash- 
ington provided  the  climate  con- 
ducive to  change.  A delightful 
partnership  developed  between 
professionals  in  the  several  dis- 
ciplines, between  agencies  at  the 
state  level,  and  between  state 
and  community  operations.  In 
this  climate  of  receptivity  and 
anticipation,  new  and  progres- 
sive approaches  to  old  problems 
have  emerged. 

some  developments  in  Washington 

The  Washington  State  psychi- 
atric hospitals  have  become 
therapeutic  communities.  Custo- 
dial care,  so  much  a part  of  the 
program  in  the  past,  has  been 
replaced  by  intensive  treatment, 
utilizing  a multi-disciplinary 
team  approach.  Total  hospital 
resources  ( medical,  psychiatric, 
religious,  educational,  vocation- 
al) have  been  mobilized  into  a 
coordinated  array  of  services 
dedicated  to  effecting  change  in 
patients.  In  addition,  the  once 
isolated  hospitals  have  become 
closely  related  to  the  communi- 
ties they  serve,  again  utilizing 
a social  psychiatric  approach  in 
developing  community  support 
and  acceptance  of  the  dis- 
charged patient. 

Within  the  mental  hospital  a 
number  of  special  social  psychi- 
atric programs  have  emerged, 
such  as  those  for  the  socially  un- 
skilled and  chronically  mal- 
adaptive patients,  and  for  sex 
offenders.  For  children,  these 
special  programs  involve  school 


staff,  child  care  workers,  and 
probation  and  parole  officers. 
Family  therapy  and  other  types 
of  group  therapy  have  become 
commonplace. 

A mental  health  treatment 
program,  the  first  of  its  kind  in 
Washington,  is  now  an  integral 
part  of  total  services  at  the  state 
penitentiary. 

Community  mental  health 
services,  long  the  stepchildren 
of  the  mental  health  movement 
in  Washington,  have  been 
strongly  supported  by  the  pub- 
lic, not  only  with  money  but  also 
with  legislation.  While  some  of 
these  programs  continue  the  tra- 
ditional psychiatric  approach, 
most  are  giving  increasing  atten- 
tion to  social  psychiatric  tech- 
iques.  This  is  particularly  true  in 
those  community  programs  that 
endorse  the  comprehensive  serv- 
ices concept.  Today,  Washing- 
ton can  point  with  pride  to  26 
community  programs  in  22 
counties,  three  comprehensive 
centers,  in  various  stages  of  de- 
velopment, and  a state-operated 
pilot  project  in  community  men- 
tal health  and  mental  retardation 
programming  ( the  Olympic 
Center ) . 

what  is  social  psychiatry? 

In  our  state-operated  pro- 
grams in  Washington,  we  have 
come  to  define  social  psychiatry 
as  the  sub-specialty  in  the  prac- 
tice of  psychiatry  that  employs 
the  totality  of  life’s  experience 
as  the  treatment  arena  for  emo- 
tional and  behavior  disturbances. 
Of  course,  the  utilization  of  life’s 
experiences  therapeutically  im- 
plies an  orientation  of  those  ex- 
periences toward  change  in  the 
emotional  reaction  or  the  behav- 
ioral response  of  the  treatment 
candidate. 

To  suggest  merely  an  orienta- 
tion of  socio-cultural  forces  is  to 


be  glib.  Actually,  social  psychia- 
try demands  attention  from  pro- 
fessionals and  nonprofessionals 
and  fellow  patients  in  a team 
effort  directed  toward  man,  the 
social  being,  who  needs  to  ad- 
just in  socially  acceptable  pat- 
terns to  the  world  around  him. 
While  we  will  mention  later  the 
bringing  together  of  the  social 
psychiatric  treatment  staff,  it  is 
important  now  to  note  that  all 
participants,  professional,  pa- 
tients and  volunteers  alike,  are 
valued  and  indispensable.  Each 
has  his  own  contribution  sep- 
arately and  as  a member  of  the 
team.  Seen  in  this  perspective, 
social  psychiatric  treatment  is 
concerned  with  helping  patients 
achieve  maximum  social  compe- 
tence within  their  capacities  and 
potentials.  The  value  of  a mixed 
team  is  seen  in  the  opportunity 
to  provide  a clear  vision  of  ac- 
ceptable social  behavior  and  an 
opportunity  to  test  behavior  in 
relationships  with  professionals, 
fellow  patients  and  representa- 
tives from  the  community. 

To  understand  this  view  one 
must  observe  that  the  social  en- 
vironment which  may  be  respon- 
sible in  large  measure  for  the 
development  of  emotional  prob- 
lems may,  if  properly  employed, 
be  converted  into  a therapeutic 
tool.  At  the  moment  we  must  be 
content  with  conversions  of  bits 
and  pieces  of  that  environment 
into  small  and  sometimes  isolat- 
ed programs.  However,  it  is  not 
too  much  to  hope  for  an  expand- 
ed arena  for  treatment!  Indeed, 
the  utilization  of  these  influenc- 
es on  the  emotional  nature  of 
man  should  be  carefully 
planned.  The  degree  of  effectiv- 
ity  of  such  programming  is  di- 
rectly proportional  to  the  degree 
of  sophistication  of  those  who 
participate  in  it. 

If  the  basic  tenets  upon  which 
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social  psychiatry  are  founded 
are  reasonable  and  applicable, 
an  experience,  in  any  locale,  and 
involving  any  willing  and  inter- 
ested participant  could  become 
a therapeutic  tool.  As  evidence 
of  this,  one  need  only  recall  the 
sheltered  workshop,  the  indus- 
trial program,  or  the  reactional 
effort  which  offers  strength, 
leadership,  and  support  to  those 
who  participate  in  it.  The  real 
challenge— indeed,  the  real  tal- 
ent requirement— is  that  of  con- 
verting the  usual  everyday  life 
experience  into  a therapeutic 
situation. 

the  therapeutic  community 

In  the  controlled  situation  of 
a large  mental  hospital,  the  de- 
velopment of  a therapeutic  ori- 
entation is  somewhat  more  easily 
accomplished.  In  fact,  the  thera- 
peutic community  concept  had 
its  origin  in  mental  hospitals 
where  medical  staff,  nurses,  so- 
cial workers,  attendants,  psych- 
ologists, and  chaplains  have 
worked  together  to  develop  an 
environment  conducive  to  the  re- 
lief of  anxiety  and  an  interaction 
which  leads  to  self-understand- 
ing. 

As  described  by  Rapoport, 
“One  of  the  brightest  stars  in 
the  social  psychiatric  firmament 
is  the  ‘therapeutic  community’ 
idea.  According  to  this  approach, 
the  hospital  is  seen  not  as  a 
place  where  patients  are  classi- 
fied and  stored,  nor  a place 
where  one  group  of  individuals 
(medical  staff)  gives  treatment 
to  another  group  of  individuals 
( patients ) according  to  the  mod- 
el of  the  general  medical  hospi- 
tal; but  as  a place  which  is 
organized  as  a community  in 
which  everyone  is  expected  to 
make  some  contribution  toward 
the  shared  goals  of  creating  a 


social  organization  that  will  have 
healing  properties.  The  thera- 
peutic community  views  treat- 
ment as  located  not  in  the  ap- 
plication by  specialists  of  cer- 
tain shocks,  drugs,  or  interpreta- 
tions, but  in  the  normal  inter- 
actions of  healthy  community 
life.”1 

the  community  as  a 
therapeutic  agent 

The  extension  of  the  social 
psychiatric  approach,  the  thera- 
peutic community,  beyond  the 
confines  of  the  mental  hospital 
into  the  greater  community  is 
more  difficult  but  is  being  ac- 
complished . While  the  same 
team  approach  can  be  trans- 
planted, the  effective  utilization 
of  the  neighborhood  church, 
school,  and  industry,  into  a 
closely  knit  array  of  services  is 
slow.  The  involvement  of  many 
people  makes  planning  and  co- 
ordination difficult,  but  not  im- 
possible. Without  this  totality 
of  coordinated  services,  psychi- 
atry is  traditional  one-to-one 
psychotherapy  in  a community 
setting.  With  this  totality  of  co- 
ordinated services,  community 
psychiatry  is  social  psychiatry. 

goals 

The  application  of  the  social 
psychiatric  approach  in  any  set- 
ting calls  forth  certain  basic 
goals  to  be  developed  within  the 
social  treatment  environment. 
Some  of  these  goals  are  set  forth 
by  Rapoport  as  follows:1 

a.  To  provide  patients  with 
experiences  that  will  minimize 
their  distortions  of  reality. 

b.  To  facilitate  realistic  and 
meaningful  communications 
with  others. 

c.  To  facilitate  participation 
with  others  so  that  patients  may 
derive  greater  satisfaction  and 
security. 


d.  To  reduce  anxiety  and  in- 
crease comfort. 

e.  To  increase  self-esteem. 

f.  To  provide  insight  into  the 
causes  and  manifestations  of  ill- 
ness. 

g.  To  mobilize  initiative  and 
to  motivate  patients  to  realize 
more  fully  their  potentials  for 
creativity  and  productivity. 

new  roles 

Psychiatrists  serve  numerous 
roles  in  social  psychiatry.  Some 
roles  relate  to  their  professional 
orientation,  others  to  leadership 
in  administrative  operations. 
They  are  coming  into  social 
psychiatric  settings  in  increasing 
numbers,  both  as  participants 
and  as  leaders.  Their  treatment 
skills  are  equally  useful  in  both 
areas.  Unfortunately,  adminis- 
tration as  a procedure  requiring 
treatment  skills  is  often  over- 
looked. 

The  social  psychiatric  proc- 
ess is  based  upon  a democratic 
view.  The  various  individuals 
who  are  involved  in  the  multi- 
person approach  to  treatment 
must  have  respect  for  each  oth- 
er, both  as  individuals  and  as 
therapeutic  agents.  Without  this 
respect  for  the  contribution  of 
others,  the  treatment  approach 
tends  to  revert  to  the  traditional 
one-to-one,  whether  it  be  in 
psychiatry,  social  work,  or  nurs- 
ing. With  mutual  respect  there 
is  an  opportunity  for  a sharing 
of  knowledge  and  skills,  and  a 
truly  composite,  teamlike  ap- 
proach to  the  patient  problem. 

Attitudes  of  cooperation  cer- 
tainly are  not  inborn  traits.  They 
must  be  developed,  and  when 
once  established,  they  must  be 
carefully  nurtured  if  they  are  to 
survive.  In  social  psychiatry, 
where  indeed  the  total  treatment 
effort  is  dependent  up  coop- 
eration of  the  various  partici- 
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pants,  it  is  essential  that  careful 
attention  be  given  to  the  devel- 
opment of  the  team  and  continu- 
ing attention  be  given  to  the 
matter  of  cooperation  as  the 
treatment  is  in  progress. 

administrative  psychiatry 

w e have  discovered  in  the 
Washington  system  that  the  best 
approach  is  one  that  encourages 
participation  of  all  interested 
parties  in  the  very  earliest  stages 
of  planning  a social  psychiatric 
program.2  This  is  to  say,  that 
the  various  potential  members 
of  the  team  must  come  together, 
must  share  their  views,  must  in- 
dicate what  their  contributions 
can  be,  and  then  must  proceed 
to  plan  a methodical  implemen- 
tation of  their  efforts. 

This  coming  together  around 
the  planning  tables  requires  con- 
siderable maturity  and  support 
from  fellow  participants.  Each 
individual  must  be  ready  to  give 
up  his  traditional  role  or  his  pet 
project  and  be  able  to  look  dis- 
passionately at  the  assigned  top- 
ic. When  this  condition  has  been 
met,  the  team  has  been  estab- 
lished and  from  that  point  on 
there  can  be  smooth  sailing. 
Planning  leads  to  implementa- 
tion which  calls  again  on  each 
individual  to  share  his  talents 
and  his  ideas  in  approaching  the 
treatment  task. 

A therapeutic  community  in 
an  institution,  or  treatment  mi- 
lieu at  the  community  level,  can- 
not be  accomplished  if  it  is 
directed  by  a leader.  Rather  it 
can  only  be  accomplished  when 
those  who  will  implement  the 
program  come  together  in  a 
spirit  of  pooling  their  efforts, 
sharing  their  understanding,  and 
approaching  the  assigned  task 
with  a common  goal. 

On  of  the  beauties— indeed,  a 
necessary  by-product— of  this  ad- 


ministrative approach  is  that  it 
supports  personnel  at  all  levels 
of  the  administrative  structure. 
Many  times,  individuals  who 
have  felt  insecure,  and  appeared 
to  be  less  likely  contributors, 
have  been  helped  to  greater  lev- 
els of  confidence  and  have  be- 
come highly  effective  partici- 
pants in  the  therapeutic  effort. 

Many  psychiatrists  are  not  in- 
terested in,  or  capable  of,  the 
administrative  role— they  would 
prefer  team  membership  where, 
again,  the  training  of  the  psy- 
chiatrist and  the  basic  tenets  of 
his  discipline  have  special  appli- 
cation in  collaboration  with 
others. 

contribution  of  basic  psychiatry 

While  social  psychiatry  relies 
heavily  upon  group  processes 
and  social  and  cultural  influenc- 
es for  its  effectiveness,  it  is,  none- 
theless, a branch  of  psychiatry. 
It  is,  in  fact,  dependent  upon 
basic  psychological  orientations 
that  are  held  in  high  regard 
throughout  the  psychiatric  field. 
Take,  for  example,  the  contribu- 
tions of  Freud  and  the  psycho- 
analytic approach.  The  mechan- 
isms of  defense,  understanding 
of  the  psychosexual  ( psycho- 
social ) development  of  the  child, 
the  concept  of  the  id,  ego,  and 
superego  development,  and  the 
problems  of  dependency,  trans- 
ference, and  countertransference, 
are  all  essential  elements  in  the 
understanding  of  social  psychi- 
atry and  contribute  greatly  to 
the  effectiveness  of  the  social 
psychiatric  approach.  How  could 
one  ever  hope  to  orient  the  host 
of  “others”  in  the  treatment  pro- 
cess if  he  could  not  rely  on  these 
elementary  concepts  of  human 
behavior? 

There  is,  of  course,  a very 
basic  difference  in  how  these 
psychological  phenomena  are 


utilized  in  the  treatment  process. 
In  formal  psychotherapy,  partic- 
ularly that  which  follows  the 
psychoanalytic  pattern,  empha- 
sis is  placed  on  how  the  various 
manifestations  of  anxiety  came 
into  being.  Generally,  there  is 
a methodical  and  often  very 
time-consuming  unraveling  of 
mechanisms  and  conflicts  in  the 
hope  that  a careful  personality 
analysis  might  be  accomplished. 
In  social  psychiatry,  how- 
ever, these  phenomena  are  ac- 
cepted and  utilized  in  treatment 
as  a part  of  the  interaction  be- 
tween the  patient  and  his  thera- 
peutic environment.  No  real  ef- 
fort is  extended  to  develop  an 
understanding  of  how  the  phe- 
nomena came  into  being. 

Manifest  dependency,  exces- 
sive use  of  the  varied  mechan- 
isms of  defense,  including  those 
revealed  in  neurotic  or  psychot- 
ic processes,  become  instruments 
of  interaction  between  patients 
and  the  treatment  environment. 
Under  sophisticated  guidance, 
these  interactions  can  be  util- 
ized to  help  the  patient  modify 
his  behavior,  to  find  support  for 
his  dependency,  and  ultimately, 
to  make  his  mechanisms  of  de- 
fense less  necessary. 

But  perhaps  the  concept  of 
the  utilization  of  behavioral 
characteristics  can  be  better 
understood  by  noting  the  work 
of  Karen  Horney,  another  great 
contributor  to  psychiatric  liter- 
ature. Her  concept  of  the  neurot- 
ic tendency  to  deal  with  basic- 
anxiety  by  moving  against,  away 
from,  or  along  with  people  is  of 
tremendous  significance,  These 
phenomena,  which  she  refers 
to  as  aggression,  compliance,  and 
withdrawal,  all  stem  from  basic 
conflicts.  Again,  in  the  formal 
psychotherapeutic  relationship, 
an  effort  is  made  to  discover 
why  or  how  these  basic  person - 
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ality  patterns  came  into  being. 
In  social  psychiatry,  however, 
the  emphasis  is  placed  on  the 
fact  that  the  patient  does  mani- 
fest this  behavior  now.  Thus, 
those  who  express  their  aggres- 
siveness find  in  the  social  milieu 
a resistance  to  that  aggressive- 
ness which,  when  perceived  by 
the  patient  as  unacceptable  to 
others,  can  be  modified  to  assist 
him  in  developing  a more  har- 
monious relationship  to  the  rest 
of  the  world.  It  is  hoped  that 
this  modification  will  move  the 
individual  toward  greater  ac- 
ceptance by  others  will  lead 
to  reduced  need  for  the  aggres- 
sive pattern.  The  same  phenom- 
enon applies  to  the  other  person- 
ality patterns. 

While  formal  psychotherapy  is 
held  in  high  regard  by  all  of  us 
in  psychiatry,  and  is  viewed  as 
the  ultimate  in  psychoanalytic 
approach  to  patients,  one  must 
realize  that  not  all  patients  are 
candidates  for  the  intensive  per- 
sonality analysis  called  for  in 
most  psychotherapeutic  situa- 
tions. In  fact,  many  patients, 
even  though  they  may  be  emo- 
tionally and  intellectually  capa- 
ble of  accepting  such  treatment 
efforts,  are  not  willing  to  devote 
the  time  and  money  to  it.  In 
social  psychiatry,  the  hope  is 
that  one  may  observe  and  ac- 
cept the  patient  as  he  is  with 
whatever  personality  characteris- 
tics he  manifests  and  for  what- 
ever reasons  those  manifesta- 
tions may  be  evident.  When 
accepted  and  inserted  into  the 
social  treatment  milieu,  the  proc- 
ess of  social  interaction  is  set  in 
motion  and  it  is  in  this  environ- 
ment that  behavioral  and  person- 
ality modifications  are  accom- 
plished. Basic  to  this  treatment  is 
the  development  of  interpersonal 
relationships.  The  field  of  social 
psychiatry  is  upgraded  when 


those  relationships  are  ap- 
proached with  greater  enlighten- 
ment and  at  a higher  level  of 
sophistication  by  the  participants 
involved. 

the  contributions  of  psychi- 
atry, basic  as  they  are  to  the 
understanding  and  treatment  of 
emotional  disorders,  are  funda- 
mental to  social  psychiatry,  and 
when  combined  with  the  con- 
tributions of  the  social  sciences, 
insure  the  eclectic  nature  of  the 
field. 

training  and  research 

Although  varying  considera- 
bly in  their  orientation  and 
scope,  a number  of  training  pro- 
grams have  developed  in  com- 
munity psychiatry  over  the  past 
several  years.  Some  tend  to  per- 
petuate the  traditional  one-to- 
one  relationship  and  implant  it 
at  the  community  level.  Others 
follow  the  dictates  of  social  psy- 
chiatry and  set  the  stage  for 
the  multi-person  approach  to 
treatment. 

It  has  been  my  thought  that 
psychiatrists  entering  the  field 
of  social  psychiatry  need  to  be 
well  versed  in  the  principles  of 
psychiatry.  We  feel,  further,  that 
they  need  a sound  understand- 
ing of  the  principles  of  psycho- 
therapy because  these  principles 
form  the  fundamental  contribu- 
tion of  psychiatry  to  the  social 
approach,  and  these  skills  are  an 
ever  present  need  in  the  admin- 
istrative leadership  of  social 
psychiatric  programs.  I would 
recommend  a change  in  empha- 
sis away  from  individual  psycho- 
therapy to  a better  orientation 
in  the  social  sciences  and  in 
community  organization. 

In  the  field  of  research  it  is 
quite  apparent  that  the  basic 
hypotheses  of  social  psychiatry 
need  to  be  tested.  In  addition, 
administrative  psychiatry  should 


be  subjected  to  scientific  ob- 
servation so  that  its  tenets  may 
be  formalized  in  ways  that  will 
make  them  more  easily  taught. 
This  suggestion  cannot  be  em- 
phasized strongly  enough  since 
administrative  psychiatry  holds 
the  hope  of  mobilizing  the  total- 
ity of  life’s  experiences  into  truly 
therapeutic  instruments  for  the 
benefit  of  the  emotionally  ill. 

concluding  remarks 

Social  psychiatry  is  dependent 
upon  group  interaction,  upon 
leadership  which  is  enthusiastic 
and  communicative,  and  upon 
the  expectation  of  behavioral 
change  and  a more  productive 
existence.  Calling  upon  the  social 
and  psychological  sciences  for 
its  basic  tenets,  social  psychiatry 
encompasses  a host  of  treatment 
opportunities.  In  so  doing  it 
holds  out  a treatment  hope  for 
many  not  reached  by  tradition- 
al efforts. 

P.O.  Box  768  (98501) 
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OREGON 


Oregon  Medical  Association- 21 64  s.w.  park  place,  Portland,  Oregon  97205 

president  Noel  B.  Rawls,  M.D.,  Astoria 

secy-treas.  Lawrence  M.  Lowell,  M.D.  Portland 
executive  secy.  Mr.  Robert  O.  Bissell,  Portland 


Kingery  Named  to  Council 

Frederick  A.  J.  Kingery,  Clinical  Professor  of 
Dermatology,  University  of  Oregon  Medical  School, 
Portland,  has  been  named  a member  of  the  new 
Council  for  the  National  Program  for  Dermatology 
of  the  American  Academy  of  Dermatology. 

The  group  will  be  responsible  for  studying  and 
implementing  the  Academy’s  comprehensive  Na- 
tional Program  report  aimed  at  controlling  skin 
diseases.  Proposals  in  the  Program  cover  patient 
service,  education,  and  research. 

Drug  Advertising  Testimony 

Max  H.  Parrott,  a Portland  obstetrician,  recently 
appeared  before  Wisconsin  Senator  Gaylord  Nelson's 
Small  Business  Monopoly  Subcommittee  in  defense 
of  American  Medical  Association  publications’  poli- 
cies with  regard  to  drug  advertising. 

Senator  Nelson  has  been  one  of  the  pharmaceu- 
tical industry’s  and  medicine’s  harshest  Congressional 
critics.  Dr.  Parrott  was  re-elected  to  a second  term 
on  the  AMA  Board  of  Trustees  at  the  Association’s 
New  York  meeting  in  July. 

Dr.  Parrott,  appearing  with  another  AMA  Trustee, 
L.  O.  Simensted  of  Wisconsin,  defended  the  space 


advertising  practices  of  the  AMA’s  numerous 
journals,  particularly  the  Journal  of  the  American 
Medical  Association. 

A past  Oregon  Medical  Association  President, 
Dr.  Parrott,  vigorously  denied  any  type  of  con- 
spiracy between  the  drug  industry  and  organized 
medicine,  an  allegation  which  Nelson  has  voiced 
on  numerous  occasions. 

Cohen  Elected  OHA  President 

William  Cohen,  Portland  internist,  was  elected 
president  of  the  Oregon  Heart  Association  on  June 
10.  He  has  been  active  in  the  organization  for  some 
time,  serving  as  chairman  of  a number  of  Heart 
Association  committees. 

Distinguished  Achievement  Recognized 

Albert  Starr,  University  of  Oregon  Medical  School 
chief  of  cardio-pulmonary  surgery  and  a developer 
of  the  Starr-Edwards  Heart  Valve,  recently  received 
an  award  of  merit  for  distinguished  achievement  in 
medicine  from  the  Columbia  University  College  of 
Physicians  and  Surgeons. 

Dr.  Starr  is  a 1949  graduate  of  the  School. 
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WASHINGTON 


Washington  State  Medical  Association — 444  ne.  ravenna  blvd.,  Seattle,  Washington  98us 

president  Robert  P.  Parker,  M.D.,  Spokane 

secretary  ].  Walfred  Wallen,  M.D.,  Burlington 
executive  secretary  Mr.  R.  F.  Gorman,  Seattle 


Heart  Association  Elects 

A.  Dean  Johnson,  Seattle  cardiologist,  was  elected 
president  of  Washington  State  Heart  Association 
at  its  annual  meeting,  May  2,  in  Seattle.  He  suc- 
ceeds Sherman  W.  Day,  Seattle  surgeon. 

Dr.  Johnson  graduated  from  Northwestern  Uni- 
versity School  of  Medicine.  He  was  co-founder 
of  the  Cardiovascular  Research  Unit  at  King  County 
Hospital,  and  has  been  chairman  of  the  Heart  As- 
sociation’s research  allocations  committee  for  many 
years. 

Chosen  president-elect  was  Robert  J.  Itoxsey, 
Wenatchee. 

Newly  elected  to  the  Board  of  Trustees  are: 
Donald  H.  Ballew,  Yakima;  Allen  E.  Doan,  Belle- 
vue; Burton  R.  Gowing  and  William  McKee,  both 
of  Wenatchee;  Charles  V.  Farrell,  Bellingham;  Cor- 
nelia M.  Van  Prooyen,  Centralia;  Dean  K.  Crystal, 
Sherman  W.  Day,  Donal  R.  Sparkman,  Robert  L. 
Van  Citters  and  William  E.  Watts,  all  of  Seattle. 


New  Officers  of  the  Washington 
Academy  of  General  Practice 

Richard  H.  Ganz,  Spokane,  is  the  new  President 
of  the  Washington  Academy  of  General  Practice; 
the  annual  meeting  of  the  academy  was  held  in 
June. 

Other  officers  of  the  academy  include:  Leeon  F. 


Aller  Jr.,  Snohomish,  President-Elect;  Robert  C. 
Johnson,  Tacoma,  Vice  President;  William  A.  Ehlers, 
Lacey,  Secretary-Treasurer;  Paul  M.  Tueffers,  Se- 
attle, Assistant  Secretary-Treasurer;  Wayne  B.  Zook, 
Wenatchee,  Speaker,  House  of  Delegates;  Huber  K. 
Grimm,  Seattle,  Trustee-West  Side;  Charles  A.  Ham- 
mond, Marysville,  Trustee-West  Side;  David  W. 
Rabak,  Seattle,  Trustee-West  Side;  Robert  M.  Bond, 
Walla  Walla,  Trustee-East  Side;  Amos  P.  Bratrude, 
Omak,  Trustee-East  Side;  Norman  A.  Erie,  Tacoma, 
Trustee-West  Side;  Erroll  W.  Rawson,  Seattle,  West 
Side  Delegate  to  the  American  Academy  of  General 
Practice  and  Vice  Speaker  and  Parliamentarian; 
Charles  C.  Strong,  Vancouver,  Alternate  West  Side 
Delegate  to  the  AAGP;  Louis  S.  Dewey,  East  Side 
Delegate  to  the  AAGP;  Frederick  J.  Schwind,  Ta- 
coma; Vice  Speaker;  Arthur  L.  Ludwick,  Wenat- 
chee, Sgt.-at-Arms. 


7 969  Health  Laws  In  Effect 
Venereal  Disease  ( House  Bill  309) 

HB  309  removes  the  problem  of  minority  in  terms 
of  legal  capacity  to  consent  to  medical  treatment. 
It  does  not  answer  the  problem  that  may  exist  as 
to  the  mental  capacity  of  the  minor  to  consent  to 
such  treatment  which  of  course  is  primarily  a quest- 
ion of  fact  in  each  individual  case.  This  conten- 
tion, however,  can  be  made  even  in  the  case  of  an 
adult.  It  also  does  not  answer  the  problem  of 

continued  on  page  954 
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ROBERT  P.  PARKER,  M.D. 


Peer  Review 


Satchel  Paige  once  said,  “Don’t  look  back,  some- 
one might  be  gaining  on  you.”  George  Orwell  pre- 
dicted Big  Brother  wouldn’t  be  here  until  1984. 
Well,  doctor,  if  you  ignore  Satchell’s  advice,  you  will 
find  Mr.  Orwell  may  have  missed  the  mark  by  about 
fourteen  years— there  is  quite  a line  forming  behind 
you.  The  ever-present  Internal  Revenue  is  always 
checking,  Medicare  wants  to  know  did  you  cheat  if 
you  made  over  $25,000,  your  County  Society  prob- 
ably reviews  to  see  that  you  don’t  overcharge,  the 
hospital  Utilization  Review  Committee  watches  how 
long  you  keep  patients  in  the  hospital,  nursing 
homes  tap  you  on  the  shoulder  to  get  over  at  least 
once  a month— a fairly  good  sized  crowd,  and  it  may 
get  larger. 

Peer  Review  is  nothing  new— good  hospitals  have 
long  done  surgical  and  medical  audits,  and  since 
Medicare,  the  review  committees  already  mentioned 
have  been  formed.  The  AM  A has  given  Peer  Review 
its  highst  endorsement,  “As  the  most  meaningful 
method  of  creating  a public  awareness  of  medicine’s 
efforts  to  assure  high  quality  health  services  at  a 
reasonable  cost.” 


However,  the  rules  of  the  game  may  be  broad- 
ened. There  are  indications  that  someday  you  may 
be  reviewed  not  only  as  to  the  quantity  of  your 
practice,  but  also  the  QUALITY  of  care  you  give, 
both  in  the  hospital  and  in  your  office  as  well. 

The  Illinois  State  and  the  Chicago  Medical  So- 
cieties are  forming  teams  of  physicians  to  examine 
records  and  evaluate  care  of  Medicaid  patients.  Pre- 
sumably consistent  poor  care  would  be  cause  to  drop 
the  doctor  from  the  program.  The  New  York  State 
Medical  Society  is  also  moving  this  way.  This  last 
month,  the  WSMA  House  of  Delegates  encouraged 
county  societies  to  implement  Peer  Review  and  an 
Ad  Hoc  Committee  is  currently  studying  just  how  far 
and  in  what  direction  this  review  should  go.  It  may 
very  well  be  that  the  line  behind  you  will  be  longer. 


* 
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There’s  a good  chance  your  patient  needs 
more  than  a non-prescription  analgesic  for  pain  relief. 
Especially  after  self-medication  has  failed. 

Because  continuing,  increased  pain  and  discomfort 
may  in  part  be  a reflection  of  anxiety, 

Equagesic  is  worthy  of  consideration.  In  a 

single,  non-narcotic  preparation,  it  helps  relieve  pain  . . . 

and  associated  anxiety  and  tension. 


Tablets 

Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient's  welfare. 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics— has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and 
coordination.  If  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated).  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported.  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
lightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data,  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombinemic  hemorrhage  (usually  requires 
whole  blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage.  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories 


Philadelphia,  Pa. 
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“informed  consent”  which  can  always  be  raised. 
But  again,  this  doctrine  can  be  raised  by  an  adult. 
The  Act  relieves  the  parent  or  guardian  from  lia- 
bility for  the  payment  of  any  such  medical  care 
furnished  to  the  minor  pursuant  to  the  statute.  If 
the  parent,  or  guardian,  does  not  also  consent  to 
such  treatment,  they  are  not  liable. 

(Effective  August  11,  1969)  Chapter  164,  Laws 
of  1969,  First  Extraordinary  Session. 

“NEW  SECTION . Section  1.  A minor  fourteen 
years  of  age  or  older  who  may  have  come  in  con- 
tact with  any  venereal  disease  or  suspected  venereal 
disease  may  give  consent  to  the  furnishing  of  hos- 
pital, medical  and  surgical  care  related  to  the  diag- 
nosis or  treatment  of  such  disease.  Such  consent 
shall  not  be  subject  to  disaffirmance  because  of 
minority.  The  consent  of  the  parents,  parents,  or 
legal  guardian  of  such  minor  shall  not  be  necessary 
to  authorize  hospital,  medical  and  surgical  care 
related  to  such  disease  and  such  parent,  parents, 
or  legal  guardian  shall  not  be  liable  for  payment 
for  any  care  rendered  pursuant  to  this  section.” 

Immunity  Members  Medical  Review 
Committees  ( House  Bill  392) 

To  encourage  and  insure  that  professional  com- 
mittees of  medical  societies,  licensed  hospitals  or 
extended  care  facilities  evaluate  the  credentials  and 
qualifications  of  physicians  and  take  necessary  action 
if  poor  quality  or  unwarranted  care  is  given,  the 
WSMA  sponsored  HB  392.  The  bill  is  designed  to 
protect  members  of  review  committees  from  suits 
for  libel  or  slander  by  those  being  evaluated.  The 
purpose  is  to  promote  full  and  honest  evaluation 
by  such  committees  without  being  hampered  by 
fear  of  lawsuits  if  the  doctor  is  denied  staff  privil- 
eges or  society  membership.  This  does  not  pre- 
vent a physician  or  dentist  from  instituting  a suit 
against  a hospital  or  society  for  membership.  It 
merely  prevents  suits  against  individual  doctors  or 
dentists  for  damages  arising  out  of  their  activities 
as  members  of  such  a committees. 

Chapter  157,  Laws  of  1969,  First  Extraordinary 
Session.  (Effective  August  11,  1969) 

“NEW  SECTION . Section  1.  There  is  added  to 
Chapter  4.08  RCW  a new  section  to  read  as  fol- 
lows: 

Physicians  licensed  under  chapters  18.71  or  18.57 
RCW  and  dentists  licensed  under  chapter  18.32 
RCW  who  are  members  of  review  committees  for 
medical  or  dental  societies,  and  licensed  hospitals, 
or  committees  whose  duties  require  evaluation  of 
credentials  and  qualifications  of  physicians  and  den- 
tists shall  be  immune  from  civil  action  for  damages 


arising  out  of  the  performance  of  their  duties  on 
such  committees,  where  such  actions  are  being 
brought  by  or  on  behalf  of  the  person  who  is  being 
evaluated.” 

Interim  Study  on  Malpractice 
Insurance 

(House  Floor  Resolution  69-112) 

The  WSMA  Medical  Defense  Committee  through 
the  WSMA  Division  on  Government  Affairs  is  work- 
ing with  the  Legislative  Council  Committees  on 
judiciary,  and  Public  Health  and  Welfare.  Recom- 
mendations are  not  expected  until  he  1971  Legis- 
lative Session. 

“WHEREAS,  The  number  of  malpractice  cases 
against  licensed  professionals  in  the  state  of  Wash- 
ington and  across  the  country  is  on  the  increase;  and 

WHEREAS,  The  increased  number  of  malpractice 
suits  and  damages  granted  in  Washington  courts  in 
malpractice  cases  directly  affects  the  cost  to  the 
public  for  services  of  licensed  professionals,  partic- 
ularly those  in  the  health  field;  and 

WHEREAS,  The  increasing  threat  of  such  mal- 
practice actions  tends  to  require  that  professionals 
order  and  require  tests  and  other  additional  services 
at  added  expense  to  the  public  when  the  same  may 
not  be  required,  but  are  felt  by  professional  people 
as  necessary  to  protect  against  possible  future  liti- 
gation; and 

WHEREAS,  It  is  to  the  benefit  of  the  public 
that  architects,  attorneys,  engineers,  dentists,  physi- 
cians and  other  licensed  professionals,  and  the  public 
they  serve,  have  clear  understanding  of  the  legal 
responsibilities  of  professionals  to  the  public; 

NOW,  THEREFORE,  BE  IT  RESOLVED,  by 
the  House  of  Representatives,  That  the  Judicial 
Committee  of  the  Legislative  Council  is  authorized 
and  directed  to  undertake  a study  of  laws  relative 
to  malpractice,  including  those  governing  evidence, 
standards  of  conduct  within  a community,  statutes 
of  limitation  and  informed  consent;  to  make  recom- 
mendations as  to  the  changes,  if  any,  that  are  desir- 
able; and  to  draft  appropriate  legislation  relative 
thereto  for  presentation  to  the  next  regular  session 
of  the  Legislature.” 


TITLES  HEALTH  RELATED  LEGISLATION 
ENACTED  1969 

Copies  of  the  new  laws  are  available  from  Div. 
of  Government  Affairs,  Washington  State  Medical 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
I nesium  hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 

action  of  simethicone.2 

| Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Danhof,  I.  E .:  Report  on  file.  2.  Hoon,  J R.:  Arch.  Surg.  93:467  (Sept.)  1966. 


955 

Northwest  Medicine,  October,  1969 


Photo  professionally  posed, 


No  injection  after  all! 


This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal , 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN*VEE®K 

(potassium  phenoxymethyl  penicillin) 
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Association,  302  Security  Building,  Olympia,  Wash- 
ington 98501.  Area  Code  206,  352-4848. 

Public  Assistance— Recipients  Generally— Work  In- 
centive, House  Bill  375,  Chapter  14,  Laws  1969. 
effective  June  12,  1969 

Public  Assistance— Recipients  of  Aid  to  Families 
with  Dependent  Children— Work  Incentive,  Senate 
Bill  344,  Chapter  15,  Laws  of  1969,  effective  March 
17,  1969 

Rules  of  the  Road— Emergency  Vehicles— House 
Bill  34,  Chapter  23,  Laws  of  1969,  effective  June 
12,  1969 

Eligibility  State  School  for  Blind  and  Deaf—  Senate 
Bill  49,  Chapter  39,  Laws  of  1969,  effective  June 
12,  1969 

State  Institutions  — Officers— Residence  Require- 
ments, House  Bill  179,  Chapter  56,  Laws  of  1969, 
effective  June  12,  1969 

Community  Mental  Health  Programs,  House  Bill 
570,  Chapter  61,  Laws  of  1969,  effective  June  12, 
1969 

Health  Care  Service  Contractors,  Substitute  House 
Bill  205,  Chapter  115,  Laws  of  1969,  effective 
June  12,  1969 

Professional  Service  Corporations,  Senate  Bill  109, 
Chapter  122,  Laws  of  1969,  effective  June  12,  1969 

State  Government— Governor,  Office  of  Program 
Planning  and  Fiscal  Management,  Senate  Bill  326, 
Chapter  239,  Laws  of  1969  Extraordinary  Session, 
effective  August  11,  1969 

Crimes  and  Criminal  Procedures— Records  of  Iden- 
tification-Narcotic Drugs,  Dangerous  Drugs,  Can- 
nabis-Erotic Materials,  Substitute  House  Bill  116, 
Chapter  256,  Laws  of  1969  Extraordinary  Session, 
effective  August  11,  1969 

Public  Assistance,  Funeral  Expenses  — Coroners, 
Disposition  of  Human  Remains  to  Participating 
Mortuary— Morticians  or  Employees  Disqualified  as 
Coroner,  House  Bill  382,  Chapter  259,  Laws  of 
1969  Extraordinary  Session,  effective  August  11, 
1969 

University  of  Washington  Drug  Testing  Labora- 
tory, Senate  Bill  754,  Chapter  266,  Laws  of  1969 
Extraordinary  Session,  effective  May  23,  1969 

State  Hospitals  for  the  Mentally  111— Responsibility 
for  Patient  Costs,  Senate  Bill  176,  Chapter  268, 
Laws  of  1969  Extraordinary  Session,  effective  Au- 
gust 11,  1969 

Health  Care— Dependent  Child  Coverage  by  health 
care  contractors,  Substitute  House  Bill  130,  Chap- 
ter 128,  Lawe  of  1969  Extraordinary  Session,  effec- 
tive August  11,  1969 

Glue  Sniffing,  House  Bill  311,  Chapter  149,  Law 


of  1969  Extraordinary  Session,  effective  August  11, 
1969 

Tuberculosis  Hospital  in  East  and  West  part  of 
state.  Senate  Bill  413,  Chapter  164,  Laws  of  1969 
Extraordinary  Session,  effective  August  11,  1989 

Public  Assistance— Fair  Hearings— Child  Welfare 
and  Day  Care  Advisory  Committee— Food  Stamp 
Program— Personal  and  Special  Care,  House  Bill  3/6, 
Chapter  172,  Laws  of  1969  Extraordinary  Session, 
effective  August  11,  1969. 

Public  Assistance— Administration  — Eligibility- 
Medical  Care— Dependent  Children,  Substitute 
House  Bill  377,  Chapter  173,  Laws  of  1969  Extra- 
ordinary Session,  effective  August  11,  1969 

Eye  Protection  School  Shops,  Substitute  House 
Bill  158,  Chapter  179,  Laws  of  1969  Extraordinary 
Session,  effective  August  11,  1969 

Public  Assistance— Governor’s  Advisory  Commit- 
tee on  Vendor  Rates,  House  Bill  640,  Chapter  203, 
Laws  of  1969  Extraordinary  Session,  effective  Au- 
gust 11,  1969 

Migrant  Farm  Workers—  Housing  and  Sanitation 
Standards,  Senate  Bill  474,  Chapter  231,  Laws  of 
1969  Extraordinary  Session,  effective  May  3,  1969. 

White  Cane  Laic— Blind,  Visually  Handicapped 
and  Otherwise  Physically  Disabled  Persons,  Senate 
Bill  277,  Chapter  141,  Laws  of  1969,  effective  June 
12,  1969 

Vision  Care— Optometrists— Health  Care  Service 
Contractors,  House  Bill  245,  Chapter  143,  Laws  of 
1969,  effective  June  12,  1969 

Public  Health— Federal  Funds,  House  Bill  332, 
Chapter  25,  Laws  of  1969  Extraordinary  Session, 
effective  August  11,1969 

Public  Hospital  Districts— Bonds,  Interest  Rates— 
Debt  Limit,  Senate  Bill  242,  Chapter  65,  Laws  of 
1969  Extraordinary  Session,  effective  August  11, 
1969. 

Health  Districts—  Board,  Composition,  Senate  Bill 
195,  Chapter  70,  1969  Extraordinary  Session,  effec- 
tive August  11,  1969 

Pharmacy  Board— Employees,  Police  Powers,  Sen- 
ate Bill  261,  Chapter  82,  Laws  of  1969  Extraordin- 
ary Session,  effective  August  11,  1969 

Local  Health  Officers— Qualifications  — Appoint- 
ments, Substitute  House  Bill  415,  Chapter  114,  Laws 
of  1969  Extraordinary  Session,  effective  August  11, 
1969 

Superintendent  of  Public  Instruction— Division  for 
Handicapped  Children— Program  for  children  having 
dyslexia.  Senate  Bill  457,  Chapter  , Laws  of  1969 
Extraordinary  Session,  effective  August  11,  1969 

Institution  for  Treatment  of  Drug  Abuse,  Senate 
Bill  443,  Chapter  123,  Laws  of  1969  Extraordinary 
Session,  effective  July  1,  1969 
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Picture  of 
painful  myositis 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

by  providing : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1*2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. ..but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautu 


Exercise  caution  in  patients  with  known  allergies  or  history 


drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  s'j 
gestive  of  liver  dysfunction  are  observed,  the  drug  should) 


stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizzim 
lightheadedness,  malaise,  overstimulation  or  gastrointesti 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rasl 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylac 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  p 
siblyhave  been  associated  with  gastrointestinal  bleeding.  Wl( 


Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  pr 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxic 
in  approximately  eighteen  patients,  it  was  not  possible  to  st( 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  At 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tab! 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14  : 1 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basil 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Rl 

J.  L.  A.,  et  al .:  Gastroenterology  44  :| 
1963.  4.  Berman,  H.  H.,  et  al.:  Dis.  Nl 
Syst.  25: 430,  1964.  5.  Friend,  D.  G.:  (| 
Pharmacol.  Ther.  5:871,  1964. 

*U.S.  PATENT  NO.  2.89J  I 


( McNEIL ) 


McN EIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


heavenly  relief 
for  unearthly  cough 


Beiiyliri 

EXPECTORANT 


ASTR 


Each  Ruidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYL1N 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYL1N  EXPECTORANT 
tends  to  inhibit  cough  reflex . . . 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BEN  Y LIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like  action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit , Michigan  48232 


PARKE-DAVIS 
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if  cough 
serves  no 
purpose 


(Resin  complexes  of  Hydrocodone  and  Phenyltoloxamine) 


...  it  works 


(usually 
for  10  to  12 
hours*) 


tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 

indications:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

* dosage:  Adults:  1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours. 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 

side  effects  : May  include  mild  constipation,  nausea,  facial 
pruritus,  or  drowsiness. 

For  complete  detailed  information,  refer  to  package  insert  or 
official  brochure. 


Strasenburgh 


Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.  Y.  14623 


IDAHO 


Idaho  Medical  Association -407  west  bannock  st.,  Boise,  Idaho  83702 


president  John  M.  Ayers,  M.D.,  Moscow 

secretary  ].  Gordon  Daines,  M.D.,  Boise 

executive  secretary’  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


State  Board  of  Medicine 

The  regular  meeting  of  the  Idaho  State  Board  of 
Medicine  was  held  in  Boise,  July  14-17,  1969. 
Members  attending  were:  Dr.  Robert  E.  Lloyd, 
Boise,  Chairman;  Dr.  Orland  B.  Scott,  Kellogg, 
Vice-Chairman;  Dr.  G.  Curtis  Waid,  Idaho  Falls; 
Dr.  Dan  E.  Stipe,  Lewiston;  Dr.  Fred  H.  Helpenstell, 
Nampa;  Dr.  Benjamin  E.  Katz,  Twin  Falls,  and 
Dr.  Arthur  S.  Cudmore,  Boise. 

During  the  meeting  seven  physicians  who  had 
received  temporary  licenses  since  the  January  ses- 
sion received  permanent  licensure.  They  were:  Dr. 
Russell  W.  Newcomb,  Twin  Falls;  Dr.  Sharadan 
E.  Lisk,  Nampa;  Dr.  Delano  M.  Collins,  Spokane, 
and  Dr.  Eugene  M.  Brown,  Nampa. 

Others  were: 

Dr.  Douglas  O.  Smith,  Jr.,  Gooding.  Graduate, 
California  College  of  Medicine,  Los  Angeles,  June 
10,  1965.  Internship,  Huntington  Memorial  Hos- 
pital, Pasadena,  1965-66.  Internal  Medicine  Resi- 
dency, Huntington  Memorial  Hospital,  1966-69. 
Internal  medicine. 

Dr.  J.  Darrell  Thueson,  Nampa.  Graduate,  Uni- 
versity of  Utah  College  of  Medicine,  Salt  Lake  City, 
June  11,  1965.  Internship,  Thomas  D.  Dee  Memo- 
rial Hospital,  Ogden,  1965-66.  General  Practice 
Residency,  Scenic  General  Hospital,  Modesto,  1968- 
69.  General  practice. 

Dr.  Robert  A.  Gwinner,  Hailey.  Graduate,  Ohio 
State  University  College  of  Medicine,  Columbus, 
June  12,  1953.  Internship,  Mercy  Hospital,  Toledo, 
1953-54.  General  practice. 

Twenty-two  physicians  were  granted  permanent 
licensure  on  the  basis  of  endorsement  from  states 


miantaining  standards  comparable  to  Idaho:  They 
were: 

Dr.  O.  David  Johnson,  Caldwell.  Graduate,  Uni- 
versity of  Florida  College  of  Medicine,  Gainesville, 
June  7,  1964.  Internship,  Hospital  of  the  University 
of  Pennsylvania,  Philadelphia,  1964-65.  Residency, 
University  of  Colorado  Medical  Center,  Denver, 
1967-69.  General  practice. 

Dr.  Beryl  H.  Blake,  Twin  Falls.  Graduate,  Uni- 
versity of  Colorado  School  of  Medicine,  Denver, 
June  14,  1926.  Internship,  Mary  Donaldson  Hospital, 
Denver,  1925-26;  Children’s  Hospital,  San  Francis- 
co, 1926-27.  General  practice. 

Dr.  William  R.  Thomas,  Sandpoint.  Graduate, 
University  of  Wisconsin  Medical  School,  Madison, 
May  25,  1946.  Internship,  U.S.  Naval  Hospital,  San 
Diego,  1946-47.  Residency,  U.S.  Naval  Hospital, 
San  Diego,  1948-50,  1951-53.  Surgery. 

Dr.  John  E.  Chen,  Caldwell.  Graduate,  Loma 
Linda  University  School  of  Medicine,  Loma  Linda, 
June  5,  1960.  Internship,  U.S.  Public  Health  Service 
Hospital,  Staten  Island,  1960-61.  Residency,  U.S. 
Public  Health  Service  Hospital,  San  Francisco,  1963- 
66.  Ophthalmology. 

Dr.  L.  Mitchell  Magruder,  Ellsworth  Air  Force 
Base,  South  Dakota.  Graduate,  University  of  Mis- 
souri School  of  Medicine,  Columbia,  June  7,  1966. 
Internship,  Broadlawns  Polk  County  Hospital,  Des 
Moines,  1966-67.  General  practice. 

Dr.  Lee  M.  Griffin,  Spokane.  Graduate,  Univer- 
sity of  Minnesota  School  of  Medicine,  June  11, 
1955.  Internship,  U.S.  Naval  Hospital,  Great  Lakes, 
Illinois,  1955-56.  Residency,  Mental  Health  Institute, 

continued  on  page  963 
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symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  often  a clear  indication  for 

Mellaril9 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 
Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Skin— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single  A 
case  described  as  parotid  swelling. 

SANDOZ  PHARMACEUTICALS,  HANOVER,  NJ.  SANDOZ  69-384 
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Cherokee,  Iowa,  1964-66.  Northern  State  Hospital, 
Sedro  Woolley,  Washington,  1966-67.  Psychiatry. 

Dr.  George  H.  Miller,  Twin  Falls.  Graduate, 
Temple  University  School  of  Medicine,  Philadel- 
phia, June  13,  1963.  Internship,  Butterworth  Hos- 
pital, Grand  Rapids,  Michigan,  1963-64.  Residency, 
University  of  Iowa  Hospital,  1966-69.  Obstetrics 
& gynecology. 

Dr.  Edward  A.  Westcott,  Caldwell,  University  of 
Utah  College  of  Medicine,  Salt  Lake  City,  June 
8,  1964.  Internship,  St.  Mark’s  Hospital,  Salt  Lake 
City,  1964-65.  Residency,  University  of  Utah  Medi- 
cal Center,  1967-to  present.  Anesthesiology. 

Dr.  Philip  G.  Glennie,  Hayden  Lake.  Graduate, 
University  of  Michigan  Medical  School,  Ann  Arbor, 
May  29,  1965.  Internship,  Cook  County  Hospital, 
Chicago,  1965-66.  General  practice. 

Dr.  Clifford  J.  Simske,  Idaho  Falls.  Graduate, 
Marquette  University  School  of  Medicine,  Milwau- 
kee, June  2,  1963.  Internship,  Mercy  Hospital,  San 
Diego,  1963-64.  Residency,  University  of  Colorado 
and  Denver  General  Hospitals,  Denver,  1966-69. 
Obstetrics  & gynecology. 

Dr.  Jerome  R.  Rees,  Twin  Falls.  Graduate,  Jef- 
ferson Medical  College,  Philadelphia,  June  12,  1964. 
Internship,  Memorial  Hospital  of  Long  Beach,  Long 
Beach,  1964-65.  Residency,  Ventura  County  Gener- 
al Hospital,  Ventura,  1967-69.  General  practice. 

Dr.  Robert  J.  Nottingham,  Pocatello.  Graduate, 
Washington  University  School  of  Medicine,  St. 
Louis,  September  26,  1944.  Internship,  St.  Luke’s 
Hospital,  St.  Louis,  1944-45.  Residency,  St.  Louis 
Childrens  Hospital,  1945-47.  Colorado  University 
Medical  Center,  Denver,  1961-63.  Allergy. 

Dr.  Robert  S.  West,  Coeur  d’Alene.  Graduate, 
Harvard  Medical  School,  Boston,  June  15,  1961. 
Internship,  U.S.  Naval  Hospital,  Chelsea,  1961-62. 
Residency,  Medical  Center  Hospital  of  Vermont  Uni- 
versity, Burlington,  1965-69.  General  surgery. 

Dr.  John  B.  Sawyer,  Idaho  Falls.  Graduate,  Uni- 
versity of  Cincinnati  College  of  Medicine,  June  8, 
1951.  Internship,  University  of  Chicago  Hospitals 
and  Clinics,  1951-52.  Residency,  University  of  Chi- 
cago Hospitals  and  Clinics,  1952-55.  Urology. 

Dr.  Duane  L.  St.  Clair,  Boise.  Graduate,  Loma 
Linda  University  School  of  Medicine,  Loma  Linda, 
June  2,  1963.  Internship,  Kern  County  General  Hos- 
pital, Bakersfield,  1963-64.  Residency,  Maricopa 
County  General  Hospital,  Phoenix,  1964-66.  Ob- 
stetrics & gynecology. 

Dr.  Evelyn  H.  St.  Clair,  Boise.  Graduate,  Loma 
Linda  University  School  of  Medicine,  Loma  Linda, 
June  2,  1963.  Internship,  Kern  County  General 
Hospital,  Bakersfield,  1963-64.  Residency,  Mari- 
copa County  General  Hospital,  Phoenix,  1964-66. 
Pediatrics. 


Henry  V,  too, 
suffered  anorectal  pain. 

Henry  V,  hero  of  Agincourt,  suffered  severe 
anorectal  pain  due  to  a fistula  in  ano,  for 
which  the  folk  remedies  and  nostrums  of  the 
day  provided  little  relief.1 

Among  the  most  common  afflictions  of  man, 
anorectal  disorders  affect  seven  out  of  ten 
adults  at  some  time  during  their  lives. 

I . Banov,  L.:  South.  M.J.  57:3211-331  (Marchl  1964. 

for  symptomatic  relief  of  initial 
inflammatory  anorectal  distress . . . 

Anusol-HC 

hemorrhoidal  suppositories  with  hydrocortisone 

one  suppository  morning  and 
evening  for  3 to  6 days 

Each  Anusol-HC  supposilor>  contains  bismuth  subgallate,  2.25**  ; 
bismuth  resorcin  compound,  1.75%;  benzyl  benzoate,  1.2%; 
Peruvian  balsam.  1.8%;  zinc  oxide.  11.0%;  boric  acid,  5.0%;  and 
hydrocortisone  acetate,  10  mg.,  plus  the  following  inactive  ingredi- 
ents: bismuth  subiodide,  calcium  phosphate,  white  wax  and  color- 
ing in  a cacao  butter  and  hydrogenated  vegetable  oil  base. 
Precautions:  Prolonged  use  of  Anusol-HC  might  produce  systemic 
corticosteroid  effects.  Symptomatic  relief  should  not  delay  de- 
finitive diagnosis  or  treatment. 


CsV/ 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  hone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  5 00  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 

PANY,  INC.,  RICHMOND,  VIRGINIA  23  21  7 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Treating  vaginitis 
is  as  easy  as  AVC 


Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 


Monilia 


emerging  as  a major  therapeutic  problem- 


recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,1-4  broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids.7 


recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9'11 


Comprehensive  — Effective 


The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.i  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
1 1 . Nugent,  F.  B.,  and  Myers,  J.  E. : Pennsylvania 
Med.  69:44,  1966. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELl  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


AVC 


CDF  A M (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

C|  | DDOCITf^D I CC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
ourrwoi  I 'JIxIlO  1.05  Gm.,  allantoin  0.014  Gm.) 


TRADEMARK : AVC 


AV-919A  7/69 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\almm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 

Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-tenn  therapy. 


Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  lersey  07110 


What's 


Polycilliii  ( fnTyS)  got  to  do  with 
the  price  of  bananas? 


Just  this:  According  to  the  U.S.  Bureau  of  Labor 
Statistics,  bananas  are  one  of  the  few  things  that 
actually  cost  less  today  than  five  years  ago.  The 
same  is  true  of  Polycillin.  In  fact,  the  price  of  Poly- 
cillin  has  been  reduced  about  30%  since  its  intro- 
duction in  1963. . . making  it,  according  to  national 
surveys  of  patient  costs,  as  economical  as  lead- 
ing brands  of  tetracycline  and  erythromycin. 


And  Polycillin  is  available  in  a variety  of  dosage 
forms  for  your  patients— more  than  any  other  am- 
picillin.  It  comes  in  250  mg.  and  500  mg.  capsules; 
in  convenient,  chewable  tablets  of  125  mg.;  oral 
suspension,  125  mg.  and  250  mg.  per  5 ml.;  and 
in  pediatric  drops,  100  mg.  per  ml.  Also  available 
parenterally  as  Polycillin-N®( sodium  ampicillin). 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 


BRISTOL 
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protected.  While  such  a step  would  certainly 
shake  some  of  our  interpretations  and  extrapola- 
tions of  Anglo-Saxon  law,  having  our  concepts  is 
no  excuse  for  inactivity. 

As  a matter  of  fact,  in  another  recently  intro- 
duced social  innovation— legalized  abortion  in 
Britain— this  problem  of  potential  Rh-immuniza- 
tion  has  proven  complicating.  Matthews  and  col- 
leagues note  that  the  Rh  antigen  is  detectable 
on  red  cells  in  the  38  day  old  embryo.  But 
their  empiric  studies  of  anti-D  titers  on  98 
Rh-negative  patients  at  the  time  of  abortion 
and  at  their  six-month  follow-up  suggest  that  the 
risk  of  sensitization  by  abortion— particularly  if 
eurrettage  is  carried  out— may  be  minimal.  None- 
theless, it  exists.  In  this  specific  instance  one 
wonders— should  every  Rh-negative  woman 
undergoing  miscarriage  or  abortion,  spontaneous 
or  induced,  whose  husband  is  Rh  positive,  re- 
ceive prophylactic  Rho  Gam?  It  is  being  recom- 
mended by  some  authorities— and  again  the  legal 
status  remains  poorly  defined. 

While  these  details  are  being  tended  to,  let’s 
not  lose  sight  of  those  we  already  know  are  at 


risk  and  yet  who  don't  get  the  protection.  They 
serve  to  confirm  the  necessity  for  careful  follow- 
through  on  the  implementation  of  technologic 
progress  human  engineering  steps.  Each  hospital 
medical  staff  must  assure  that  an  appropriate 
fail-safe  system  is  introduced  within  the  prac- 
tices of  participating  general  practitioners  and 
obstetricians  as  well  as  within  the  hospital  itself 
so  that  “administrative  oversights’’  cannot  be 
held  as  culpable.  High  on  the  list  is  patient 
education.  Moreover,  their  Utilization  Review 
Committees  ought  to  insist  that  figures  be  gath- 
ered once  a month  for  appropriate  staff  review 
and  action.  The  goal  is  one  hundred  percent.  It 
can  be  attained.  It  must  be  attained.  There  will 
be  no  excuse  for  failure. 

W.O.R. 
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Columbia  View  Hospital 
incorporates  under 
one  roof  all  the  skills, 
services  and  facilities 
necessary  for  complete 
psychiatric  care. 

The  23-bed  hospital 
makes  the  most  of 
natural  surroundings. 
The  patient  sees  about 
him  evidence  of  careful 
planning,  reflected 
in  resort-like 
accommodations  and 
a park-like  setting. 


■ DAY  HOSPITAL 


■ NIGHT  HOSPITAL 

■ OUTPATIENT 
CARE 

■ RESIDENTIAL 
TREATMENT 

■ ALL  RECOGNIZED 
THERAPIES 

■ DIAGNOSTIC 
EVALUATIONS 

■ STAFF  OPEN  TO 
ALL  QUALIFIED 
PHYSICIANS 


*y ernCfor  jCCiijtmtecC 
J Brocdurfr -• 


5001  Columbia  View  Drive 
Vancouver,  Washington  98661 
Phone  (206)  694-8408 


Qofumtia  yicw 
JiosyitaC 


969 

Northwest  Medicine,  October,  1969 


They  don’t  feel  they  “suffer” 
from  hypertension... 

that’s  the"Buti”part 
of  Butiserpazide. 


The  “Buti”  part  of  Butiserpazide— the  mildly 
sedative  action  of  Butisol  acting  in  concert  with  the 
classic  thiazide/reserpine  formula— proved 
helpful  in  one  study  in  reducing  hypertensive 
symptoms  in  over  half  the  patients.1 

Among  the  symptoms  showing  “striking”  overall 
improvement  were  headache,  nervousness, 
palpitation  and  dizziness.  Nor  is  that  all  there  is  to 
the  “beauty”  of  Butiserpazide.  Clinical 
comparisons  have  also  shown  that  many  patients 
respond  with  smooth,  uniform  lowering  of  blood 
pressure2. . . at  times  below  the  levels  achieved  with 
previous  therapy1,2. . . as  well  as  a lowered 
incidence  of  drug  side  effects.  (The  usual  dosage 
is  just  1 tablet  once  or  twice  a day. ) 

You  have  a choice  of  2 strengths: 

Butiserpazide-25 

Prestabs®*  Tablets 

Butisol®  (butabarbital)  30  mg.+;  hydrochlorothiazide 
25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets  ■ 

Butisol®  (butabarbital)  30  mg.f;  hydrochlorothiazide 
50  mg.;  reserpine  0.1  mg. 

Lowers  blood  pressure 
so  smoothly  that  patients  are 
often  untroubled  by  either 
the  disease ...  or  therapy 

fWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other 
ingredients,  in  outer  layer;  15  mg.  of  Butisol  in  a 
specially  coated  core  for  delayed  release,  to  approximately 
equalize  duration  of  action  for  all  components. 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  childbearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide—  May  induce  electrolyte  imbalance;  when  used  with  digi- 
talis or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insufficiency, 
cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may  occur.  Dis- 
continue and  institute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and  hypochlore- 
mic alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic  alkalosis, 
is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum  uric  acid 
levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering  insulin 
requirements  in  diabetics.  Reserpine—  Observe  for  signs  or  symptoms  of  peptic 
ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to 
2 weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg 
cramps,  nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  head- 
ache, dehydration,  skin  rash,  “hangover,”  systemic  disturbances,  diarrhea, 
itching,  vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xan- 
thopsia, purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic 
anemia,  anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycos- 
uria, vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by 
alcohol,  barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion, 
increased  intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias, 
bradycardia,  flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely 
atypical  Parkinsonian  syndrome,  central  nervous  system  sensitization  (mani- 
fested by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness 
of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido. 
Usual  Adult  Dosage:  BUTISERPAZIDE” -25  or  BUTiSERPAZlDE®-50:  1 tablet  daily 
or  b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  insert.  References:  1.  Coodley.  E l : Curr 
Ther  Res.  4 460  (Sept  ) 1962  2.  Johnson,  H J . Jr  Penn  Med.  J 67  35  (May)  1964. 
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Currents  in  American  Medicine 

By  Julius  B.  Richmond,  M.D.,  Dean,  State  University  of  New 
York  Upstate  Medical  Center,  Syracuse.  156  pp.  Illustrated. 
Price  $5.50.  Harvard  University  Press,  Cambridge,  Mass.  1969. 

The  vantage  point  of  a long  time  medical  educator 
who  is  interested  in  both  health  and  disease,  who 
has  achieved  the  position  of  dean  of  a medical 
school,  and  who  has  been  immediately  involved  in 
at  least  one  large  innovative  Federal  program  in 
the  health  field  (Head  Start),  is  an  extraordinary 
one  from  which  to  view  the  American  “non-system” 
of  medical  care.  Richmond  uses  this  vantage  point 
to  give  the  reader  of  his  book  a wide  ranging, 
thoughtful,  historical  analysis.  The  commentary 
draws  upon  a multitude  of  sources  which  are  il- 
lumened  by  his  interpretation  of  the  meaning  and 
effect  of  the  events,  decisions,  and  policy  formula- 
tions he  recounts.  In  such  a slim  volume  there  is  a 
factor  of  selection.  Emphasis  is  placed  on  changes 
in  the  education  of  physicians  as  explanatory  of 
present  problems  and  strengths. 

The  first  three  chapters  provide  an  interpretive 
developmental  or  historical  survey  of  the  genesis  of 
our  present  health  care  methods.  This  starts  with 
a recounting  of  the  causes  of  widespread  acceptance 
of  the  Flexner  Report  on  Medical  Education  in  1910. 
It  is  noted  that  along  with  the  commendable  in- 
crease in  the  adequacy  of  physician  preparation  that 
followed  the  report,  there  were  fewer  physicians 
trained,  partially  because  medical  education  became 
more  expnsive  as  a result  of  the  upgrading.  Con- 
comitantly, power  accrued  to  physician’s  organiza- 
tions because  there  were  fewer  physicians  just  when 
physicians  services  became  more  sought  after  as 
other  forms  of  disease  treatment  came  to  be  con- 
sidered quackery.  This  power  gradually  expressed 
itself  in  the  American  Medical  Association’s  interest 
in  the  economic  aspects  of  the  provision  of  care, 
not  only  in  the  scientific  excellence  of  care. 

The  second  chapter  reviews  the  growth  of  a sepa- 
rate less  organized  and  powerful  academic  medical 
establishment.  This  group  became  splintered  as  re- 
search funds  became  more  readily  available  to  indi- 
vidual physicians,  making  them  entrepreneurs  rather 
than  employees  of  the  Medical  Schools.  These  funds 
were  put  chiefly  into  efforts  directed  toward  the  dis- 
covery of  the  causes  of  disease  rather  than  also  in- 
cluding support  of  research  into  the  delivery  of 
health  services.  This  latter  touched  politically  sensi- 
tive matters  concerning  the  economies  of  medical 
care. 

With  interpretations  such  as  this,  Richmond  por- 
trays the  complex  ways  that  the  health  prlovider 
portions  of  our  social  institutions  work,  with  de- 


cisions and  policies  being  influenced  by  matters  that 
may  not  be  related  in  a direct  or  logical  way.  These 
influences  have  made  the  “non-system”  that  has 
evolved  one  of  almost  overwhelming  complexity. 
The  book  offers  a point  of  view  that  organizes  the 
possibilities  for  change  in  one  of  the  many  ways 
that  might  be  considered.  One  of  the  strong  points 
of  the  book  is  its  showing  the  practical  consequences 
of  a democratic  society:  that  ways  exist  for  influ- 
encing society’s  course  by  offering  incentives  for 
certain  actions,  by  organizing  to  present  a point  of 
view,  etc. 

The  third  chapter  tells  of  the  current  pressures 
to  improve  health  by  providing  better  medical  serv- 
ices, therapeutic  and  preventive,  to  low  income 
segments  of  the  population  that,  as  yet,  have  not 
had  the  full  impact  of  recent  scientific  advances. 
This,  as  Richmond  sees  it,  will  require  alterations  in 
traditional  patterns  of  care  which  have  been  tied 
to  the  individual  physician  paid  on  a fee-for-service 
basis.  A need  for  this  change,  the  multitude  of 
possible  methods  and  the  lack  of  effective  central 
control,  has  led  to  many  care  programs  and  pro- 
posals. The  merits  and  problems  of  many  of  these, 
as  well  as  brief  but  understandable  explanations  of 
them  are  included. 

The  fourth  chapter,  rather  than  discussion  of  his- 
torical events  or  present  programs,  is  a thoughtful 
presentation  of  the  elements  that  influence  medical 
care  practices  and  the  ways  they  alter  the  feasibility 
of  the  multitude  of  suggestions  for  improved  pro- 
grams. For  example,  the  need  for  emphasis  on 
health  and  its  maintenance  rather  than  on  disease 
and  its  cure,  is  convincingly  argued  and  the  conse- 
quent developments  are  briefly  explored.  The  need 
to  restructure  care  systems  so  that  they  incorporate 
scientific  advances  and  yet  remain  relevant  to  the 
needs  of  all  citizens  is  also  treated.  The  discussion 
is  neither  so  specific  that  it  would  apply  in  only 
one  situation  nor  so  theoretical  that  it  lacks  prag- 
matic usefulness. 

The  fifth  chapter  is  theoretical  and  brief.  In  it 
Richmond  argues  that  the  complexity  of  the  prob- 
lems facing  those  interested  in  bettering  medical 
and  health  services  need  not  prevent  appropriate 
action. 

In  summary  the  book  offers  a brief,  relatively 
easily  understandable  discussion  of  American  so- 
ciety’s situation  with  regard  to  health  and  medical 
care.  Where  there  is  interpretation  it  is  separable 
from  fact.  The  pluralistic  society  in  which  the  de- 
scribed system  functions  is  shown  as  determining 
many  of  the  system’s  characteristics.  The  impli- 
cations of  problems  and  changes  are  given  cogent 
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Adipex 

Ty-Med 

Each  tablet  or  capsule 
contains: 

Methamphetamine 
hydrochloride  10  mg. 
Amobarbital  50  mg. 
(Warning:  May  be  habit 
forming) 

Homatropine 
methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon 
brand  of  timed-release 
medication. 

Lemmon 

Pharmacal  Company, 

Haack  Laboratories, 
Sellersville,  Pa.  18960 

@ 1969  LEMMON 

Write  for  sample. 


Brief  Summary:  Dosage:  One  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects:  Insomnia  and  excitability  occur 
infrequently  and  usually  respond  to  decrease  in 
dosage.  Other  side  effects  include  central 
excitatory  symptoms  such  as  restlessness, 
increased  reflexes  and  irritability  or 
cardiovascular  reactions  such  as  alterations  in 
blood  pressure,  chilliness,  sweating,  anginal 
pain  and  arrhythmias. 

Precautions:  Discontinue  use  if 

rapid  pulse,  dizziness  or  blurring  of 
vision  occurs. 

Contraindications:  Coronary 
or  cardiovascular  disease, 
hypertension, 
hyperthyroidism, 
hyperexcitable  or 
psychotic  states, 
increased  intraocular 
pressure  or  glaucoma, 
or  sensitivity, 
idiosyncrasy  or 
habituation  to  any  of 
the  components. 

How  Supplied: 

Bottles  of  100  and  1000 
tablets  or  capsules. 
Caution:  Federal 
law  prohibits 
dispensing  without 
prescription. 


the 


physical  and  emotional  distress. 

The  patient  in  your  waiting  room  who 
complains  of  vague  physical  symptoms 
could  be  reacting  to  the  emotional 
strain  of  daily  living.  All  too  often  a 
“stomach-ache”  disguises  underlying 
tension  and  anxiety. 

Adipex  can  help  these  patients  by 
relieving  symptoms  of  mild  anxiety- 
depression  and  controlling  tension- 
induced  GI  hyperactivity.  It’s  ideal  for 
short-term  management. 


The  trouble 
with  his  stomach 
may  be 
what’s  on 
his 
mind. 


Adipex  helps  relieve  both 


thanks  to 


SODIUM® 

(SODIUM  BUTABARBITAL) 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . ; i still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (M  gr.)  to  30  mg.  {]/2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (A  gr.), 

30  mg.  {'A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  ( A gr.),  30  mg.  [}/2  gr.). 

McNElTD 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


Mr.  Asthmatic  worries  a lot  about  air... 


help  relieve  help  keep  him 

his  attacks  free  of  attacks 

with 

BRONKOTABS* 

Each  tablet  contains  ephedrine  sultate  24  mg;  glyceryl  guaiacolate 
100  mg;  theophylline  100  mg;  phenobarbital  8 mg  (warning— may  be 
habit-forming);  thenyldiamine  HCI  10  mg. 


brings  potent  bronchodilation,  decongestion 
plus  expectorant  action  . . . helps  clear  airways 
of  spasm-triggering  mucus,  helps  keep  them  clear 


BREON  LABORATORIES  INC. 


90  PARK  AVENUE 
NEW  YORK.  N.Y.  10016 


RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 
hours,  not  to  exceed  five  times  daily.  Children  over  6: 
one  half  adult  dose.  Dosage  should  be  adjusted 
to  the  severity  of  the  condition  and  response  of  the 
individual  patient. 

PRECAUTIONS:  With  Bronkotabs  therapy, 
sympathomimetic  side  effects  are  minimal,  and  there 
are  none  of  the  dangers  or  side  effects  associated 
with  steroid  therapy.  However,  frequent  or  prolonged 
use  may  cause  nervousness,  restlessness  or 
sleeplessness.  Bronkotabs  should  be  used  with  caution 
in  the  presence  of  hypertension,  heart  disease  or 
hyperthyroidism.  Drowsiness  may  occur.  Patients 
should  be  cautioned  not  to  drive  or  operate  machinery 
when  taking  Bronkotabs. 

SUPPLIED:  Bottles  of  100  and  1,000  scored  tablets. 
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continued  from  page  973 

expansion.  Though  it  is  difficult  to  know  if  a ma- 
jority of  those  involved  in  health  care  would  agree, 
there  is  no  doubt  that  Richmond’s  thinking  is  in 
general  agreement  with  many  medical  care  pro- 
viders. Such  a book  will  provide  readers  with  a 
brief  informed  view  of  a complex  aspect  of  our 
country,  suggestions  as  to  how  it  came  to  be  com- 
plex, and  some  of  the  methods  currently  being  tried 
to  improve  it.  Such  accomplishments  in  so  slim  a 
volume,  make  the  book  worth  while.  If  readers 
want  more  information,  the  bibliographic  items  di- 
rect them  to  further  study. 

WALDEMAR  H.  WENNER,  M.D. 

The  Principles  and  Practice  of  Medicine 

17th  Edition,  edited  by  A.  M.  Harvey,  L.  E.  Cluff,  R.  J.  Johns, 
A.  H.  Owens,  D.  Rabinowitz,  and  R.  S.  Ross,  and  59  con- 
tributors. Appleton-Century-Crofts,  New  York.  1472  pages. 

Although  this  text  is  listed  as  a 17th  Edition, 
the  current  issue  is  not  a revision  of  Sir  William 
Osier’s  textbook  but  is  proposed  as  a new  JOHN 
HOPKIN’S  TEXTBOOK  OF  MEDICINE.  The  only 
similarity  to  the  older  text  is  the  Oslerian  theme 
that  “good  medicine  requires  concern  for  the  patient, 
a careful  study  of  him  and  his  problems,  and  de- 
tailed knowledge  as  basis  for  an  accurate  diagnosis.” 


Taste! 


Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 

a 

I ARCH  LABORATORIES 

l1  l\  U 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


The  purpose  of  the  book  as  outlined  in  the  Foreword 
is  “to  produce  a book  which  is  built  around  the 
patient  rather  than  the  disease.”  It  is  directed  at 
clinical  problems  with  emphasis  being  placed  on 
approach  to  clinical  findings  combined  with  the 
elaboration  of  a differential  diagnosis  based  on 
known  physiological  facts.  The  book  is  not  compre- 
hensive or  encyclopedic  in  the  traditional  style.  The 
book  consists  of  19  sections,  each  of  which  has  a 
varying  number  of  chapters  with  the  total  number 
of  150  chapters.  A typical  section  can  be  illustrated 
by  the  gastrointestinal  tract  where  individual  chap- 
ters are  developed  on  the  following:  dysphagia, 
abdominal  pain,  gastrointestinal  bleeding,  diarrhea 
and  constipation,  and  malabsorption.  The  emphasis 
in  each  chapter  consists  of  dissection  of  the  symp- 
tomatology, development  of  the  differential  diag- 
nosis, discussion  of  discriminating  tests  and  com- 
ments on  treatment  and  prognosis.  Each  chapter  is 
followed  by  a concise  bibliography  designed  to  pro- 
vide more  comprehensive  material  if  that  is  desired. 

The  problem-oriented  approach  as  a medical  text 
is  new  and  refreshing.  However,  the  lack  of  in 
depth  coverage  of  various  disease  entities  would 
warrant  access  to  library  facilities  or  a standard  text 
for  more  details.  In  some  instances  the  material 
covered  is  simply  developed  as  an  expanded  differen- 
tial diagnosis.  The  book  is  easily  read  and  the  basic 
clinical  facts  of  medicine  are  well  presented.  This 
book  functions  best  as  a reference  text  for  the 
elaboration  of  differential  diagnosis  related  to  a 
clinical  problem  rather  than  providing  in  depth 
discussion  of  a disease.  The  book’s  strength  is  the 
excellent  correlation  of  clinical  findings  with  physio- 
logic facts. 

This  book  is  probably  best  suited  for  the  medical 
student  and  generalist. 

C.  S.  MELNYK,  M.D. 

Medical  History  for  Students 

By  John  R.  Green,  M.D.  197  pp.  Illustrated.  Charles  C 
Thomas,  Springfield,  III.  1968. 

This  brief  overview  of  the  history  of  medicine 
attempts  to  appeal  to  a broad  spectrum  of  readers, 
including  “physicians,  medical  students,  nurses,  nurs- 
ing students,  undergraduate  students  in  all  disci- 
plines, and  all  friends  of  medicine.”  Inherent  in  this 
attempt  for  a wide  audience  is  the  necessity  for  a 
nontechnical,  general  approach.  The  result  is  un- 
satisfactory from  the  point  of  view  of  the  physician 
and  medical  student,  failing  not  only  to  give  much 
new  information  but  also  failing  to  stimulate  inter- 
est in  further  reading  on  the  subject. 

The  text  is  based  on  a series  of  lectures  given  by 
the  author.  After  a brief  introduction  emphasizing 
the  importance  of  history,  the  reader  is  placed  in 
the  Paleolithic  period  and  175  pages  later  finds  him- 
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self  in  the  present.  The  author  satisfies  himself  with 
naming  the  important  individuals  in  each  era  and 
mentioning  the  contributions  they  made  in  general 
terms.  The  text  could  easily  be  rewritten  in  outline 
form  and,  perhaps,  would  be  more  effective  with  this 
arrangement. 

This  book  will  prove  valuable  to  the  individual 
who  has  little  background  in  medicine.  It  gives  a 
compact  view  of  the  progress  of  medicine  and  its 
interrelationship  with  the  progress  of  civilization. 
It  places  the  important  advances  of  medicine  in  their 
proper  time  context. 

Medical  History  for  Students  has  merit  for  the 
general  population  interested  in  medicine,  but  is  too 
superficial  for  the  medical  student  or  physician 
interested  in  the  history  of  medicine. 

DENNIS  L.  QUIRING,  B. A. 

Junior,  University  of  Washington 
School  of  Medicine 

An  Introduction  to  the 
History  of  General  Surgery 

By  Richard  Hardaway  Meade,  M.D.,  403  pp.  Illustrated.  Price 
$17.00.  W.  B.  Saunders  Co.,  Philadelphia,  Pa.  1968. 

This  book  tells  when  an  operation  was  first  done, 
by  whom,  and  then  traces  its  evolutionary  steps  to 
the  present  time.  It  is  a most  excellent  summary  of 
the  development  of  surgical  procedures  within  the 
limits  which  the  author  defines  in  his  preface:  “Al- 
though all  specialties  were  started  by  general  sur- 
geons, and  some  specialized  surgery  has  continued 
to  be  carried  out  by  men  who  choose  to  call  them- 
selves general  surgeons,  I have  not  covered  the 
specialities  after  they  became  recognized  as  such.” 
This  makes  the  book  on  occasion  somewhat  frustrat- 
ing. Ophthalamalogy  and  neurosurgery  are  to  prac- 
tical purposes  omitted.  Thoracic,  plastic,  and  genito- 
urinary surgery  are  sketched  into  the  beginning  of 
their  more  recent  dramatic  development.  The  chap- 
ter on  the  history  of  transfusions  is  the  most  com- 
plete I have  ever  read.  The  sections  on  breast 
surgery,  on  surgery  of  the  stomach  and  duodenum, 
and  on  hernia,  are  not  only  complete,  but  (unusual 
in  a historical  text),  give  follow-up  results  of  the 
various  procedures.  Each  chapter  is  followed  by  a 
very  adequate  list  of  references  and  the  book  is 
closed  with  an  excellent  index.  One  may  wish  that 
more  humanizing  personal  touches  were  told  about 
the  great  surgeons  of  the  past.  For  example  while 
Halstad  is  mentioned  as  first  to  use  rubber  gloves, 
the  stimulant  to  this  action  in  the  form  of  a fiancee- 
scrub  nurse  with  bichloride  dermatitis  is  omitted. 
Less  personal  but  equally  interesting  is  the  story  of 
the  second  successful  gastrostomy,  performed  in 
1635  A.D.  “It  involved  an  itinerant  surgeon,  Swabe, 


who  removed  a knife  from  the  stomach  of  a peasant, 
Grunheide,  who  had  swallowed  it  when  Swabe 
attempted  to  induce  vomiting  by  passing  the  knife 
down  the  patient’s  throat.  The  operation  was  suc- 
cessful but  a gastric  fistula  formed.” 

Local  men  mentioned  include  John  Blackford  and 
Joel  Baker  (ruptured  peptic  ulcer),  Henry  Harkins 
(gastric  surgery),  John  Lundy  (penthothal  anesthesia) 
and  Harkins  and  Nyhus  (hernia). 

It  would  seem  to  the  reviewer  that  any  student 
of  surgery  could  use  this  book  as  a source  of  back- 
ground information.  As  an  American  diplomat  has 
said  “history  is  the  torch  that  is  meant  to  illumate 
the  past,  to  guard  us  against  the  repetition  of  our 
mistakes  of  other  days.”1  Or  as  Sir  Winston  Churchill 
has  more  succinctly  remarked,  “the  longer  you  can 
look  back,  the  farther  you  can  look  forward.”2  As 
a fun  book  as  well  as  a reference  book,  this  volume 
is  highly  recommended. 

K.  K.  SHERWOOD,  M.D. 

REFERENCES 

1 Bowers,  Claude  G.,  in  Seldes,  G.,  Great  Quotations, 
Stuart  Books,  New  York,  1960,  p.  108. 

2 Churchill,  Sir  Winston,  in  Guthrie,  Douglas,  A His- 
tory of  Medicine,  J.  P.  Lippincott,  Philadelphia,  Pa.,  1946, 
p.  viii. 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York 

4729 
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CLASSIFIED  ADVERTISEMENTS 


All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PEDIATRICIAN— IF  YOU  WANT  IMMEDIATE— Highest  income; 
fascinating  group  practice;  to  be  hired  in  eventual  5-12; 
Share  profits  of  owning  new  building,  x-ray,  lab.,  rising 
value  of  large  grounds  in  ideal  location;  enjoy  beauty  and 
efficiency  of  unique  design,  luxury  of  carpeted  floors, 
multicontrolled  electronically  filtered  air  conditioning, 
music,  intercom.,  automated  records  filing  & retrieving; 
Live  in  brisk  sunny  2,000  ft.  altitude  amid  lakes,  rivers, 
mountains,  excel,  skiing,  hunting,  fishing,  superior  golf 
courses;  Community  large  enough  to  provide  cultural  ad- 
vantages without  metropolitan  problems:  Small  enough 
that  you  may  live  on  suburban  or  country  farm  & 
work  in  city — Call  or  write : Children  & Youth  Clinic  of 
Spokane,  Wa.  Carl  A.  Brakel,  M.D.  Michael  A.  Donlan, 
M.D.,  N.  3919  Maple  99205.  Area  Code  509— FA  8-6540. 


PRACTICE  OPPORTUNITIES 


ORTHOPEDIST— The  80  physician  Permanente  Clinic  seeks 
an  additional  orthopedist.  Board  certified  or  board  eligible. 
Partnership  after  2 years  if  mutually  satisfactory.  Progres- 
sive increments,  retirement  and  other  benefits.  Starting 
income  $30,000.  Norman  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTITIONER  WANTED-Beautiful  Olympic  Penin- 
sula. Year  ’round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital.  Forks,  Wa.,  #6331.  Phone  374-6271. 


SITUATIONS  WANTED 


WANTED-EMERGENCY  ROOM  PHYSICIAN— For  159-bed  hos- 
pital, 400-500  visits  monthly,  daytime  only,  no  weekends, 
$8.00  hour.  Washington  State  license  preferred,  others 
considered.  Send  applications  to  Administrator,  St.  Luke’s 
Memorial  Hospital,  P.O.  Box  #288,  Spokane,  Wa.  99210. 


INTERNIST— Board  certified  or  eligible,  for  active  275-bed 
GM&S  Hospital;  Medical  Service  133  beds,  7 Internists, 
complete  with  excellent  supporting  staff;  extremely  low 
physician  turnover.  Nondiscrimination  in  employment.  In- 
quiries should  be  sent  to  Director  or  Chief  of  Staff,  Veter- 
ans Administration  Hospital,  2615  Clinton  Ave.,  Fresno,  Ca. 
93703,  phone  (209)  227-2941,  Ext.  215. 


INTERNIST For  a specialist  medical  group  associated  with 

a prepaid  health  plan;  $22,800  if  board  eligible,  $24,000  if 
certified.  Partnership  after  2 years,  if  mutually  satis- 
factory. Progressive  increment,  retirement  and  other 
benefits.  A.  Hurtado,  M.D.,  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTITIONERS  INTERESTED  IN  SURGERY— Several 
positions  working  in  multi-specialty  80-man  clinic,  in  out- 
patient dept.,  emergency  room,  operating  room.  Starting 
income  $22,800  rising  to  $34,800  or  more.  Insurance  bene- 
fits and  retirement  program.  Partnership  in  2 years. 
Lewis  E.  Hughes,  M.D.,  The  Permanente  Clinic,  5055  North 
Greeley  Ave.,  Portland,  Ore.  97217. 


UROLOGIST— The  80  physician  Permanente  Clinic  seeks  a 
3rd  urologist.  Board  certified  or  board  eligible.  Partnership 
after  2 years  If  mutually  satisfactory  Progressive  incre- 
ments, retirement  and  other  benefits.  Starting  Income 
$30,000.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97117. 


RADIOLOGIST— Starting  income  $30,000  if  board  certified. 
Yearly  increases  up  to  10  years.  Partnership  offered  two 
years  with  profit  sharing.  In  and  out-patient  services. 
Vacation,  health  and  accident  insurance,  life  insurance 
and  retirement  benefits.  Contact  Henry  H.  Kavitt,  M.D., 
Permanente  Clinic,  5055  N.  Greeley,  Portland,  Ore.,  97217. 


IDEAL  LOCATION  FOR  GP,  EASTERN  WASHINGTON-Small 

farming  community  with  drawing  area  of  3,000.  Well 
equipped  15-bed  hospital.  Office  and  apartment  building, 
20  years  of  area  medical  records  and  introductions  for 
$21,000;  terms  $6,000  down  and  $250  per  month.  Thirty 
miles  to  specialists  and  larger  hospitals.  Write  Box  42-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


CARDIOLOGIST-INTERNIST— Military  service  completed  seeks 
position  in  the  Seattle-Tacoma  area.  Training  includes 
CCU,  cardiac  cath.,  pediatric  cardiology  and  research  ex- 
perience in  addition  to  a year  as  chief  resident  in 
medicine.  All  training  has  been  at  a major  New  York  City 
medical  school.  Send  inquiries  to  Box  45-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


UROLOGY  RESIDENT— Age  33,  married,  will  complete  resi- 
dency in  Boston  hospital  July  1970,  is  interested  in  private 
or  group  practice  with  possibility  of  some  pediatric 
urology.  Harvard  graduate.  Military  obligation  completed. 
Write  Box  46-A,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


GENERAL  PRACTITIONER-Age  31,  2 yr.  residency,  desires 
practice  with  one  or  more  GP’s  in  Western  Washington. 
Ob  desired.  Will  complete  military  July  1970.  Write  Box 
47-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


GENERAL  PRACTITIONER— Indian,  age  38,  licensed  in  Wash., 
and  D C.,  would  like  to  begin  practice  by  working  under 
an  established  physician  in  Seattle  or  neighborhood.  Write 
Box  48-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE Located  at  3601  S.  McClellan  Street. 

Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick. 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  office*  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Haye*.  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE  AVAILABLE For  internist  and  pediatrician 

in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine.  500  Wall  St.,  Seattle.  Wa..  98121. 
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PORTLAND,  OREGON  — J.200  sq.  ft,  near  new  Dwyer 
Memorial  Hospital,  9 miles  So.  of  Portland.  Vigorous 
growth  area.  Single  story.  Stone  front.  Landscaping, 
Parking.  Other  well  established  tenants  include  dentist, 
lawyers,  CPA,  insurance.  $250  per  mo.  Phone  1-503- 
659-2506  or  write  Box  68484,  Oak  Grove,  Ore.  97268. 


MODERN  MEDICAL  DENTAL  BUILDING— With  1,885  sq.  ft., 
available  to  a group  or  can  be  divided.  For  information 
call  LA  2-2340. 


NORTHGATE Medical  professional  bldg.,  under  construc- 

tion at  103rd  & 5th  N.E.,  available  Nov.  1st.  All  or  part 
of  4,000  sq.  ft.,  available.  Air-conditioned.  Excellent  park- 
ing. Call  Mr.  Houghton,  MA  3-7300;  eves.,  EA  3-4352. 
Capretto  & Clark,  Inc. 


METAL  RECOVERY 


LET  US  PAY  YOU  FOR  YOUR  WASTE— Noble  Metals  will  pick 
up  your  old  x-ray  film  at  28c  per  pound.  If  you  develop 
more  than  600  pounds  of  x-ray  film  per  year,  we  will 
install  a Kodak  Silver  Recovery  Unit  on  your  x-ray 
solution  drain  at  no  cost  to  you,  service  it  at  no  cost 
to  you  and  pay  you  40%  of  the  net  assay  of  the  unit 
when  we  exchange  it.  We  will  exchange  it  at  the  optimum 
time  for  total  recovery  of  silver  from  your  unit.  Write 
Noble  Metals,  Incorporated,  Building  5,  Space  B,  Spokane 
Industrial  Park,  Spokane,  Wa.,  99216,  or  call  509-326-2622 
for  quick  attention. 


URGENT 

Wanted— February  and  May,  1969  issues 
Northwest  Medicine, 

Postage  Reimbursed 


brand  of  ferrous 


gluconate 

Quickly  raises  hemoglobin  levels, 
restores  iron  reserves. 
Well-tolerated  and  easy  on 
the  budget,  too. 

SUPPLIED;  320  mg  tablets  in  bottles  of 
100,  500  and  1,000. 

SUHEZI  BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


I 

c ^>lta 

12001  Ambaum  Boulevard,  S.W. 
Seattle,  Washington  98146 
CH  4-8100 


Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Meetings  OF  MEDICAL  SOCIETIES 


American  College  of  Surgeons — Sec- 
tional Meeting,  Feb.  2-4,  1970,  Port- 
land Hotel,  Portland,  Ore. 


AMA  Annual — June  21-25,  1970,  Chica- 
go; June  20-24,  1971,  Atlantic  City; 
June  18-22,  1972,  San  Francisco. 


AMA  Clinical — Nov.  30-Dec.  3,  1969, 
Denver;  Nov.  29-Dec.  2,  1970.  Bos- 
ton; Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  13-16,  1970, 
Spokane;  Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — Annual 
Meeting,  July  1-5.  1970,  Sun  Valley; 
June  30-July  4,  1971,  Sun  Valley. 


Northwest  Rheumatism  Society — Annual 
Meeting.  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland. 

Pres.,  Bruce  R.  Zimmerman.  Seattle 
Sec.,  Arthur  C.  Jones.  Portland 


Northwest  Society  of  Plastic  Surgeons — 
Annual  Meeting,  Mar.  4-7,  1970,  Sun 
Valley,  Idaho. 

Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 


Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  1-3,  1970, 

Benson  Hotel,  Portland,  Ore. 

Pres.,  John  Loomis,  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  13-15,  1969,  Hilton 
Inn,  San  Diego 

Pres.,  Roy  R.  Matteri,  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


OREGON 


Academy  of  General  Practice,  May  6- 
7-8,  1970,  Bowman’s  Mt.  Hood  Golf 
Club  and  Resort,  Wemme,  Ore. 

Pres.,  Laurel  G.  Case,  Medford 
Sec.,  F.  Douglas  Day,  Portland 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov.;  Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting  April  1970. 

Pres.,  Walter  C.  Lobitz,  Jr.,  Portland 
Sec.,  Troy  G.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks,  Salem 
Sec.,  Narain  B.  Jetmalani,  Salem 


Oregon  Pathologists  Association — 2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club, 
Portland.  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov..  Jan. 
through  May).  Heathman,  Portland. 
Annual  Meeting,  Nov.  22,  1969. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell.  Portland 


Oregon  Urological  Society — Quarterly 
Meetings.  Congress  Hotel.  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May.  except  Nov.  3rd 
Fri.l  Congress  Hotel,  Portland.  An- 
nual Meeting  April  24,  1970. 

Pres.,  Edward  M.  Scott,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May.  Sept. -Nov.);  An- 
nual Meeting,  May  26,  1970. 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville, 
Ore. 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Donald  M.  Keith,  Seattle 
Sec.,  Edward  W.  Bigler,  Bellevue 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  March  9,  1970. 
Pres.,  Rick  L.  Johnson,  Seattle 
Sec.,  James  E.  Stroh,  Jr.,  Seattle 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.);  Annual  Fall  Assembly, 
Sept.  19-20,  1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Fri. 

(Sept.-May),  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan. 
30-31,  1970,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Soeietv — Quarterly. 
Annual  Meeting,  April  4,  1970. 

Pres.,  Richard  Miller,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S n r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  2,  1970. 

Pres.,  Wayne  Zimmerman,  Tacoma 
Sec.,  Arthur  P.  Wickstrom,  Tacoma 


Washington  Academv  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  Academy  of  General  Prac- 
tice— Annual  Scientific  Assembly, 
May  14-16,  1970,  Cascadian  Hotel, 
Wenatchee. 

Pres..  Richard  H.  Ganz,  Spokane 
Sec.-Treas.,  William  A.  Ehlers, 
Lacey 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H Rosenberg.  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy — 
Northwest  Allergy  Forum,  May 
1970. 

Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 


Washington  State  Society  of  Anes- 
thesiologists — Qua  rterly.  Seattle. 

Annual  Meeting,  Sept.  13,  1969. 
Pres.,  Richard  L.  Pokorny,  Spokane 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D 
Charles  S.  Belknap,  M.D. 

Consulting  Psychiatrist 

Physicians 
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Pro-Banthlne  Helps... 

propantheline  bromide 

...REVEAL  the  ulcer 
...HEAL  the  ulcer 

The  efficiency  of  Pro-Banthlne  — its  favorable  balance  of  therapeutic  and 
secondary  actions — has  been  thoroughly  tested  and  observed.  This  qual- 
ity has  been  demonstrated  surgically,  roentgenographically,  cinegastros- 
copically  and,  above  all,  clinically. 

When  physicians  needed  to  relax  the  restless  duodenum  for  the  re- 
cently refined  technic  of  hypotonic  duodenography  they  logically  turned 
to  Pro-Ban  thine. 

For  years  Pro-Banthlne  has  been  the  most  widely  used  anticholinergic 
medication  for  calming  the  gastrointestinal  tract — for  suppressing  secre- 
tion, prolonging  the  action  of  antacids  and  providing  the  proper  environ- 
ment for  healing  peptic  ulcers. 

These  established  therapeutic  actions  make  Pro-Banthlne  particularly 
useful  in : 

• peptic  ulcer  • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotility 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao,  Louis  H. 
Frische,  Josef  Rosch  and  Charles  T.  Dotter  for  this  excep- 
tionally graphic  example  of  hypotonic  duodenography. 


Contraindications:  Glaucoma,  severe  car- 
diac disease. 

Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
with  prostatic  hypertrophy,  this  should  be 
watched  for  in  such  patients  until  they  have 
gained  some  experience  with  the  drug.  Al- 
though never  reported,  theoretically  a cu- 
rare-like  action  may  occur  with  possible  loss 
of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  arti- 
ficial respiration  until  the  drug  effect  has 
been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  my- 
driasis, hesitancy  of  urination  and  gastric 
fullness. 


Dosage:  The  maximal  dosage  tolerated  with- 
out excessive  side  effects  is  usually  the  most 
effective.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  two 
1 5-mg.  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthlne  (brand  of  propan- 
theline bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum- type 
vials  of  30  mg.  The  parenteral  dose  should 
be  adjusted  to  the  patient’s  requirement  and 
may  be  up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 


SEARLE 


Research  in  the 
Service  of  Medicine 


With  hypotonic  duodeno- 

graphyduodenal  calm  induced 
by  Pro-BanthTne  permits  clear 
anatomic  appraisal.  In  this  ex- 
ample the  duodenum  was  in- 
tubated. Pro-BanthTne,  60  mg. 
intramuscularly,  produced 
prompt  aperistalsis.  Double 
contrast  visualization  was  ob- 
tained with  barium  and  air. 


or 


No  Hepatitis  in  Over 
12  Years  of  Use 

Plasmanate 


Plasma  Protein  Fraction 
(Human),  5%,U.S.P 

An  alternative  to  stored  pooled  plasma 


PLASMANATE® 
Plasma  Protein  Fraction 
(Human),  5%,  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

'Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na-  110  mEq  L 
Cl  - 50  mEq  L 
K -0.25  mEq  L 

Na— 154  mEq  L 
Cl  -124  mEq  L 
K — .03  to  .05  mEq  L 

Na— 142  mEq  L 
Cl  -103  mEq  L 
K - 5 mEq  L 

Plasma 

Proteins 

Present 

Albumin  —88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  —57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 
Gamma  Globulin— 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4Vz% 

Plasmanate  is  available  in  50  ml.  vials  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  sets. 

World  Leader  in  Human  Plasma  Fractions 
CUTTER  JlaJtOA&iosU&i,  Inc.,  Berkeley,  Calif.  947io 
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q ^ Winning  Manuscript 


Dr.  Egan  is  winner  of  the  1969  Northwest  Medi- 
cine-Encyclopaedia Britannica  manuscript  contest 
for  interns  and  residents.  The  article— Corrosive 
Esophagitis— appears  on  pages  1007-1009  in  this 
issue.  See  the  editorial  on  page  1005  and  the  news 
report  on  page  1035.  Honorable  Mention  was 
awarded  four  other  contestants.  Their  papers  also 
appear  in  this  issue. 
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Laboratory  Procedures  offers  you  a functional,  easy-to- 
use  system  for  collecting  samples,  ordering  tests,  and 


Ready  to  serve  you  and  your  patients 


Upjohn's  business  is  health.  It  started  that  way  more 
than  80  years  ago  in  pharmaceuticals  . . . has  grown 
world-wide  to  include  agriculture,  animal  health, 
chemicals.  And  now  a clinical  laboratory  service, 
LABORATORY  PROCEDURES,  the  first  in  a planned 
national  network  of  regional  laboratory  centers. 

Upjohn's  approach  to  the  clinical  laboratory  merges 
diversified  talents:  biochemical  researchers,  computer 
scientists,  equipment  engineers,  qualified  medical 
technologists  and  others.  The  results:  today  ...  a reli- 
able, practice-oriented  service;  tomorrow  . . . creative 
new  developments  for  laboratory  medicine. 


submitting  specimens  by  mail  for  a wide  line  of  pro- 
cedures. Your  work  is  supervised  by  qualified  profes- 
sionals, performed  by  registered  technologists  using 
the  latest  instrumentation  and  monitored  throughout 
by  rigid,  computer-assisted  quality  controls.  And  bill- 
ing is  specific  by  test  and  patient  — no  minimums, 
maximums  or  contract. 

Put  the  scientific  experience  and  research  orientation 
of  Upjohn  to  work  on  your  laboratory  needs  now. 
Write  for  more  information:  DEPARTMENT  W, 

LABORATORY  PROCEDURES*" 

DIVISION  OF  THE  UPJOHN  COMPANY 
6330  VARIEL  AVENUE 
WOODLAND  HILLS,  CALIFORNIA  91364 

SM  (Service  Mark)  and  ©1969,  The  Upjohn  Company 


Upjohn 
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Lactinex 

TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.1-2-3-4-5-6’7-8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

< Baltimore,  Maryland  21201 

(LX-Q5) 
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Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961.  (8)  Rapoport,  L.  and  Levine,  W.  I.: 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR2 


One  Ambar  Extentab  before  breakfast  can  / II  T I 11/  ill  ^ BRIEF  SUMMARY/Indications:  Ambar 
help  control  most  patients’  appetite  for  up  T~7  I 1 1 ’ A.  I f I ' A TY  suppresses  appetite  and  helps  offset  emo- 
to  12  hours.  Methamphetamine,  the  appe-  L/Vl  I j i N A/YDO  tional  reactions  to  dieting.  Contraindica- 
tite  suppressant,  gently  elevates  mood  and  phenobarbVtar64e8^ tions:  Hypersensitivity  to  barbiturates  or 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  may  be  habit  forming).  sympathomimetics;  patients  with  advanced 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 


anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company.  ya-UEnORIN** 

RICHMOND.  VA.  23220  /*  n 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 


TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York 


472-9 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7.5  mg. 
A H.  Robins  Company,  Richmond,  Virginia  23220 


/I'H'f^OBINS 


Henry  V,  too, 
suffered  anorectal  pain. 

Henry  V,  hero  of  Agincourt,  suffered  severe 
anorectal  pain  due  to  a fistula  in  ano,  for 
which  the  folk  remedies  and  nostrums  of  the 
day  provided  little  relief.1 

Among  the  most  common  afflictions  of  man, 
anorectal  disorders  affect  seven  out  of  ten 
adults  at  some  time  during  their  lives. 

I Banov,  L.:  South.  M.  J.  57:  328-331  (Marchl  1964. 

for  symptomatic  relief  of  initial 
inflammatory  anorectal  distress . . . 

® 

Anusol-HC 

hemorrhoidal  suppositories  with  hydrocortisone 

one  suppository  morning  and 
evening  for  3 to  6 days 

Each  Anusol-HC  suppository  contains  bismuth  subgallate,  2.25%  ; 
bismuth  resorcin  compound,  1.75%;  benzyl  benzoate,  1.2%; 
Peruvian  balsam.  1.8%-;  zinc  oxide,  11.0%;  boric  acid,  5.0%;  and 
hydrocortisone  acetate,  10  mg.,  plus  the  following  inactive  ingredi- 
ents: bismuth  subiodide,  calcium  phosphate,  white  wax  and  color- 
ing in  a cacao  butter  and  hydrogenated  vegetable  oil  base. 
Precautions:  Prolonged  use  of  Anusol-HC  might  produce  systemic 
corticosteroid  effects.  Symptomatic  relief  should  not  delay  de- 
finitive diagnosis  or  treatment. 

WARN  ER  - C M I t_C  O T T , 

AN-GP-91 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 

Response  was  Immediate  and  Generous 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Sometime  ago  you  carried  a very  interesting  series 
of  letters  relating  the  experiences  of  doctors  from 
the  Northwest  who  were  serving  or  had  served  in 
South  Viet  Nam.  One  of  them  mentioned  the  need 
for  medical  journals  and  as  a result  we  started  a 
program  called  Viet  News  About  Medicine,  asking 
the  medical  community  to  call  us  if  they  had  ma- 
terials they  no  longer  needed  which  we  would  pick 
up,  package,  and  ship.  The  response  was  immedi- 
ate and  generous.  We  packed  and  shipped  about 
1200  pounds  of  these  materials  by  the  end  of  Au- 
gust. Enclosed  are  copies  of  the  letters  we  received, 
which  acknowledged  the  receipt  and  appreciation  of 
this  effort.  We  are  working  on  the  second  shipment 
now  and  will  continue  to  welcome  calls  from  nurses, 
doctors,  and  librarians  who  have  materials  they  are 
not  going  to  use  any  more. 

Thank  you  for  printing  the  initial  article  and  for 
any  help  you  can  provide  through  your  journal. 

Sincerely  yours, 

LEONARD  L.  JOHNSON 

Tuberculosis  and  Respiratory 
Disease  Association 

Saigon,  Vietnam 

Dear  Mr.  Johnson: 

The  shipment  of  journals  arrived  on  9 Sept,  in 
good  order.  With  the  kind  assistance  of  Dr.  Jess 
Holm,  Medical  Director  of  Saigon  Adventist  Hos- 
pital, a truck  was  provided  to  haul  the  packages 
to  the  library  of  the  Vietnam  National  Order  of 
Physicians. 

The  Association  here  is  most  appreciative  of  this 
gesture  of  good  will  of  your  organization  and  all 
the  doctors  who  donated  the  journals.  The  materials 
on  tuberculosis  and  the  nursing  were  especially 
commented  about.  This  is  the  first  supply  of  Ameri- 
can Medical  Literature  they  have  received  for  their 
library. 

The  enclosed  letters  express  what  I would  want 
to  say,  in  thanks  to  your  organization  for  collecting 
and  shipping  these  materials,  and  my  colleagues  for 
donating  same.  I would  wish  this  expression  of 
appreciation  be  transmitted  to  all  who  participated 
in  this  project,  perhaps  through  the  columns  of  our 
own  journal,  northwest  medicine. 

I am  now  leaving  Vietnam  for  home.  After  a 
few  days  of  rest  and  relaxation  by  way  of  Australia 
will  be  arriving  home  on  22  October. 


1.  Philip  Pritel,  M.D.,  of  Vancouver,  Wash.,  left,  who 
served  four  tours  of  duty  at  the  Saigon  Adventist  Hospital, 
examins  medical  literature  with  Nguyen  Due  Nguyen, 
M.D.,  President  of  the  Vietnam  National  Order  of  Physi- 
cians. Doctors  in  Saigon  and  South  Vietnam  received 
1,200  pounds  of  needed  medical  journals  and  books,  do- 
nated by  members  of  the  King  County  Medical  Society 
and  collected  and  shipped  by  the  Tuberculosis  and  Respi- 
ratory Disease  Association  of  King  County.  Dr.  Pritel 
suggested  the  project  to  Seattle  area  physicians,  through 
a letter  to  NORTHWEST  MEDICINE. 

2.  Grateful  physicians  in  Vietnam  posed  with  medical 
literature  they  received  from  Seattle  area  physicians.  A 
second  shipment  is  being  collected  by  the  Association 
and  will  be  sent  to  Saigon  soon.  Left  to  right  are  Dr.  Vinh 
Dan,  secretary  of  the  Committee  for  International  Rela- 
tions, Vietnam  National  Order  of  Physicians:  Hal  Wilson, 
M.D.,  Field  director  .American  Medical  Association  Volun- 
teer Physicians  for  Vietnam;  Philip  A.  Pritel,  M.D., 
Nguyen  Due  Nguyen,  M.D.,  President  of  the  Vietnam 
National  Order  of  Physicians. 


If  I can  be  of  further  help  in  this  project,  which 
is  most  worthwhile,  contact  me  when  I get  home. 

Very  sincerely  yours, 

PHILIP  A.  PRITEL,  M.D. 

Saigon,  Vietnam 

Dear  Dr.  Pritel: 

I would  like  to  take  this  opportunity  to  express 
our  gratitude  to  you  for  the  books  and  medical 
journals  program  you  have  so  successfully  set  up, 
in  order  to  help  developing  the  library  of  our 
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organization.  I hope  that  in  the  near  future,  we 
shall  be  able  to  send  to  you  some  of  the  publications 
we  have  in  Viet-Nam;  we  could  also  to  some  extent 
provide  any  information  pertinent  to  medicine  and 
medical  education  you  may  want  to  have. 

I would  like  also  to  suggest  that  whenever  pos- 
sible, you  collect  the  following  journals  for  our 
general  practitioners:  GP,  Medical  World  News , 
Medical  Times,  Post-Graduate  Medicine;  for  our 
clinicians,  periodicals  of  the  following  fields  would 
be  mostly  appreciated:  medicine,  surgery,  obstetrics, 
gynecology,  pediatrics,  E.E.N.T.,  nursing.  I would 
give  my  personal  preference  to  current  problems  in 
surgery,  Acta  Orthopedica  Scandinavica,  Medical 
Clinics  of  North  America. 

I do  think  that  you  are  in  a good  position  to  be 
our  liaison  in  this  program,  but  I would  like  to 
have  the  names  of  some  of  the  donators  to  whom 
I may  write  a personal  letter  once  in  a while.  I 
would  also  appreciate  that  you  introduce  our  or- 
ganization to  your  association  and  medical  societies. 

Please  extend  my  best  wishes  to  your  colleagues 
contributors  to  the  program.  Wishing  to  see  you 
and  Mrs.  Pritel  back  to  Viet  Nam  some  day,  may 
I send  you  my  best  regards  and  my  most  sincere 
thanks. 

Very  truly  yours, 
NGUYEN  DUC  NGUYEN,  M.D. 

Saigon,  Vietnam 

Dear  Mr.  Johnson: 

I would  like  to  express  our  gratitude  to  you  and 
the  members  of  your  association  for  the  generous 
donation  of  books,  medical  journals  and  periodicals 
which  have  been  sent  to  our  organization,  through 
the  auspices  of  Dr.  Philip  Pritel  and  Dr.  Jess  C. 
Holm  of  the  Saigon  Adventist  Hospital,  and  thanks 
to  the  intermediate  of  Dr.  Hal  Wilson,  Field  Direc- 
tor of  the  American  Medical  Association  Volunteer 
Physicians  for  Viet  Nam  Program. 

These  books  and  medical  journals  back  issues  are 
of  great  value  to  our  physicians  and  our  senior 
students  as  well;  the  textbooks  on  Nursing  are  very 
appreciated  by  our  student  nurses,  many  of  whom 
do  read  English. 

We  anticipate  that  your  generous  gesture  would 
be  the  starting  point  of  a good  relationship  between 
the  American  physicians  and  their  Vietnamese  col- 
leagues. 

Once  again,  I would  appreciate  that  you  extend 
to  your  Association  our  best  regards  and  our  most 
sincere  thanks  for  having  given  us  the  opportunity 
to  make  new  friends  and  build  good  will  among 
people  of  our  two  countries. 

Sincerely  yours, 

NGUYEN  HOAI  DUC,  M.D. 


Records  Kept  Easily  (with  stamps ) 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

National  interest  has  been  aroused  by  the  pros- 
pect that  the  Oregon  Medical  Association  will  make 
attendance  at  medical  education  courses  a condition 
for  continuing  membership.  The  OMA’s  program 
places  great  emphasis  upon  formal  education  activi- 
ties but  gives  no  credit  to  the  physician  involved 
in  self-directed  study.  We  would  suggest  an  ex- 


tension of  the  accreditation  scheme  to  encompass 
a wider  range  of  educational  activities.  It  might 
be  organized  as  follows: 

Physicians  could  be  supplied  with  books  similar 
to  those  given  to  consumers  for  keeping  their  trading 
stamps.  Stamps  to  be  affixed  in  these  books  would 
be  given  to  physicians  for  participating  in  a variety 
of  educational  pursuits.  Those  charged  with  the 
responsibility  of  organizing  approved  formal  edu- 
cation courses  would  give  stamps  to  physicians  in 
attendance;  the  number  of  stamps  to  be  given 
would  be  dependent  upon  the  number  of  hours 
for  which  the  course  was  accredited.  Lecturers 
would  receive  more  stamps  than  physicians  who 
merely  attend.  Medical  books  distributed  in  Oregon 
might  have  attached  in  the  flyleaf  a supply  of 
stamps  commensurate  with  the  number  of  pages 
in  the  book,  its  complexity,  and  its  relevance  to 
clinical  practice.  Journals  might  also  have  stamps 
inserted,  their  value  relating  to  factors  such  as 
the  number  of  articles  or  the  number  of  pages, 
as  deemed  appropriate  by  the  educational  accredit- 
ing body. 

Credits  for  participation  in  correspondence 
courses,  teaching  in  the  Medical  School,  writing 
articles  for  journals,  teaching  para-medical  person- 
nel, and  participating  in  medical  research  could  be 
assessed  by  the  accrediting  committee;  such  activi- 
ties would  be  rewarded  by  a dispensation  of  stamps 
equal  to  the  merits  of  the  work.  Participation  in 
Medical  Society  structure,  including  holding  office, 
committee  appointments,  and  working  with  AMPAC, 
also  should  be  accorded  value  in  the  physician’s 
pursuit  of  excellence  through  continuing  education. 

Such  a method  of  accrediting  the  education  of 
the  physician  has  great  flexibility.  It  would  be 
possible  for  example  to  develop  stamps  of  different 
values  and  of  different  colors.  The  color  differentia- 
tion would  accommodate  AAGP  requirements  which 
distinguish  between  attendance  at  Medical  School 
or  Academy  Programs  and  programs  of  lower  quality 
offered  elsewhere. 

A prescribed  total  number  of  stamps  would  be 
the  “quota”  for  each  physician.  When  this  quota 
was  reached,  the  stamp  book  could  be  registered 
with  the  State  Medical  Association  and  “redeemed” 
for  an  educational  certificate. 

Physicians  would  be  encouraged  to  display  the 
certificate  in  their  offices.  Possession  of  a certificate 
would  indicate  that  its  owner  had  been  exposed 
to  the  dissemination  of  new  information  produced 
by  modern  research.  Patients  would  learn  to  inter- 
pret that  the  possessor  of  a certificate  could  provide 
high-quality,  competent  medical  care. 

This  “stamp”  plan  would  expand  the  spectrum 
of  educational  activities  for  which  physicians  could 

continued  on  page  1000 
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COMPOSITION:  Each  ml  of  solution  supplies  at  the  mouthpiece  20 
metered  doses  of  350  meg  isoetharine  methanesulfonate  (0.6%),  70 
meg  phenylephrine  HCI  (0.125%)  and  30  meg  thenyldiamine  HCI 
(0.05%)  with  saccharin  and  menthol  plus  fluorochlorohydrocarbons  as 
inert  propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 
RECOMMENDED  DOSAGE:  The  average  dose  is  one  or  two  inhalations. 
Occasionally,  more  may  be  required.  It  is  important,  however,  to  wait 
one  full  minute  after  the  initial  one  or 
two  inhalations  in  order  to  be  certain  that 
another  is  necessary.  In  most  cases,  in- 
halations need  not  be  repeated  more  often 
than  every  four  hours,  although  more  frequent  administration  may  be 
necessary  in  severe  cases. 


and  further  tests  confirm  your 
diagnosis  of  EMPHYSEMA 

Now's  the  time  he  needs 


BRONKOMETER  ini 


(isoetharine  0.6%;  phenylephrine  HCI  0.125%;  thenyldiamine  HCI  0.05%) 


PRECAUTIONS:  Although  Bronkometer  is  relatively  free  of  toxic  side 
effects,  too  frequent  use  may  cause  tachycardia,  palpitation,  nausea, 
headache,  changes  in  blood  pressure,  anxiety,  tension,  restlessness, 
insomnia,  tremor,  weakness,  dizziness  and  excitement  as  is  the  case 
with  other  sympathomimetic  amines.  Bronkometer  should  not  be  ad- 
ministered along  with  epinephrine  or  other  sympathomimetic  amines 
as  such  drugs  are  direct  cardiac  stimulants  and  may  cause  excessive 
tachycardia.  They  may,  however,  be  alternated  if  desired.  Dosage  must 
be  carefully  adjusted  in  patients  with  hyperthyroidism,  hypertension, 
acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and 
in  individuals  sensitive  to  sympathomimetic  amines,  since  overdosing 
may  result  in  tachycardia,  palpitation,  nausea,  headache  or  epineph- 
rine-like  side  effects. 

HOW  SUPPLIED:  Bronkometer  tpr  10  ml  Refill  with  Actuator  (Code  No. 
1184);  Bronkometer  tpr  10  ml  Refill  only  (Code  No.  1183);  Bronko- 
meter 10  ml  Vial  with  Oral  Nebulizer  (Code  No.  1193);  Bronkometer 
20  ml  Vial  with  Oral  Nebulizer  for  desk  or  bedside  (Code  No.  1182). 


Helps  increase  his  vital  capacity  . . . 
helps  keep  his  airways  clear  for  hours. 
Unique  formula  with  isoetharine*  brings 
potent  bronchodilation  plus 
decongestant  action  and 
mucus-clearing  assistance. 

"Dilabron- . brand  of  isoetharine 


'Jfc 


TWIST-PRESS-RELIEF 

IN  EMPHYSEMA,  CHRONIC  BRONCHITIS,  ASTHMA 


MilX'l.'l  BREON  LABORATORIES  INC.,  90  PARK  AVENUE,  NEW  YORK,  N Y.  10016 
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What's 

Polycillin ( 9"!") got  to  do  with 
the  price  of  bananas? 


Just  this:  According  to  the  U.S.  Bureau  of  Labor 
Statistics,  bananas  are  one  of  the  few  things  that 
actually  cost  less  today  than  five  years  ago.  The 
same  is  true  of  Polycillin.  In  fact,  the  price  of  Poly- 
cillin has  been  reduced  about  30%  since  its  intro- 
duction in  1963... making  it,  according  to  national 
surveys  of  patient  costs,  as  economical  as  lead- 
ing brands  of  tetracycline  and  erythromycin. 


And  Polycillin  is  available  in  a variety  of  dosage 
forms  for  your  patients— more  than  any  other  am- 
picillin.  It  comes  in  250  mg.  and  500  mg.  capsules; 
in  convenient,  chewable  tablets  of  125  mg.;  oral 
suspension,  125  mg.  and  250  mg.  per  5 ml.;  and 
in  pediatric  drops,  100  mg.  per  ml.  Also  available 
parenterally  as  Polycillin-N®( sodium  ampicillin). 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse.  New  York  13201 


BRISTOL 


NOTES 


More  control  coming?  Secretary  Finch,  in  addressing 
the  House  Ways  and  Means  Committee  has  asked  for  authority 
to  deny  payment  to  physicians,  hospitals,  and  other  pro- 
viders of  care,  when  deemed  to  be  abusing  programs  by 
providing  unnecessary  care  or  overcharging  for  needed 
services.  He  also  wishes  to  have  authority  through  which 
he  can  require  local  utilization  review  committees  to  pass 
on  the  propriety  of  initial  hospital  admission  of  medicare 
patients  as  well  as  need  for  prolonged  hospitalization. 

He's  anxious  to  call  the  piper's  tune. 

Use  of  whole  blood  is  almost  obsolete.  New  dangers 
of  transfusion  are  coming  to  light  as  more  is  learned  about 
the  multitudinous  variations  in  blood  subgroups  and  the 
possibility  of  developing  antibodies  - thus  storing  up 
future  trouble.  One  hospital  has  recently  surveyed  use 
of  single  unit  transfusions  and  found  that  a significant 
number  of  them  should  have  been  avoided.  They  were  either 
unnecessary  or  potentially  harmful.  Best  answer  is  to  use 
the  fraction  actually  required.  Cells  alone  can  provide 
oxygen  transport  if  that  is  needed,  and  liquids  other  than 
plasma  offer  advantages  when  volume  is  the  requirement. 

Federal  department  of  health  proposed.  An  Ohio  Con- 
gressman has  introduced  H.  R.  14238,  calling  for  a separate, 
cabinet  level,  department  of  health.  Such  a plan  has  long 
been  endorsed  by  AMA  and  was  anticipated  in  1953  when  a 
special  meeting  of  the  House  of  Delegates  was  held  in 
Washington.  The  meeting  was  called  to  discuss  the  possi- 
bility of  recommending  establishment  of  a Department  of 
Health  in  the  new  Eisenhower  cabinet.  When  the  House  met, 
March  14,  1953,  the  Delegates  were  informed  that  a Depart- 
ment of  Health  Education  and  Welfare  had  been  created  and 
that  Mrs.  Oveta  Culp  Hobby  had  been  appointed  Secretary. 
There  was  little  left  to  do  but  endorse  the  appointment. 

AMA  dropped  its  eighty-year  fight  for  a separate  department. 

Do  you  rely  on  your  subconscious  mind?  Rudolph  Flesch 
suggests  you  should.  In  his  very  readable  book  on  The  Art 
of  Readable  Writing,  he  says,  "As  long  as  we  pay  attention 
to  what  we  are  doing,  we  just  cannot  make  ourselves  combine 
two  ideas  that,  offhand,  don't  seem  to  fit  together.  But 
when  the  mind  is  busy  with  something  else,  or  when  we  are 
relaxing  or  asleep,  anything  goes.  Our  unconscious  just 
keeps  toying  with  idea  combinations  regardless  of  whether 
they  make  sense  or  not.  And  then  - 'out  of  nowhere'  - comes 
the  flash  of  inspiration." 

Construction  slump  deepens.  Fewer  homes  are  being 
built  in  the  Northwest  and  forest  products  suffer.  Profits 
evaporate  as  prices  for  lumber  and  plywood  drop  while  logs 
and  labor  cost  more.  Pulp  and  paper  continue  in  demand. 

H.L.H. 
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It  you  could  put 
Tareyton’s  charcoal 
filter  on  your 
cigarette,  you’d  have 
a better  cigarette. 


But  not  as  good 
asaTareyton. 


That’s  why  usTareyton  smokers 
would  rather  fight  than  switch ! 
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Dulcolax...so  predictable 
you  can  almost  set  patients  by  it 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  toan  hour. 

Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax'  bisacodyl 


UNDER  LICENSE  FROM  BOEHRINGER INGELHEIM  G.M.B  H GEIGY  PHARMACEUTICALS.  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY,  NEW  YORK  10502 


DU- 6681 


treated  with 
Parafon  Forte  mas 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain- spasm  feedback 

by  providing : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1,2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. ..but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadadness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  f^-316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  air.  Gastroenterology  44:146, 
1963.  4.  Berman,  H.  H.,  et  air.  Dis.  Nerv. 
Syst.  25:430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Thor.  5:871,  1964. 

*U.S.  PATENT  NO.  7.895,87? 


( McNEIL ) 

MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 
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receive  credit;  furthermore,  the  educational  certifi- 
cate would  represent  comprehensive  educational 
activity  rather  than  the  limited  educational  involve- 
ment required  by  the  OMA’s  present  plan.  These 
benefits  are  clear.  We  would  be  most  pleased  to 
have  the  reactions  of  your  readers. 

Yours  sincerely, 

S.  SPENCE  MEIGHAN,  M.D. 

RICHARD  A.  BURG 

Course  on 

Obstructive  Pulmonary  Syndromes 

A continuing  education  course  on  obstructive  pul- 
monary syndromes  will  be  given  at  the  Virginia 
Mason  Hospital,  December  5,  1969. 

PROGRAM 

Outline  of  treatment  Edward  H.  Morgan,  M.D. 


Origin  and  nature  Carroll  J.  Martin,  M.D. 

Immunologic  concepts  and  allergy 

H.  Rowland  Pearsall,  M.D. 

Infection,  antibiotics,  steroids  John  D.  Allen,  M.D. 

Panel  discussion  with  illustrative  cases 

Carroll  J.  Martin,  M.D. 
John  D.  Allen,  M.D. 
Edward  H.  Morgan,  M.D. 
Neely  E.  Pardee,  M.D. 
H.  Rowland  Pearsall,  M.D. 
Richard  Winterbauer,  M.D. 

Laboratory  recognition  Carroll  J.  Martin,  M.D. 

Arterial  blood  gases  in  therapy 

Richard  Winterbauer,  M.D. 

Inhalation  therapy  Neely  E.  Pardee,  M.D. 

Breathing  exercises  and  rehabilitation 

Neely  H.  Pardee,  M.D. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 

Consulting  Psychiatrist 

Physicians 
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Going  to  Denver? 

TELEXPAID  CHICAGO  ILL  OCTOBER  24,  1969 

EDITOR,  NORTHWEST  MEDICINE 

500  WALL  STREET 

SEATTLE  WASHINGTON  98121 

A DIVERSE  SCIENTIFIC  PROGRAM  WITH  A MULTIPLICITY  OF 
MEDICAL  TOPICS  WILL  BE  OFFEED  TO  PHYSICANS  ATTENDING  THE 
AMERICAN  MEDICAL  ASSOCIATION'S  23RD  CLINICAL  CONVENTION 
IN  DENVER,  NOV.  30  - DEC.  3. 

THE  SCIENTIFIC  PROGRAM,  IN  DENVER'S  CONVENTION  CENTER, 
BEGINS  AT  NOON  SUNDAY,  NOV.  30,  WHEN  THE  SCIENTIFIC  AND 
INDUSTRIAL  EXHIBITS  OPEN. 

GENERAL  SCIENTIFIC  SESSIONS  ARE  SCHEDULED  FROM  9 A.M.  - 
NOON  AND  FROM  2-5  P.M.  MONDAY  THROUGH  WEDNESDAY.  TOPICS 
INCLUDE: 

MONDAY  MORNING:  ARTHRITIS  AND  RHEUMATIC  DISEASES, 

ISCHEMIC  HEART  DISEASE,  GYNECOLOGICAL  ENDOCRINOLOGY. 

MONDAY  AFTERNOON:  MANAGEMENT  OF  ACUTE  RESPIRATORY 

FAILURE,  SURGERY  FOR  ARTERIOSCLEROTIC  HEART  DISEASE, 

COMMON  DERMATOLOGIC  PROBLEMS. 

TUESDAY  MORNING:  DIARRHEAL  DISEASES,  COMMON  NEURO- 

LOGICAL PROBLEMS  IN  CHILDREN  AND  ADULTS,  DIAGNOSIS  AND 
MANAGEMENT  OF  THE  LYMPHOMAS. 

TUESDAY  AFTERNOON:  PULMONARY  EMBOLISM,  ENDOCRINE 

EMERGENCIES,  CANCER  OF  THE  FEMALE  REPRODUCTIVE  SYSTEM. 

WEDNESDAY  MORNING:  MANAGEMENT  OF  CHRONIC  AIRWAY  OB- 

STRUCTION (EMPHYSEMA),  CHILDHOOD  CANCER,  SEXUAL  PROBLEMS 
IN  MEDICAL  PRACTICE  (PART  1). 

WEDNESDAY  AFTERNOON:  PROBLEMS  IN  ADVERSE  REACTION  TO 

DRUGS,  MULTIPHASIC  SCREENING,  SEXUAL  PROBLEMS  IN  MEDICAL 
PRACTICE  (PART  2). 

AMA'S  HOUSE  OF  DELEGATES  MEETS  SUNDAY  THROUGH  WEDNESDAY 
IN  THE  DENVER  HILTON  HOTEL. 

ON  SATURDAY,  NOV.  29,  THE  ANNUAL  MEDICAL  SERVICES 
CONFERENCE  WILL  BE  HELD  AT  THE  DENVER  HILTON.  TOPIC  FOR 
DISCUSSION  WILL  BE  PEER  REVIEW  AND  ITS  IMPORTANCE  IN 
ASSURING  THE  PROVISION  OF  HIGH-QUALITY  HEALTH  SERVICES 
AT  REASONABLE  COSTS. 

LEADERS  IN  THE  FIELD  OF  SPORTS  MEDICINE  WILL  BE  AMONG 
THE  SPEAKERS  AT  THE  11TH  NATIONAL  CONFERENCE  ON  THE  MEDICAL 
ASPECTS  OF  SPORTS  CONFERENCE  SUNDAY,  NOV.  30  AT  THE  COS- 
MOPOLITAN HOTEL  IN  DENVER.  SPECIAL  GUESTS  WILL  INCLUDE 
MARILYN  VAN  DERBUR,  A FORMER  MISS  AMERICA  AND  NOW  A TV 
PERSONALITY,  AND  JAMES  T.  LOVELL,  A MEMBER  OF  THE  APPOLLO  8 
CREW  WHICH  ORBITED  THE  MOON  LAST  CHRISTMAS  EVE. 

AMERICAN  MEDICAL  ASSOCIATION 
CHICAGO 
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heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


ABTR 


. Each  fiuidounce  contains:  80  mg. 
Benadryl®  (diphenhydramine 
hydrochloride,  Parke-Davis); 

1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 

2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 

BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex . . . 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 

BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


410R69 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 


Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,1'4  broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9'1 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:7 31,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
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EDITORIAL 


Rewritten — With  Care 


Best  of  the  manuscripts  submitted  in  the  Third 
Annual  Manuscript  Contest,  sponsored  by 
this  journal  and  Encyclopaedia  Britannica,  ap- 
pear in  this  issue.  A record  number  of  interns 
and  residents  participated  in  the  1969  contest. 
Most  of  the  papers  were  based  on  clinical  ex- 
perience and  all  reflected  good  medical  practice. 
Surprisingly,  however,  most  of  them  suggested 
lack  of  training  in  writing  technique.  The  win- 
ning manuscript  was  the  only  one  prepared  in 
complete  accordance  with  standard  rules  for 
preparation  of  material  to  be  submitted  for 
publication. 

Most  glaring  deficiency  in  the  manuscripts 
was  lack  of  care  in  preparing  reference  lists. 
Many  of  the  lists  were  too  long,  indicating  un- 
critical selection.  Excessive  length  of  reference 
lists  coupled  with  gross  errors  in  the  citation 
led  to  suspicion  that  not  all  of  the  references 
had  actually  been  consulted. 

A cardinal  rule  for  writers  is  that  manuscripts 
should  be  prepared  in  conformity  with  the  edi- 
torial style  of  the  journal  to  which  they  are  to  be 
submitted.  This  rule  was  ignored  by  some  of  the 
contestants. 

Another  rule  states  that  only  original  typed 
copy  be  submitted.  Some  journals  request  only 
the  original  copy  but  others  ask  for  one  or  more 
carbon  copies  of  the  manuscript.  Photocopies 
are  usually  returned  without  further  examina- 
tion. In  this  contest,  one  otherwise  excellent 
manuscript  was  submitted  as  a photocopy  and 
the  author  thereby  forfeited  an  opportunity  to 
be  considered  when  the  winner  was  being 
selected. 

A feature  of  the  contest  has  been  a limit  on 
the  number  of  pages  permitted.  It  was  imposed 


to  encourage  compactness  and  clarity  in  writing. 
In  general,  the  rule  has  been  effective  and  the 
articles  impose  no  serious  burden  on  the  reader. 
The  rule  may  have  been  too  rigid  in  that  the 
limit  has  been  interpreted  as  applying  to  illus- 
trations as  well  as  to  typed  copy.  This  was  not 
intended.  Graphic  communication  is  desirable 
and  training  in  its  use  should  be  a part  of  train- 
ing in  writing  technique. 

Photographs  published  with  one  of  the  articles 
in  this  issue  would  not  have  been  accepted  had 
they  been  submitted  by  a non-competing  author 
but  are  included  in  the  publication  for  later  use 
of  the  issue  as  a text  in  courses  on  medical 
writing.  They  exhibit  several  defects  that  should 
be  recognized  by  writers. 

Interns  and  residents  are  not  alone  in  de- 
fective statement,  in  not  saying  what  it  appears 
they  intend  to  say,  or  in  drawing  unwarranted 
conclusions.  But  all  of  these  defects  appeared  in 
the  contest  manuscripts,  offering  further  evi- 
dence that  the  art  of  writing,  or  rather  the  art 
of  rewriting,  has  received  little  attention. 

Several  years  ago  an  editor  for  a major  book- 
publishing  firm  said,  “There  is  no  such  thing 
as  good  writing— there  is  only  good  rewriting.” 
Truth  of  his  statement  has  been  confirmed  in- 
numerable times  since  he  made  it  but  it  has 
never  been  more  apparent  than  during  editorial 
preparation  of  the  award  winning  manuscripts 
published  in  this  issue.  One  stood  out  as  prob- 
ably having  been  rewritten  several  times,  with 
care.  At  Portland,  when  about  to  receive  the 
winner’s  award,  the  author  confirmed  the  sup- 
position. He  had  rewritten  his  paper  almost  a 
dozen  times.  Future  contestants  should  take 
note. 

H.  L.  H. 
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WINNING  MANUSCRIPT 
1969  Northwest  Medicine  and 
Encyclopaedia  Britannica  Contest 


Corrosive  Esophagitis  — A Review  of  Therapy 

RICHARD  S.  EGAN,  M.D.,  Long  Beach,  California 

Sixty  patients  with  a history  of  having  ingested  a caustic  sub- 
stance were  admitted  to  the  University  of  Oregon  Medical  School 
Hospitals  from  1957  to  1968.  The  patients  had  esophagoscopy  per- 
formed early  in  the  post-ingestion  period  and  those  with  esophageal 
burns  were  treated  with  steroids  and  antibiotics  until  re-epitheliza- 
tion  occurred.  Two  out  of  the  twenty-eight  patients  with  esophageal 
burns,  or  7 percent,  developed  strictures.  This  is  a marked  im- 
provement over  the  40-80  percent  incidence  of  strictures  reported 
by  previously  used  methods  of  treatment.  The  improved  results 
reported  here  are  compatible  with  other  recent  series  and  appear 
to  support  this  form  of  treatment. 


Dr.  Egan  completed  his  residency  in 
otolaryngology,  at  the  University  of 
Oregon  Medical  School  Hospital,  last 
June.  He  is  on  duty  at  the  Naval 
Hospital,  Long  Beach. 


Esophageal  bums  from  the 
ingestion  of  caustic  ma- 
terials are  a continuing  problem. 
The  immediate  sequelae  can  be 
severe.  Periesophagitis,  medias- 
tinitis,  and  even  death  may 
occur.  The  late  problems  are 
more  common  and  traditionally 
have  been  difficult  to  manage. 
The  most  frequent  long  term 
complication  of  caustic  esopha- 
gitis has  been,  and  remains, 
esophageal  stricture.  For  the 
past  eleven  years,  treatment  of 
caustic  esophagitis  at  the  Uni- 
versity of  Oregon  Medical 
School  has  included  the  use  of 
steroids  and  antibiotics.  The 
rationale  of  this  treatment  stems 
from  the  anti-inflammatory 
properties  of  certain  adreno- 
corticosteroids  and  is  an  attempt 
to  prevent  late  stricture  forma- 
tion. This  paper  reviews  sixty 
cases  seen  at  the  University 
Hospital  from  1957  to  1968  and 
attempts  to  establish  the  efficacy 
of  the  steroid  and  antibiotic 
regimen. 


method  of  management 

All  patients  with  a history  of 
caustic  ingestion,  whether  symp- 
tomatic or  not,  enter  the  hospi- 
tal. On  the  day  of  admission 
these  patients  are  treated  with 
parenteral  dexamethasone  8 mg 
daily  or  oral  prednisone  60  mg 
daily  which  is  then  tapered  over 
a three  to  four  day  interval  to 
a maintenance  dose  of  5-10  mg 
of  prednisone.  Antibiotics,  most 
recently  ampicillin,  are  also 
started.  The  patients  receive 
intravenous  support  if  necessary 
but  resume  their  normal  diets  as 
soon  as  possible. 

Usually  within  48  hours  after 
admission,  an  esophagoscopy, 
using  general  anesthesia,  is  per- 
formed. This  is  done  to  deter- 
mine the  presence  of  esophageal 
burns,  their  extent,  and  severity. 
The  bums  are  described  by 
the  endoscopist  as  superficial 
(erythema),  transmucosal  (ero- 
sion of  the  mucosa  with  bleed- 
ing), or  full  thickness  (burns  into 
and  through  the  muscle  layers).1 
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Those  patients  with  no  esopha- 
geal burns  are  discharged  with- 
out further  treatment  and  fol- 
lowed as  outpatients. 

Those  with  proven  burns  un- 
dergo further  esophagoscopy  at 
two  to  three  week  intervals  until 
the  mucosa  is  normal,  at  which 
time  the  steroids  are  stopped. 
A follow  up  esophagoscopy  is 
performed  one  month  after 
cessation  of  the  steroid  therapy. 
Six  months  later,  a barium 
esophagram  is  obtained.  If  stric- 
tures do  develop,  dilation  is 
carried  out  either  under  direct 
vision  with  silk  woven  dilators, 
or  indirectly  with  mercury-filled 
bougies.  If  there  are  multiple, 
blind,  proximal  pouches,  retro- 
grade dilations  are  performed 
via  gastrostomy.  The  patient  is 
seen  frequently  for  the  first  two 
months,  during  which  time  the 
majority  of  strictures  will  occur. 
Long  term  evaluation  is  com- 
plete at  one  year.  Almost  all 
patients  who  form  strictures  will 
do  so  by  then.2 

results  of  management 

Of  the  60  patients  admitted  to 
the  hospital,  35  were  under  the 
age  of  three  years  and  all  had 
accidental  ingestions.  Twenty- 
five  patients  were  over  the  age 
of  30  and  all  were  suicide  at- 
tempts. The  caustic  agent  was 
most  often  an  alkali  which 
causes  liquefaction  necrosis  and 
tends  to  penetrate  the  deeper 
layers  of  the  mucous  mem- 
branes. Acid  substances,  on  the 
other  hand,  cause  coagulation 
necrosis  and  the  damage  is 
usually  limited  to  the  superficial 
mucosal  layers,  Table  1.  Exami- 
nation of  the  patients  empha- 
sized that  there  was  no  diag- 
nostic correlation  between  the 
presence  of  oral  burns  and  eso- 
phageal bums.  Each  occurred 
independently  of  the  other. 


TABLE  1 

MATERIALS  INGESTED 


60  Cases 

Lye  compounds  (Na  OH)  32 

Ammonia  4 

Halogens  7 

Phosphates  2 

Acid  1 

Miscellaneous  6 

Unknown  8 

Total  60 


Fifty-five  of  the  sixty  patients 
had  esophagoscopy  performed. 
Twenty-one  of  these,  or  35  per- 
cent of  the  study  group,  were 
normal;  17  had  superficial  burns 
of  the  esophagus;  9 had  trans- 
mucosal  and  2 had  full  thickness 
burns.  The  remaining  6 patients 
were  beyond  the  acute  stage 
and  had  narrowing  or  stricture 
when  first  seen. 

The  28  patients  with  endo- 
scopically-proven,  acute,  eso- 
phageal burns  received  a full 
course  of  steroids  that,  on  the 
average,  lasted  three  weeks.  For 
the  first  week  of  this  treatment 
they  also  received  antibiotics. 
Two  of  the  patients  so  treated 
developed  strictures,  both  of 
which  formed  between  the  sec- 
ond and  fourth  week.  None  of 
the  patients  with  a normal  eso- 
phageal examination  developed 
strictures.  Of  the  two  patients 
who  formed  strictures,  one  had 
multiple  “skip”  areas  of  trans- 
mucosal  and  possibly  full  thick- 
ness burns,  formed  a stricture  or 
strictures  at  a later  time,  and 
was  unresponsive  to  bougien- 
age. A colon  interposition  was 
eventually  performed  on  this 
patient.  The  second  patient  had 
severe,  full  thickness  burns  of 
the  esophagus  and  stomach  with 
mediastinitis  and  developed  ex- 
tensive strictures.  Those  six  pa- 
tients, who  were  admitted  with 
well-formed  strictures,  had  mul- 
tiple dilations  with  varying  de- 
grees of  success.  Two  eventually 
required  colon  interpositions. 


None  of  the  six  had  previously 
been  treated  with  steroids. 

complications 

There  was  one  death  in  the 
series.  This  occurred  in  the  pa- 
tient mentioned  above  with  full 
thickness  burns  and  mediasti- 
nitis. Eventual  thoracotomy  and 
laparotomy  demonstrated  ero- 
sion of  the  distal  esophagus  and 
stomach  into  the  underlying 
great  vessels,  causing  uncontrol- 
lable hemorrhage.  Death  in  this 
patient  took  place  three  weeks 
following  ingestion.  In  one  other 
patient  there  was  a perforation 
from  esophagoscopy.  The  medi- 
astinum was  opened  by  thoro- 
cotomy,  drainage  was  estab- 
lished, and  no  further  difficulty 
occurred.  Cushingnoid  changes 
appeared  in  several  patients  but 
cleared  following  completion  of 
therapy.  There  were  no  psychic- 
problems  attributed  to  the  ster- 
oid therapy.  There  were  no 
complications  from  the  use  of 
antibiotics. 

discussion 

Until  the  last  decade  the 
treatment  of  corrosive  esopha- 
gitis was  prophylactic  bougien- 
age started  early,  after  the 
method  of  Salzer.3  This  method 
is  still  advocated.4-5  The  results 
of  this  treatment,  however,  have 
been  disappointing.  Strictures 
have  developed  in  40  to  80 
per  cent  of  the  patients  so 
treated.1- 45 

With  the  advent  of  readily 
available  steroid  compounds 
with  high  anti-inflammatory 
activity,  attention  was  turned  to 
the  use  of  these  drugs  in  cor- 
rosive esophagitis.  Animal  ex- 
periments demonstrated  that 
steroids,  and  to  a lesser  extent 
antibiotics,  could  significantly 
lessen  the  incidence  of  stric- 
tures.6-8 It  was  found  that  these 
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TABLE  2 


RESULTS  OF 

TREATMENT  WITH 

STEROIDS  AND 

ANTIBIOTICS 

Type  of 

Number  of 

Number 

Percent 

Esophageal  Burn 

Patients 

Strictured 

Strictured 

Superficial 

17 

0 

0 

Transmucosal 

9 

1 

11 

Full  thickness 

2 

1 

50 

Total 

28 

2 

7 

drugs  must  be  given  within  the 
first  48  hours  following  ingestion 
in  order  to  be  effective.0  This 
correlates  with  the  appearance 
of  fibroblasts  in  the  wound.  The 
action  of  the  steroids  is  believed 
to  be  the  control  of  fibroblast 
differentiation  and  their  early 
collagen  deposition. 

Following  the  success  of  ani- 
mal experiments,  clinical  trials 
were  initiated  and  the  incidence 
of  stricture  formation  has  sub- 
sequently dropped  into  the 
range  of  3 to  27  per  cent.1011  It 
appears  that  the  greatest  im- 
provement has  occurred  in  the 
superficial  and  transmucosal 
bums  and  that  the  deeply 
burned  esophagus  can  still  go 
on  to  form  strictures.  Table  2. 
Most  authors  feel,  however,  that 
even  when  strictures  do  form, 
bougienage  is  more  effective  if 
steroids  have  been  used  ini- 
tially.12 

In  this  group  of  patients,  the 
results  of  early  esophagoscopy 
and  the  use  of  steroid  and  anti- 
biotic therapy  for  proven  cor- 
rosive esophagitis  appears  to 
substantiate  other  reports.  The 
incidence  of  stricture  formation 
is  compatible  with  recent  re- 
ports and  is  significantly  lower 
than  the  incidence  of  strictures 
using  the  older  treatment  regi- 
mens. The  side  effects  of  steroid 


1 Yarington,  C.  T.  Jr.,  Bales,  G.  A., 
Frazer,  J.  P.,  A study  of  caustic 
esophageal  trauma,  Ann  Otol  73:1130 
1135  (December)  1964. 

2 Smith,  V.  M.,  Compton,  J.  R., 
Palmer,  E.  D.,  Cortisone  and  acute  lye 
corrosion  of  the  esophagus,  Arch  Oto- 
laryng  58:235-244  (September)  1953. 

3 Waggoner,  L.  G.,  Diagnosis  and 
management  of  chemical  burns  of  the 
esophagus,  Laryngoscope  68:1790-1813 
(October)  1958. 

4 Appelberg,  H.  R.,  Corrosive  burns 
of  the  oesophagus  and  their  treatment, 
Acta  Otolaryng  Suppl  158:138-143,  1960. 

5 Bikhazi,  H.  B.,  Thompson,  E.  R., 
Shumrick,  D.  A.,  Caustic  ingestion: 


and  antibiotic  therapy  are  mini- 
mal and  easily  controlled. 

The  complications  from  eso- 
phagoscopy in  this  series  oc- 
curred in  the  third  week  follow- 
ing the  bum  when  the  esopha- 
geal wall  is  the  weakest  and 
indicates  that  particular  caution 
must  be  taken  during  this 
period.  A lack  of  correlation 
between  the  presence  of  oral 
burns  and  esophageal  burns  was 
noted  in  this  review  of  cases 
and  in  other  reports.  Proper 
esophageal  examination,  there- 
fore, should  be  carried  out  in 
all  patients  suspected  of  caustic 
ingestion.  Similarly,  we  and 
others  note  that  patients  have 
an  asymptomatic  period  follow- 
ing the  initial  few  days  of  severe 
dysphagia.  This  period  may  last 
from  one  to  several  weeks  and 
should  not  be  considered  as  evi- 
dence of  final  healing. 

Completion  of  a new  epi- 
thelial lining  makes  subsequent 
stricture  formation  unlikely  and 
only  repeat  esophagoscopy  can 
determine  when  this  process  is 
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HONORABLE  MENTION 
1969  Northwest  Medicine  and 
Encyclopaedia  Britannica  Contest 


Embryology  and  Abnormal  Anatomy 

of  the  Maxillary  Sinus 

GEORGE  M.  HALL,  M.D.,  Bremerton,  Washington 

Roentgenographic  evidence  of  opacity  or  cloudiness  of  the  maxillary 
sinus  is  apt  to  be  interpreted  as  sinusitis.  It  may  be  due  to  agenesis  of  the 
sinus.  Recognition  of  this  infrequent  anomaly  can  save  the  patient  from  an 
unnecessary  operation.  An  accessory  ostium,  seen  occasionally,  offers  good  access 
to  the  sinus.  The  infraorbital  nerve  is  not  always  enclosed  in  bone  and  may  be 
injured  during  curettement  of  the  sinus  in  such  case.  Duplication  of  the  sinus 
is  seen  occasionally  and  can  be  a source  of  failure  of  treatment  if  both  are 
diseased  and  only  one  is  entered. 


Significant  congenital  anoma- 
lies of  the  paranasal  sinuses, 
other  than  the  well-known  wide 
variations  in  size  and  number 
of  the  frontal  and  ethmoid  si- 
nuses, are  indeed  rare.  In  fact, 
many  textbooks  of  otolaryngol- 
ogy and  reference  books  on 
congenital  anomalies,  do  not 
even  mention  the  possibility  of 
agenesis  of  the  sinuses.  Two 
exceptions  are  the  textbooks 
edited  by  Jackson  and  Jackson 
and  Scott  Brown,  et  al.1-2  These 
two  texts  each  mention  that  an 
absence  of  one  maxillary  antrum 
is  rarely  encountered.  Schaeffer, 
in  his  extensive  description  of 
sinus  anatomy  published  in 
1920,  does  not  mention  this 
possibility  and  presumably  he 
did  not  know  of  its  existence.3 
An  absent  maxillary  sinus  can- 
not cause  symptoms  and  so  is 
not  looked  for  clinically.  Like- 
wise, the  sinuses  are  almost 
never  explored  at  autopsy  and 
so  the  real  incidence  of  absence 
of  sinuses  is  unknown. 

The  only  report  of  absence  of 
paranasal  sinuses  in  the  recent 
otolaryngology  literature  comes 
from  Brazil.4  This  case  of  ab- 
sence of  all  sinuses  was  not  apt 


to  be  misinterpreted.  The  clin- 
ical importance  of  the  rare  cases 
of  absence  of  one  maxillary- 
sinus  is  that  they  might  well  be 
misinterpreted,  and  the  patients 
might  be  subjected  to  unneces- 
sary procedures. 

embryology  and 
developmental  anatomy 

In  the  second  month  of  em- 
bryonal life,  folds  and  grooves 
arise  in  the  lateral  nasal  walls. 
Extensive  studies  of  a sixty-day 
fetus  have  shown  the  develop- 
ment of  a small  projection  under 
the  middle  portion  of  the  mid- 
dle fold  which  proved  to  be  the 
early  bulla  ethmoidalis.  Just 
below  this  is  found  a narrow 
depression— the  primitive  hiatus 
semilunaris,  separating  the  bulla 
from  a ridge  of  mesenchyme 
representing  the  early  formation 
of  the  uncinate  process.  From 
this  it  can  be  seen  that  the  mid- 
dle meatus  early  becomes,  and 
remains,  the  most  complex  part 
of  the  nasal  cavity.  From  it  de- 
velop the  anterior  ethmoid  si- 
nuses, the  maxillary  sinus,  and 
the  frontal  sinus. 

At  a relatively  early  time  in 
the  fetus— at  about  the  seven- 


tieth day— the  maxillary  sinus 
begins  its  growth  from  the  deep 
portion  of  the  ethmoid  infundi- 
bulum. Failure  of  development 
of  this  sinus  must  be  due  to 
some  abnormality  occurring  at 
this  stage  of  fetal  life.  The  in- 
fundibulum is  a secondary  fur- 
row contained  in  the  primary 
middle  meatus  under  cover  of 
the  overhanging  middle  concha 
and  differentiated  before  the  ap- 
pearance of  the  anlage  of  the 
maxillary  sinus. 

For  a time  after  birth  the 
sinus  is  not  sufficiently  devel- 
oped to  reach  below  the  orbit. 
At  age  one  the  sinus  has  grown 
lateralward  so  as  to  come  close 
to  the  infraorbital  canal.  Before 
the  age  of  two  it  has  elongated 
antero-posteriorly  so  as  to  ex- 
tend above  the  rudimentary  and 
unerupted  first  permanent  molar 
tooth.  By  age  five  it  has  ex- 
panded laterally  beyond  the 
infraorbital  nerve  and  by  age 
ten  has  reached  the  lateral  ex- 
tent of  the  orbit.  The  period  of 
most  active  growth  is  apt  to  be 
between  ages  ten  and  twelve.5 
The  factor  limiting  its  growth 
is  primarily  the  alveolar  ridge; 
the  expanded  sinus  following 
closely  on  the  roots  of  the  de- 
scending teeth.  In  endonasal 


Dr.  Hall  is  in  private  practice,  having  completed  his  residency  in  the 
Department  of  Otolaryngology,  University  of  Washington  School  of  Medicine, 
June  30,  1969. 
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procedures  on  the  maxillary 
sinus  during  childhood  years  it 
is  important  to  remember  the 
cleft-like  dimensions  of  the 
sinus.  Unless  care  is  exercised, 
the  orbit  is  easily  entered  when 
using  instruments  by  way  of  the 
inferior  or  middle  nasal  meatus. 
One  also  must  be  careful  of 
rudiments  of  the  deciduous  and 
permanent  teeth  and  the  juxta- 
position of  the  nasolacrimal 
duct.  Since  age  is  not  an  exact 
guide  for  the  development  of 
the  structures,  one  must  be 
largely  dependent  upon  the 
x-rays  for  information  regarding 
pneumatization  of  the  alveolar 
process.  As  a rough  guide,  dur- 
ing the  first  eight  years  of  life, 
one  can  estimate  a two  mili- 
meter  growth  rate  per  year  in 
both  the  vertical  and  lateral 
direction  and  a three  millimeter 
per  year  rate  in  the  antero- 
posterior direction.  About  the 
fifteenth  year  growth  ceases  en- 
tirely except  for  the  postero- 
inferior  angle  which  descends 
after  the  eruption  of  the  third 
molar. 

congenital  anomalies  of  the 
maxillary  antrum 

Of  all  the  paranasal  sinuses 
the  maxillary  antrum  is  most  apt 
to  be  explored  surgically  or  by 
needle  puncture.  It  is  the  larg- 
est and  most  readily  accessible 
and  abnormalities  of  it  are  gen- 
erally more  apt  to  be  diagnosed 
on  x-rays.  Congenital  absence 
of  this  sinus  is  an  exception  to 
this  general  rule,  however.  Ab- 
sence of  one  of  the  other  sinuses 
will  probably  be  correctly  diag- 
nosed by  radiologists,  but  they 
would  likely  misdiagnose  opaci- 
fication due  to  disease  in  the 
case  of  absence  of  the  maxillary 
antrum.  Perhaps  agenesis  of 
the  maxillary  antrum  is  not 
mentioned  in  any  radiological 
texts  because  of  its  rarity.  It 


was  unknown  to  all  radiologists 
I have  questioned. 

A case  in  point  was  that  of  a 
ten  year  old  white  female  ad- 
mitted to  the  University  of 
Washington  Hospital  for  a seiz- 
ure evaluation.  Routine  skull 
films  were  diagnosed  as  show- 
ing “chronic  left  maxillary  sinus- 
itis.” There  was  no  history  sug- 
gestive of  sinus  disease.  The 
otolaryngology  consultant  de- 
termined that  the  nose  and 
pharynx  were  normal  and  inter- 
preted the  x-rays  as  showing 
absence  of  the  left  maxillary 
antrum.  Tomograms  confirmed 
the  diagnosis.  Thus,  the  patient 
was  spared  a diagnostic  pro- 
cedure that  might  have  required 
a general  anesthetic. 

Other  anomalous  conditions 
of  the  maxillary  antrum  are 
more  common  and  also  of  clini- 
cal importance.  There  is  often 
an  accessory  ostium  to  the  an- 
trum which  is  usually  located 
posterior  to  the  primary  ostium. 
This  is  frequently  in  a better 
position  for  entry  into  the  an- 
trum via  a curved  cannula,  than 
is  the  primary  ostium,  and 
could  be  well  utilized  for  antral 
irrigations.  According  to  Schaef- 
fer, this  is  found  in  one-third 
of  cases,  but  authors  reporting 
other  series  have  indicated  a 
lower  incidence.  I have  not 
found  this  high  an  incidence  in 
patients  with  maxillary  disease— 
but  perhaps  patients  with  acces- 
sory ostia  are  not  as  apt  to  have 
chronic  maxillary  sinusitis. 

Another  anomalous  condition 


of  the  antrum  of  clinical  signifi- 
cance described  by  Schaeffer  is 
the  absence  of  bone  inferior  to 
the  infraorbital  nerve  as  it 
passes  along  the  antrum  roof. 
Schaeffer  gives  no  figures  re- 
garding the  incidence  of  this 
lack  of  a bony  canal  around  the 
nerve  and  vessels.  I have  not 
observed  this  condition  clini- 
cally, but  in  retrospect,  a case 
of  infraorbital  area  anesthesia 
following  a Caldwell-Luc  pro- 
cedure might  have  been  due  to 
curetting  the  roof  of  the  an- 
trum. While  removing  diseased 
mucosa  in  this  area  it  would  be 
easy  also  to  remove  the  infra- 
orbital nerve  if  it  were  not  pro- 
tected by  a bony  canal. 

The  fourth  anatomic  anomaly 
of  clinical  interest  is  duplication 
of  the  maxillary  antrum,  which 
Schaeffer  says  occurs  in  about 
two  per  cent  of  cases.  There  are 
then  two  separate  sinuses  in  the 
maxilla.  The  anterior  one  is  the 
ordinary  antrum  with  its  ostium 
deep  within  the  infundibulum. 
The  posterior  sinus  will  invari- 
ably have  its  ostium  in  the 
superior  or  supreme  meatus. 
Thus,  embryologically  this  pos- 
terior sinus  is  an  ethmoid  sinus 
which  has  invaded  the  maxilla. 
Schaeffer  calls  this  an  ethmo- 
maxillary  sinus.  This  fairly 
common  anomaly  is  important 
clinically  since  procedures  un- 
dertaken for  drainage  or  explo- 
ration would  be  expected  to  fail 
if  only  the  anterior  of  the  two 
diseased  sinuses  were  entered. 

2528  Wheaton  Waij  (98310) 
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HONORABLE  MENTION 
1969  Northwest  Medicine  and 
Encyclopaedia  Britannica  Contest 

Initial  Spica  Cast  for  Femoral  Shaft  Fractures 

in  Children 

LOUIS  A.  ROSER,  M.D.,  Seattle,  Washington 

Eighteen  of  twenty-eight  children,  whose  femoral  fractures 
had  been  treated  by  initial  spica  cast,  were  re-examined,  six  months 
to  ten  years  after  treatment.  Results  indicate  that  this  method 
should  be  used  more  frequently.  Patients  can  be  moved  readily, 
can  leave  the  hospital  within  a day  or  two  of  cast  application, 
and  can  be  promptly  returned  to  home  and  family.  The  method 
reduces  cost  materially. 


Most  children  with  fractured 
femur  are  today  treated 
using  some  form  of  traction  in 
spite  of  some  rather  marked  dis- 
advantages. By  treating  femoral 
shaft  fractures  in  children  by 
initial  plaster  spica  immobiliza- 
tion some  of  these  disadvantages 
are  eliminated.  The  purpose  of 
this  paper  is  to  review  the  his- 
tory of  initial  casting  briefly,  to 
describe  methods  and  to  report 
results  obtained  from  using  ini- 
tial single  hip  spica  casts  with 
and  without  skeletal  pin  fixation. 

history 

First  recorded  use  of  closed 
reduction  and  immobilization  of 
femoral  shaft  fractures  using 
single  spica  casts  was  by  Harvey 
Cushing  in  1898,  Table  1.  His 
results  in  adults  and  children 
were  quite  poor,  probably  be- 
cause his  casting  technique  did 
not  provide  proper  immobiliza- 
tion or  maintain  reduction,  and 
this  method  of  treatment  fell 
into  disrepute.  Interest  in  initial 
cast  therapy  was  revived  in  the 
1920’s.  Burdick  and  Siris  advo- 
cated double  hip  spica  casting 
combined  with  skin  traction  in 


patients  from  six  years  to  adult- 
hood.1 

Cole  felt  that  spica  casting 
should  be  used  only  for  trans- 
verse fracture  of  the  femur 
sustained  after  the  age  of  five.2 
Firor3  felt  that  double  hip  spica 
casts  were  the  treatment  of 
choice  in  all  children  up  to  four- 
teen years  of  age  while  Johnston 
thought  that  this  method  should 
be  used  in  the  five  year  old  to 
adolescent  age  group.3  4 Paulsen 
reported  excellent  results  by  ap- 
plying spica  casts  while  traction 
was  being  exerted  across  the 
fracture  site  with  the  knee  and 
hip  flexed  90  degrees  each. 
However,  in  spite  of  the  good 
results,  this  method  has  not  be- 
come widely  accepted.  Recent 
review  articles,  again  reporting 
good  results,  have  appeared  by 
Damron  and  Thompson,6  by 
Neer  and  Cadman,7  and  by 
Spinner,  et.  al.8 

material 

During  the  past  fifteen  years 
at  The  Children’s  Orthopedic 
Hospital,  Seattle,  initial  cast 
therapy  for  femoral  shaft  frac- 
tures in  children  has  been  used 


Dr.  Roser  is  a fourth  year  resident  in  the  Department  of  Orthopedics, 
University  of  Washington  School  of  Medicine. 
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TABLE  1 

HISTORY  OF  INITIAL  SPICA  CASTING 


Author 

Year 

Type  of  Cast 

Indications 

Cushing 

1898 

Single  spica 

Adults  & children 

Cole2 

1922 

Double  spica 

Transverse  fractures 
after  age  5 

Burdick  & Sins' 

1923 

Double  spica  plus 
skin  traction 

Age  6 to  adulthood 

Firor3 

1924 

Double  spica 

To  age  14 

Paulsen5 

1924 

Spica  with  hip  & 
knee  flexed  90° 

Children 

Johnston1 

1925 

Double  spica 

Age  5 to  adolescence 

Damron  & Thompson" 

1959 

Double  spica 

To  age  14 

Spinner,  et.  al* 

1967 

Double  spica 

Children 

Fig.  1.  The  fracture  is  reduced  closed  under  general 
anesthesia,  using  a Tower  fracture  table. 


Fig.  2.  A muslin  sling  under  the  knee  helps  align  the 
fragments  and  maintain  reduction. 


28  times.  Patients  with  patho- 
logic, bilateral,  open,  or  green- 
stick  fractures,  and  those  with 
osteogenesis  imperfecta  were  ex- 
cluded from  the  study.  Eighteen 
of  these  persons  were  recently 
re-examined,  and  had  repeat 
anteroposterior  and  lateral 
roentgenograms  of  their  frac- 
tured femur  plus  orthodiagrams. 
These  18  patients  were  exam- 
ined for  evidence  of  abnormality 
of  gait,  gross  appearance  of  the 
lower  extremities,  and  differ- 
ences of  knee  and  hip  range  of 
motion  comparing  the  fractured 
extremity  with  the  opposite  side. 
Differences  of  hip  internal  and 


external  rotation  were  used  to 
estimate  rotational  deformities. 

technique 

The  child  with  a fractured 
femur  who  is  to  have  initial 
casting  is  admitted  to  the  hos- 
pital. Provided  his  condition  is 
stable,  he  is  taken  to  the  cast 
room  within  twenty-four  hours 
where  general  anesthesia  is  ad- 
ministered. He  is  placed  on  a 
Tower  fracture  table  and  the 
fractured  leg  is  manipulated  and 
reduced  clinically,  Figure  1. 
Position  of  the  limb  is  main- 
tained by  using  the  perineal 
post,  a muslin  sling  under  the 


knee  and  the  foot  plates.  Usual- 
ly the  hip  and  knee  of  the  frac- 
tured extremity  are  flexed  15  to 
60  degrees  each,  the  amount  de- 
pending on  the  most  stable 
position  of  the  fracture,  Figure 
2.  If  the  child  is  older,  or  if 
the  fracture  seems  particularly 
unstable,  a supracondylar,  7/64 
or  1/8  inch  diameter  Steinman 
pin  is  inserted  using  strict  asep- 
tic technique,  Figure  3.  Antero- 
posterior and  lateral  roentgeno- 
grams are  made  at  this  time  to 
determine  need  for  further 
manipulation.  The  fragments 
should  be  accurately  aligned. 
Bayonet  apposition  with  about 


1013 

Northivest  Medicine,  November,  1969 


Fig.  3.  In  older  children,  or  in  very  unstable  fractures, 
a supracondylar  Vb  inch  Steinman  pin  is  placed. 


Fig.  4.  The  plaster  is  well  molded  at  the  fracture 
site  to  afford  lateral  stability  in  the  cast. 


one  centimer  of  overriding  is 
desirable.  If  the  fracture  is  not 
reduced,  it  is  remanipulated,  the 
position  of  the  limb  readjusted 
and  repeat  films  are  taken. 
When  the  fracture  is  in  good 
position,  a one  and  one  half 
plaster  spica  cast  is  applied  over 
a thin  layer  of  Webril.  The  cast 
is  carefully  molded  at  the  frac- 
ture site,  Figure  4.  The  skeletal 
pin,  if  placed,  is  incorporated  in 
the  plaster  and  is  used  not  to 
apply  traction  but  to  maintain 
reduction  and  the  position  of  the 
distal  fragment.  After  casting 
the  anteroposterior  and  lateral 
roentgenograms  are  repeated. 

The  children  are  comfortable 
in  their  casts  and  can  usually  be 
discharged  a day  or  two  after 
casting.  Figure  5.  Before  going 
home  the  position  of  the  frac- 
ture is  again  checked  by  x-ray. 

The  cast  remains  in  place 
eight  to  twelve  weeks,  with 
older  children  requiring  the 
longer  immobilization  time. 
X-ray  films  are  taken  of  the  frac- 
ture site,  through  plaster,  at 
weekly  intervals  for  the  first 
three  weeks.  If  reduction  is  lost, 
the  east  is  either  wedged  or 
changed;  if  not,  the  same  cast 
is  left  on  until  union  is  solid. 


results 

Ages  of  the  patients  in  this 
study  ranged  from  seven  months 
to  eleven  years.  Eight  patients 
were  females  and  ten  were 
males.  Seven  of  the  fractures 
involved  the  right  femur  and 
eleven  involved  the  left.  There 
were  four  supracondylar,  ten 
midshaft  and  four  proximal 
shaft  fractures.  All  were  dis- 
placed. 

These  patients  were  immobi- 
lized in  their  spica  casts  from 
four  to  ten  weeks.  Average  im- 
mobilization time  was  seven 
weeks.  A supracondylar  pin  was 
used  in  eight  patients.  No  proxi- 
mal tibial  pins  were  used.  The 
youngest  patient  in  whom  a pin 
was  used  was  four  years,  while 
the  mean  age  was  almost  nine 
years.  The  average  hospital 
stay  for  these  patients  was  only 
3.9  days  and  ranged  from  one  to 
nine  days. 

The  length  of  followup  be- 
tween fracture  and  re-examina- 
tion ranged  from  six  months  to 
ten  years,  with  a mean  followup 
time  of  six  years.  Only  one  pa- 
tient had  significant  bony  de- 
formity by  x-ray:  moderate 

anterior  bowing  of  nineteen  de- 
grees. There  was  no  clinical 
deformity.  Five  patients  had 


rotational  deformities  of  ten 
degrees  or  less.  Except  for  these 
five  who  had  slight  inequalities 
of  hip  rotation,  all  patients  had 
a full  range  of  motion  of  hips 
and  knees.  Only  two  patients 
had  inequality  of  limb  lengths 
greater  than  one  centimeter;  one 
had  a 1.3  centimeter  overgrowth 
following  a long  spiral  midshaft 
fracture  (no  pin  used),  and  the 
other  had  1.6  centimeters  of 
shortening  following  a long 
oblique  midshaft  fracture  (pin 
was  used).  The  average  limb 
length  inequality  was  only  plus 
0.12  centimeter  on  the  fracture 
side.  There  were  no  patients 
with  varus  or  valgus  deformities 
at  the  time  of  their  followup 
examination. 

Only  one  complication  oc- 
curred. A two  and  one-half  year 
old  girl  had  a genu  valgum  de- 
formity following  her  fracture 
therapy,  requiring  serial  cor- 
rective spica  casts.  The  end 
result  was  excellent  with  no 
clinical  or  roentgenographic  ab- 
normality four  years  post- 
fracture. 

Two  patients  had  complaints 
referable  to  their  fractures.  One 
twenty-one  year  old  man  com- 
plained of  occasional  aching  in 
his  old  fracture  site  nearly  ten 
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Fig.  5.  We  have  used  only  “IV2”  hip  spica  cases  and 
have  not  required  well  leg  traction  or  immobilization  to 
maintain  fracture  reduction. 


years  post-fracture.  Another,  a 
nineteen  year  old  boy,  com- 
plained of  a pain  in  his  knee 
on  the  same  side  as  his  fracture 
whenever  he  climbed  hills  or 
stairs  some  ten  years  after  his 
fracture.  Clinical  examination 
of  his  knee  was  unrevealing. 

discussion 

Results  disclosed  by  this  study 
reveal  that  initial  spica  cast 
therapy  for  femoral  shaft  frac- 
tures in  children  provides  an- 
other good  means  of  treatment 
and  can  be  used  more  fre- 
quently. Using  this  technique, 
the  long  hospital  stay  required 
by  traction  therapy  is  elimi- 
nated. This  is  the  main  indica- 
tion for  its  use  because  of  the 
obvious  financial  and  psycho- 
logical benefits  for  the  child  and 
his  family.  Initial  spica  therapy 
is  also  indicated  when  the  in- 
jured child  must  be  moved.  The 
child  so  treated  may  be  trans- 
ported safely  in  comfort  and 
with  far  less  risk  than  without 
casting.  The  technique  is  quite 
simple.  Since  this  and  other 
studies  have  shown  that  with 
initial  spica  casting  good  results 
are  obtained,  one  is,  therefore, 
not  compromising  his  end  re- 
sults to  gain  the  above  advan- 
tages.6’8 

The  major  disadvantage  of 
this  method  is  the  risk  of  osteo- 
myelitis following  use  of  the  pin. 
A pin  was  used  in  less  than  half 
the  patients  in  our  series  and, 
fortunately,  we  had  no  compli- 
cations. It  must  also  be  pointed 
out  that  it  is  sometimes  neces- 
sary to  use  a skeletal  pin  when 
traction  is  used.  Other  disad- 
vantages include  an  anesthetic 
being  necessary  for  reduction 
and  casting,  and  the  ever  pres- 
ent possibilities  of  peroneal 
nerve  palsy  and  pressure  sores, 
as  with  any  cast. 


In  contrast  to  other  series 
published  using  initial  spica 
casting  we  have  applied  one 
and  one-half  spica  casts,  and 
have  not  used  well  leg  traction. 
We  have  also  used  supracon- 
dylar pins,  instead  of  proximal 
tibial  pins  as  advocated  by  the 
above  authors. 

summary 

Closed  reduction  and  initial 
spica  casting  is  a relatively  easy 
and  safe  but  little  used  form  of 
therapy  for  femoral  shaft  frac- 
tures in  children.  Eighteen  pa- 
tients so  treated  have  been  fol- 
lowed and  evaluated  for  a 


1 Burdick,  C.  G.,  and  Siris,  I.  E., 
Fractures  of  the  femur  in  children — 
treatment  and  end  results  in  268  cases. 
Ann  Surg  77:736-53  (June)  1923. 

2 Cole,  W.  H.,  Results  of  treatment 
of  fractured  femurs  in  children,  with 
especial  reference  to  Bryant’s  overhead 
traction.  Arch  Surg  5:702-16  (Novem- 
ber) 1922. 

3 Firor,  W.  M„  The  use  of  plaster 
in  the  treatment  of  fractured  femurs. 
Bull  Johns  Hopkins  Hosp  35:412-15 
(December)  1924. 

4 Johnston,  L.  B.,  The  treatment  of 
fractures  of  the  shaft  of  the  femur  in 
children — a report  of  thirty-two  cases. 
Arch  Surg  10:730-41  (March)  1925. 

5 Paulsen,  K.,  Plaster  bandage  for 
extension  of  fractured  femur  in  small 


period  of  six  months  to  ten 
years.  Clinical  results  in  all 
eighteen  are  good. 

Advantages  of  initial  casting 
are:  1.  short  hospital  stay,  2.  less 
expense,  3.  psychological  bene- 
fits for  the  parents  and  child 
who  can  be  treated  at  home, 
and  4.  ease  of  transport. 

Disadvantages  include:  1.  risk 
of  infection  from  skeletal  pin 
fixation,  2.  necessity  for  general 
anesthetic,  and  3.  inherent  dan- 
ger when  any  cast  is  present  for 
a longer  period  of  time. 
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HONORABLE  MENTION 
1969  Northwest  Medicine  and 
Encyclopaedia  Britannica  Contest 

Hyperbaric  Oxygen  in  Gas  Gangrene 

L.  MIKE  HOWELL,  M.D.,  Seattle,  Washington 


Gas  gangrene,  or  clostridial  myonecrosis,  is  an  anaerobic  infection  of 
ischemic  tissue  that  viciously  invades  healthy  tissue.  The  invasion  is  made 
possible  by  potent  clostridial  toxins,  which  also  prevent  antibiotics  and  leukocytes 
from  reaching  the  bacteria.  The  higher  the  tissue  oxygen  tension,  the  more 
oxygen  can  diffuse  across  the  invasive  toxic  border  and  interrupt  clostridial 
growth  and  toxin  production.  Thus,  hyperbaric  oxygenation  is  essential  in  true, 
i.e.,  invasive,  gas  gangrene.  However,  in  the  presence  of  uncorrected  respiratory 
insufficiency  or  inadequate  peripheral  perfusion,  i.e.  shock,  hyperbaric  oxygen 
cannot  significantly  elevate  the  tissue  oxygen  tension  and  improve  the  course 
of  gas  gangrene.  To  preclude  oxygen  toxicity  hyperbaric  oxygenation  must  be 
given  intermittently. 


Prior  to  the  development  of 
microbiology  in  the  late 
19th  century,  gas  gangrene  was 
not  described  as  a specific  en- 
tity, though  it  was  described, 
rarely,  in  war  wounds.1  With  the 
advent  of  microbiology  studies, 
several  specific  disease  states  in 
man  and  animal  were  found  and 
directly  attributed  to  the  clos- 
tridial species.  Among  them,  gas 
gangrene  was  found  due  to 
Clostridium  perfringens  primar- 
ily, but  also  to  other  clostridial 
organisms  and  rarely  to  anaero- 
bic streptococci. 

definition 

Gas  gangrene  is  an  anaerobic 
infection  of  ischemic  tissue,  par- 
ticularly muscle,  that  invades 
healthy  tissue.2  Toxemia,  local 
edema,  tissue  death  and  variable 
degrees  of  gas  production  are 
present.  The  pathologic  lesion  is 
muscle  edema  and  necrosis  with 
disruption  of  reticulin  and  col- 
lagen, but  without  inflammation 
or  fibrin  formation.3  Therefore, 
clostridial  myonecrosis  rather 
than  clostridial  myositis  is  the 
appropriate  name  for  gas  gan- 
grene. 


diagnosis 

Clostridial  organisms  are  ubi- 
quitous, in  the  soil,  on  clothing 
and  skin,  in  food,  and  in  the 
gastrointestinal  tract.  They  are 
important  organisms  of  putrifac- 
tion.  Shortly  after  death,  these 
organisms  aid  the  process  of 
decay  by  gas  formation  through- 
out the  body. 

The  diagnostic  features  are 
pain,  toxicity  with  tachycardia 
and  fever,  mental  changes,  and 
an  infected  ischemic  wound, 
contaminated  from  either  exter- 
nal sources,  or  from  a bowel 
wound.4  Crepitus  is  a late  mani- 
festation. Gram  stain  and  cul- 
ture are  essential  for  diagnosis. 
Because  of  their  ubiquity,  how- 
ever, clostridia,  Cl.  perfringens 
particularly,  are  common  in- 
nocuous wound  contaminants, 
even  in  cases  of  gas  gangrene 
that  have  been  successfully 
treated.  Also,  there  is  a clostri- 
dial cellulitis  that  is  not  invasive 
and  frequently  produces  more 
crepitus  than  true  gas  gangrene. 
Characteristically,  there  are  no 
signs  of  pyogenic  infection, 
namely:  erythema,  cellutitis. 


lymphangitis,  purulence,  high 
fever,  and  leukocystosis.  As  indi- 
cated in  Table  1,  other  agents 
can  introduce  air,  or  other  gas, 
into  tissues,  producing  a picture 
that  can  simulate  the  crepitus 
of  gas  gangrene. 

clostridia 

The  intolerance  of  clostridia 
for  oxygen  is  atributed  to  their 
lack  of  catalase,  (which  decom- 
poses hydrogen  peroxide).  Hy- 
drogene peroxide  is  formed 
intracellularly  in  the  presence  of 
oxygen.  In  the  absence  of  cata- 
lase, high  levels  of  hydrogen 
peroxide  develop,  which  stop 
clostridial  growth.5  If  2 per  cent 
whole  blood,  or  a liver  extract, 
both  of  which  contain  catalase, 
is  added  to  a culture,  the  clos- 
tridia can  grow  in  higher  oxygen 
concentrations.  If  a specific  cata- 
lase inhibitor  is  added,  this  pro- 
tective effect  is  lost.0 

Cl.  perfringens  is  the  main 
organism  isolated  in  the  vast 
majority  of  cases  of  gas  gan- 
grene. One  reason  is  that  it 
is  the  most  oxygen  resistant  of 
the  clostridia,  as  indicated  in 
Table  2.  All  clostridia  have  in- 
creased tolerance  for  oxygen 
when  acidosis  is  present.7  All 


Dr.  Howell  is  a third  year  resident  in  surgery  at  Swedish  Hospital.  Seattle. 
Currently,  he  is  on  rotation  service  at  Northern  State  Hospital,  Sedro  Woolley. 
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TABLE  1 

DIFFERENTIAL  DIAGNOSIS  OF  CREPITANT  LESIONS 

Gram 

stain  Morphology  Differential  features 


clostridia  grow  well  in  ischemic 
muscle,  one  reason  being  that 
essential  amino  acids  are  readily 
available. 

hyperbaric  oxygen 

Hyperbaric  oxygen  therapy 
for  experimental  gas  gangrene 
was  first  reported  in  1941  as  un- 
successful. The  first  successful 
clinical  report  was  by  Hinton, 
in  1947.8  His  resident  injected 
oxygen  directly  into  tissue  about 
to  be  invaded  by  the  advancing 
lesion. 

But  repeated  attempts  to  use 
hyperbaric  oxygenation  (HBO) 
in  experimental  models  have 
been  discouraging,  and  many 
continue  to  be  negative.010  How- 
ever, HBO  in  gas  gangrene  of 
large  solid  organs,  e.g.  liver  in 
rabbits,  has  been  successful. 
Many  of  the  smaller  experimen- 
tal animals  develop  respiratory 
distress  with  short  exposures  to 
HBO.  This,  plus  the  fact  of  their 
small  muscle  bundles,  puts  diffi- 
culty in  the  way  of  developing 
a good  experimental  model  in 
small  animals.11 

Brummelkamp  et  alii  first  re- 
ported the  efficacy  of  HBO  in 
gas  gangrene.  They  used  pres- 
sure of  three  atmospheres.  Their 
results  have  been  verified  by 
several  others.1213 

With  3 atmospheres  of  oxygen, 
a mean  arterial  Poo  of  1720  mm 
Hg  is  obtained,  as  indicated  in 
Table  3. 11  With  exposure  to  in- 
creased oxygen  pressure,  there  is 
a related  increase  in  oxygen  dis- 
solved in  plasma.  Specifically, 
there  is  a 30  per  cent  increase 
in  oxygen  carried  in  the  blood 
with  three  atmospheres  external 
pressure.  Oxygen  concentration 
increases  particularly  in  tissues 
with  greater  affinity  for  oxygen, 
such  as  fat  which  has  solvent 
power  five-fold  greater  than  that 
of  water  (plasma).  The  esti- 


Clostridial 

cellulitis 

+ 

Rods 

myonecrosis 

+ 

Rods 

Coliform 

organisms 

+ 

Rods 

Anaerobic 

streptococci 

Pairs  or 
chains  of 
cocci 

Hemolytic 

streptococci 

+ 

Pairs  or 
chains  of 
cocci 

Staphylococci 

+ 

Rounded 
clumps  of 
cocci 

Bacteroides 

+ 

Polymorphic 

Rods 

Nonbacterial 

lesions 


Usually  subcutaneous 
No  systemic  toxicity 

Minimal  crepitus 
Minimal  systemic  toxicity 
Usually  in  muscle  not  showing 
inflammation 

Usually  in  subcutaneous  tissue 

Pyogenic,  marked  pain  and  in- 
flammation, prominent  cutaneous 
erythema.  Muscle,  if  involved,  is 
alive  and  reactive 

Pyogenic,  high  fever,  marked  pain 
and  swelling.  Usually  spreading, 
subcutaneous  gangrene  with  bullae; 
patchy,  extending  necrosis 

Pyogenic 


Similar  to  clostridial  infections  but 
slower  to  spread.  May  have  brown- 
black  discoloration 

Missle  wounds,  hydrogen  peroxide 
irrigation,  subcutaneous  emphy- 
sema 


TABLE  2 

PARTIAL  PRESSURE  OF  OXYGEN 
PERMITTING  GROWTH  OF  VARIOUS  ANAEROBES 


Organism 

Pressure  (mm  Hg)  of  02 
Free  to  scanty  growth 

Permitting: 
No  growth 

Cl.  edematiens 

0-2 

2-3 

Cl.  botulinum 

2-0 

2-3 

Cl.  tetani 

0-2 

2-4 

Cl.  sporo genes 

0-4 

8-13 

Anaerobic  streptococci 

0-10 

13-15 

Cl.  perfringens 

0-80 

90 

TABLE  3 

MEAN  BLOOD  OXYGEN  AFTER  EXPOSURE 
TO  HYPERBARIC  OXYGENATION 


Ten  Normal  Subjects 


Pressure  in 
atmospheres 

Inspired 

gas 

POo 

Content,  ml/lOOml 
Total  Plasma  Hemoglob 

1.0 

Air 

89 

19.1 

0.3 

18.8 

1.0 

Oo 

507 

21.2 

2.4 

18.8 

3.0 

Oo 

1721 

25.2 

6.4 

18.8 
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TABLE  5 

SUMMARY  OF  28  CASES  OF  ANAEROBIC  INFECTIONS  TREATED  WITH 
HYPERBARIC  OXYGENATION  AT  THE  SWEDISH  HOSPITAL 


TUMOR  INSTITUTE 

Site 

No. 

Died  Comment 

Abdomen 

9 

4 

Of  the  4 deaths,  3 were  in  shock  and  the  other 
had  a progressive  cerebral  vascular  accident. 
Two  of  these  4 had  temporary  improvement. 
The  other  2 deteriorated  with  hyperbaric 
oxygenation. 

Perineum  or 
sacrum 

5 

4 

All  of  these  4 were  in  shock  and  only  one  had 
temporary  improvement.  The  survivor  had  sep- 
ticemia but  was  not  in  shock. 

Extremity’ 

14 

0 

None  of  these  patients  were  in  shock. 

TABLE  6 

MEAN  TIME  TO  PRODUCE  OXYGEN  TOXICITY 


Pressure  02  (100%) 
in  atmospheres 

Po2 

Time 

0.2  (Spacecraft 
pressure) 

150  mm  Hg 

Months 

1.0 

700  mm  Hg 

Days 

2.0 

1400  mm  Hg 

24  hours 

3.0 

2100  mm  Hg 

3 hours 

4.0 

2800  mm  Hg 

less  than 
1 hour 

mated  increase  in  storage  of 
oxygen  at  three  atmospheres  is 
three  to  four  times  normal.15 

In  tissues  with  high  oxygen 
consumption,  there  can  be  only 
a few  minutes  of  prolonged 
function  with  complete  ischemia. 
Thus,  attempts  to  prolong  heart 
or  brain  function  in  complete 

TABLE  4 

TOXINS  OF  CLOSTRIDIA 


Toxin 

Biochemical  Nature 

Alpha 

Lecithinase 

Beta 

Collagenase 

Gamma 

Protease 

Delta 

Elastase 

Epsilon 

Lipase 

Theta 

Lipase 

Kappa 

Collagenase 

Lambda 

Proteinase 

Mu 

Hyaluronidase 

Nu 

Deoxyribonuclease 

ischemia,  usually  combine  hypo- 
thermia with  hyperbaric  oxygen 
to  reduce  oxygen  demand. 

However,  in  the  presence  of 
minimal  blood  flow,  and  pat- 
ent microvasculature,  HBO  will 
maintain  function,  even  in  or- 
gans with  high  oxygen  consump- 
iton.  If  both  internal  carotids 
and  both  vertebral  arteries  are 
suddenly  ligated  in  a dog,  the 
electroencephalogram  flattens  in 
15  seconds.  With  2 atmospheres 
of  oxygen,  no  change  in  the 
EEG  occurs,  even  after  10-30 
minutes  of  similar  vascular  oc- 
clusion.1" 

inhibition  of  toxin  production 

The  most  signifiant  toxin  pro- 
duced by  the  clostridia  is  alpha- 
toxin,  Table  4.  Studies  to  date, 
of  gas  gangrene  in  man,  indicate 


that  with  HBO  (2.0  to  3.0  at- 
mospheres), a Po2  of  250-330 
mm  Hg  is  attained  in  the  in- 
fected phlegmon.  11  Though  oxy- 
gen does  not  destroy  the  Clos- 
tridium or  the  toxin,  it  does  in- 
hibit clostridial  growth,  metab- 
olism, and  toxin  production.  In 
vitro  evidence  points  to  signifi- 
cant extended  inihbition  of 
alpha-toxin  production  only 
when  the  Po2  is  250  mm  Hg  or 
greater.16  If  the  Po2  is  less  than 
250  mm  Hg,  no  extended  inhibi- 
tion occurs. 

Clinically,  one  observes  rapid 
improvement,  lessening  of  the 
toxic  symptoms  and  arrest  of  the 
spreading  border  in  successfully 
treated  cases  after  5-15  minutes 
of  HBO  at  three  atmospheres. 
Table  5 summarizes  the  results 
in  28  patients  with  proven  gas 
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gangrene,  treated  at  the  Swedish 
Hospital  Tumor  Institute. 

In  general,  those  patients  al- 
ready in  severe  shock,  either  de- 
teriorated or  did  not  improve 
with  HBO.  Frequently  in  shock, 
pulmonary  arterial-venous  shunt- 
ing is  present  and,  if  so,  the 
effect  of  HBO  is  truncated.19  Res- 
piratory distress  developed  in 
some  patients.  Partial  explana- 
tion for  this  dyspnea  is  that  due 
to  the  denser  air  present  with 
hyperbaric  conditions,  there  is  a 
predicted  and  significant  in- 
crease in  respiration  work  and 
resistance.20  Also,  there  is  de- 
creased maximum  inspiratory 
and  expiratory  flow.21  With  air- 
way obstruction,  e.g.  obtunded 
patients  with  stridorous  respira- 


tion, these  effects  are  more 
marked. 

oxygen  toxicity 

The  features  of  oxygen  toxic- 
ity include  pulmonary  conges- 
tion and  inflammation,  hyaline 
membrane  formation,  and  cel- 
lular changes,  e.g.  increased  cen- 
tral nervous  system  irritability. 
These  have  not  been  significant 
problems,  provided  intermittent 
treatments  are  used.  Table  6 in- 
dicates the  mean  time  available 
before  oxygen  toxicity  becomes 
clinically  apparent.22 

summary 

Clostridial  myonecrosis  is  a 
combination  of  ischemia  and 
contamination.  Because  muscle 


is  an  ideal  medium  for  growth, 
gas  gangrene,  characteristically 
develops  in  muscle.  However, 
other  areas,  liver,  brain,  eye,  and 
subcutaneous  tissue  can  be  ade- 
quate media,  provided  sufficient 
ischemia  is  present.  Gas  gan- 
grene, by  definition,  has  an  in- 
vasive, toxic,  ischemic  border 
that  prevents  antibodies,  anti- 
biotics or  leukocytes  from  reach- 
ing the  organism.  Hyperbaric 
oxygenation,  at  two,  or  prefera- 
bly three  atmospheres,  provides 
enough  Po2  for  oxygen  to  diffuse 
through  this  invasive,  ischemic 
border.  The  hyperbaric  facility 
is  an  essential  part  of  the  equip- 
ment for  intensive  care  of  pa- 
tients with  gas  gangrene. 

1212  Columbia  Street  (98104) 
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HONORABLE  MENTION 
1969  Northwest  Medicine  and 
Encyclopaedia  Britannica  Contest 


Implanted  Pacemakers  Results  in  fifty-nine  patients 


Medical  treatment,  using  isoproterenol,  ephedrine  or  atropine, 
has  been  unsatisfactory  in  controlling  heart  block.  Mortality  rates 
of  50  percent,  have  been  reported.  In  this  series  of  59  patients  given 
implanted  pacemakers,  mortality  rate  was  only  12  percent.  Trans- 
venous application  is  recommended  to  eliminate  the  danger  of 
thoracotomy.  A variety  of  complications  was  seen  in  this  series 
but  none  created  serious  problems. 


GARY  L.  KISSEL,  M.D.,  Rochester,  Minnesota 


One  year  mortality  of  second 
and  third  degree  heart 
block  has  been  shown  to  be  50 
percent  with  medical  manage- 
ment.1-3 The  use  of  surgically 
implanted  pacemakers  has  so  im- 
proved these  data  that  they  have 
become  the  treatment  of  choice 
at  most  institutions.  Sixty  pa- 
tients treated  with  permanently 
implanted  pacemakers  at  Swed- 
ish Hospital,  Seattle,  confirm  the 
efficacy  of  this  mode  of  therapy 
with  a survival  rate  of  88  per- 
cent of  the  59  patients  followed. 

history 

The  name  Adams-Stokes  dis- 
ease was  first  suggested  by 
Huchard  in  1899  after  compila- 
tion of  independent  reports  by 
Morgagni  in  1761,  Adams  in 
1827,  and  Stokes  in  1846,  who 
all  noted  syncopal  or  seizure 


episodes  preceded  by  a slow  or 
absent  pulse.  In  1893,  His  and 
Kent  independently  described 
the  atrioventricular  conducting 
tissue.4 

In  1952,  Zoll  was  the  first  to 
report  successful  electrical 
stimulation  of  an  arrested  heart 
by  insertion  of  an  electrode 
through  the  chest  wall.  He  re- 
ported having  done  this  pro- 
cedure in  14  patients  diagnosed 
with  acute  Adams-Stokes  at- 
tacks.4 In  1960,  Chardack  and 
Greatbach  reported  use  of  a 
totally  implantable  battery  and 
electrode  system  which  stimu- 
lated a slow  beating  ventricle 
at  a preset  fixed  rate.5  This 
established  pacing  as  a very 
practical  means  of  therapy  for 
Adams-Stokes  disease.  Subse- 
quent efforts  have  been  very 
successful  in  improving  and  re- 


fining pacemaker  systems. a/I 
Three  of  most  significance  today 
are: 

1.  Atrial  triggered  units.  These 
have  an  atrial  and  ventricular 
electrode  implanted  on  the  epi- 
cardium  and  essentially  serve  as 
an  accessory  AV  node.8-10 

2.  Demand  or  standby  units. 
They  are  designed  to  operate 
only  if  the  ventricles  fail  to 
contract  after  a specified  inter- 
val.11-14 

3.  Permanently  implanted 
transvenous  electrode  wires.1315  " 
These  are  inserted  under  local 
anesthesia,  become  lodged  in  the 
endocardial  surface,  and  elimi- 
nate the  risk  of  thoracotomy. 

etiology  of  heart  block 

Recent  studies  have  shown 
that  the  most  common  cause  of 
heart  block  is  fibrosis  of  the  AV 
nodal  area  with  a relatively 
normal  myocardium.3  4 Fewer 
cases  are  attributed  to  coronary 
artery  disease  as  more  is  learned 


Dr.  Kissel  is  now  a resident  in  medicine  at  the  Mayo  Clinic,  Rochester, 
Minnesota.  As  a member  of  the  resident  staff  at  Swedish  Hospital,  Seattle,  he 
presented  this  paper  at  the  Swedish  Hospital  Day,  May  10,  1969. 
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about  the  etiology.  In  this  study, 
twenty-five  patients  presumably 
had  coronary  artery  disease  as 
indicated  by  a history  of  angina, 
myocardial  infarction  or  chronic 
congestive  failure  antedating 
the  block.  Some  of  these  phe- 
nomena may  have  been  second- 
ary to  the  low  cardiac  output  of 
an  already  existing  block.  The 
possibility  cannot  be  ruled  out. 
Four  had  rheumatic  heart  dis- 
ease as  a probable  cause.  One 
of  the  coronary  group  developed 
block  secondary  to  acute  myo- 
cardial infarction.  This  leaves 
thirty-one  patients  without  defi- 
nite etiology. 

therapy 

Medical  therapy  consists  of 
the  persistent  use  of  sympatho- 
mimetic drugs  such  as  isoprote- 
renol (Isuprel),  ephedrine  or 
atropine  if  atrial  fibrillation  with 
a slow,  ineffective  ventricular 
rate  is  present.  Steroids  are  also 
found  to  be  effective  in  en- 
hancing AV  nodal  conduction. 
In  many  patients  the  idioven- 
tricular pacemaker  would  drop 
below  a rate  of  thirty  and  un- 
mask other  ventricular  foci.  This 
would  increase  the  possibility 
of  ventricular  arrythmias  and 
Adams-Stokes  attacks.  Most  of 
the  patients  in  this  study  had 
a trial  of  medical  therapy,  which 
proved  to  be  ineffective. 

the  study  group 

Thirty-four  men  and  twenty- 
six  women  received  permanent 
pacemaker  implants  at  the 
Swedish  Hospital  from  October 
1962  to  December  1968.  Two 
had  initial  implantation  at  an- 
other institution  and  have  been 
followed  here  after  replacement. 
The  age  range  was  forty-five  to 
ninety  years  with  an  average  of 
seventy  and  a distribution  as 
shown  in  Table  1. 


TABLE  1 

AGE  OF  PATIENTS 
GIVEN  PACEMAKERS 


Age 

Decades 

Number 

40-49 

1 

50-59 

11 

60-69 

12 

70-79 

24 

80-89 

11 

90-99 

1 

Range,  45-90;  average,  70 


diagnoses  and  indications 

Forty-nine  patients  presented 
with  a history  of  Adams-Stokes 
attacks  from  one  to  many. 
Twelve  of  these  were  in  con- 
gestive heart  failure.  Nine  pa- 
tients presented  with  congestive 
failure  only  and  two  with 
chronic  fatigue. 

electrocardiographic  diagnosis 

Only  31  patients  were  found 
to  have  persistent  third  degree 
heart  block.  Two  with  sinus 
bradycardia  had  a significant 
history  of  Adams-Stokes  attacks. 
Six  with  atrial  fibrillation  were 
in  congestive  failure  and  digi- 
talization without  pacing  only 
decreased  their  already  compro- 
mised cardiac  rate.  The  remain- 
ing 21  had  only  intermittent 
third  degree  block  varying  with 
either  sinus  rhythm  or  second 
degree  heart  block. 

The  admitting  ventricular 
rates  ranged  from  20  to  65,  the 
average  being  37.  The  rate  of 
65  was  the  only  one  above  50, 
and  the  patient  had  had  inter- 
mittent bouts  of  asystole.  A his- 
tory of  known  heart  block  for 
more  than  one  year  was  found 
in  21  of  the  60  patients.  As 
noted  earlier,  trials  with  sym- 
pathomimetic drugs  were  in- 
effective. 

procedure 

Forty-nine  of  the  58  initial  im- 
plants were  monitored  with  a 
temporary  transvenous  pace- 
maker, inserted  through  an  ante- 


cubital  or  jugular  vein.  This 
was  carried  out  for  three  major 
reasons: 

1.  To  stabilize  the  patient’s 
cardiovascular  status  in  prepa- 
ration for  and  during  permanent 
implantation.  This  is  especially 
important  if  thoracotomy  is 
planned. 

2.  To  observe  the  patient  for 
intermittent  reversion  to  sinus 
rhythm  in  which  demand  pacing 
is  indicated. 

3.  To  evaluate  the  patient’s 
myocardial  threshold  for  pacing 
voltage. 

Selection  of  pacemaker  types 
and  procedures  evolved  from 
fixed  to  demand,  and  from  trans- 
thoracic to  transvenous  pacing. 
There  are  two  major  reasons: 

1.  The  patient  may  revert  to 
his  own  rhythm  with  improved 
cardiac  output  and  be  found  to 
have  a fixed  rate  pacer  in  com- 
petition with  his  own. 

2.  Need  for  thoracotomy  has 
been  eliminated. 

results 

Seven  deaths  occurred,  from 
2 to  19  months  after  implanta- 
tion. One  was  secondary  to  bat- 
tery failure  at  nineteen  months, 
and  the  remaining  six  died  of 
unrelated  causes  with  pace- 
makers functioning.  One  patient 
is  lost  to  follow-up,  and  one  is 
alive  with  battery  failure  but 
refuses  reinsertion.  Fifty-one  are 
alive  and  pacing.  Thirty-one  of 
these  have  paced  well  since  ini- 
tial implant.  Twenty  have  re- 
quired reinsertion  of  pace  units 
or  wire  electrodes  either  for 
complications  or  for  battery 
failure. 

complications 

Complications  occurred  in  15 
patients  requiring  19  procedures 
for  replacement  of  the  battery 
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pack  or  wire  electrodes.  This 
includes  four  repeat  thoraco- 
tomies. 

One  right  ventricular  perfora- 
tion resulted  in  pericardial  tam- 
ponade requiring  pericardio- 
centesis. The  patient  recovered 
without  further  incident.  Three 
similar  perforations  were  with- 
out incident  except  for  failure 
to  pace.  Complications  of  the 
battery  site  and  wire  electrode 
complications  also  resulted  in 
failure  to  pace.  Three  pace- 
maker arrhythmias  occurred 
with  fixed  rate  pacers  when  the 
patient  resumed  sinus  rhythm. 
This  resulted  in  competition  and 
was  treated  by  inserting  a stand- 
by pacemaker.  One  other  ar- 
rhythmia was  an  uncontrolled 
pacemaker  rate  of  240.  This  re- 
quired emergency  removal  of 
the  implanted  battery,  which 
was  done  in  the  patient’s  room. 

Battery  failure  was  encoun- 
tered fifteen  times  in  thirteen 
patients,  requiring  replacement 
of  the  pacemaker  unit  at  its  sub- 


cutaneous site.  The  range  of 
battery  life  was  19  to  50  months 
with  an  average  of  29  months. 

summary 

Sixty'  patients  received  per- 
manently implanted  pacemakers 
over  a six  year  period  to  De- 
cember 31,  1968.  Fifty -nine 

were  followed.  Indications  were 
symptomatic  AV  nodal  disso- 
ciation in  58  and  sinus  brady- 
cardia in  two  with  significant 
history  of  syncopal  episodes. 
There  were  48  transvenous  and 
18  transthoracic  implants,  two 
of  which  were  performed  else- 
where and  followed  at  this  insti- 
tution. 

Seven  deaths  occurred  from  2 
to  19  months  after  institution  of 
pacing.  One  was  secondary  to 
battery  failure  at  nineteen 
months,  and  the  remainder  were 
known  to  be  pacing  well.  Non 
fatal  complications  included 
ventricular  perforation  with 
transvenous  electrodes,  wire  and 
battery  site  erosion  and  infec- 


tion, electrode  displacement, 
wire  fractures,  and  pacing- 
induced  arrhythmias.  There 
were  15  battery  failures  with 
replacement  time  averaging  29 
months.  Fifty-two  patients  were 
alive  as  of  December  1968,  and 
all  but  one  are  pacing.  One 
patient  is  lost  to  follow-up. 

These  data  show  that  cardiac 
pacing  is  the  treatment  of  choice 
for  symptomatic  heart  block, 
providing  relief  of  symptoms 
and  prolonged  survival.  The 
development  of  permanent, 
transvenous,  endocardial  elec- 
trodes implanted  under  local 
anesthesia,  has  alleviated  the 
danger  of  thoracotomy.  Under 
medical  treatment,  mortality 
rate  within  one  year  of  the 
diagnosis  of  heart  block  is  50 
percent.  This  rate  is  bettered 
dramatically  by  pacing.  Seven 
deaths  in  this  series  of  59  pa- 
tients represents  mortality  rate 
of  12  percent,  a substantial  re- 
duction. 

1231  4th  Ave.  S.W.  (559 01) 
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MEDEX 

A Demonstration  Program  in  Primary  Medical  Care 

RICHARD  A.  SMITH,  M . D . , Seattle,  Washington 

MEDEX  is  a program  designed  to  create  a new  class  of 
medical  professionals  who  will  help  overworked  physicians  provide 
more  and  better  medical  care.  The  program  takes  advantage  of 
training  given  medical  corpsmen  by  the  Armed  Forces , otherwise 
wasted  when  the  trained  and  experienced  corpsman  returns  to 
civilian  life.  Working  with  a physician , the  ex-corpsman,  to  be 
known  as  a medex , will  relieve  the  physician  of  much  routine  work 
not  requiring  his  special  knowledge  and  skill.  MEDEX  is  an 
experimental  program  and  has  been  approached  cautiously.  The 
first  training  phase  is  a three-month,  on  campus  period  of  re-training 
and  orientation.  The  medex  then  spends  a year  with  a physician 
who  directs  the  continuation  of  his  conversion  from  military  special- 
ist to  civilian  medical  professional.  This  phase  is  now  in  progress. 

It  is  assumed  that  the  trained  medex  will  be  employed  by  the 
physician  after  completion  of  the  training  year.  Continuing  medex 
education  is  being  planned  by  MEDEX. 


The  State  of  Washington  is 
confronting  a health  man- 
power problem  common  to 
many  others.  According  to  the 
Bureau  of  the  Census,  the  num- 
ber of  active  and  inactive  phy- 
sicians in  the  United  States  in 
1950  was  233,000,  indicating 
that  there  were  149  physicians 
per  100,000  population,  or  one 
physician  per  671  patients.  Re- 
cent figures  show  that  in  1966 
there  were  314,000  physicians 
in  the  United  States,  156  physi- 
cians per  100,000  population,  or 


one  physician  per  641  patients.1 
In  spite  of  this  numerical  im- 
provement a relative  shortage 
has  developed  because  the  de- 
mands placed  upon  physicians 
and  the  number  of  physician- 
directed  services  have  increas- 
ed.2 In  addition,  physicians  in 
ever-increasing  numbers  are  be- 
ing diverted  from  patient  care 
into  research,  full-time  teaching, 
public  health  work,  and  various 
governmental  and  administra- 
tive positions.  Compounding 
the  overall  physician  shortage. 


many  small  communities  are  be- 
ing deprived  of  practitioners’ 
services  by  physician  migration 
to  metropolitan  areas. 

small  communities  in  crisis 

A disturbing  urbanization 
rate,  increasing  unavailability  of 
primary  care  contacts,  especially 
in  rural  American,  and  new  ini- 
tiatives in  the  area  of  health 
services  research  are  only  a few 
indications  that  this  nation  is 
approaching  a crucial  era  in  the 
delivery  of  medical  care.3  4 No- 
where is  this  crisis  more  evident 
in  Washington  State  than  in  its 
smaller  communities. 

The  Health  Resources  Study 
Center  at  the  University  of 
Washington  has  been  studying 
the  health  problems  of  four 
rural  counties  in  Northwest 
Washington.  Its  findings  indi- 
cate that  communities  of  low 
population  density  not  only 
have  difficulties  attracting  phy- 


This  demonstration  program  is  jointly  sponsored  by  the  Department  of  Pre- 
ventive Medicine,  School  of  Medicine,  University  of  Washington,  and  the  Wash- 
ington State  Medical  Education  and  Research  Foundation.  It  is  supported  by 
funds  from  the  National  Center  for  Health  Services  Research  and  Development, 
Health  Services  and  Mental  Health  Administration,  U.S.  Public  Health  Service, 
Department  of  Health  Education  and  Welfare. 

Dr.  Smith  is  Associate  Professor,  Department  of  Preventive  Medicine,  School 
of  Medicine,  University  of  Washington,  Seattle,  and  Director  of  MEDEX. 


Two  words  with  identical  spelling  but  different  meaning  are  distinguished 
in  this  report  by  use  of  capital  letters.  When  MEDEX  appears,  reference  is  to 
the  program  being  reported.  When  in  lower  case  letters — medex — reference  is 
to  the  trainee.  This  word  will  also  be  used  as  a professional  title.  Trainee  John 
Doe  will  become  Medex  Doe.  Ed. 
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TABLE  1 


POPULATION  PER  PHYSICIAN*  BY  COUNTY 
State  of  Washington,  1968 


1950 

1960 

1987 

King,  urban 

714 

642 

506 

Spokane,  urban 

i 74 

768 

714 

Douglas,  rural 

2161 

2978 

5033 

Skamania,  rural 

4788 

5207 

5700 

‘Private  physician  engaged  in 

patient 

care. 

TABLE 

2 

AGE  OF 

PHYSICIANS  (WASHINGTON 

STATE,  1 968)'' 

Per  Cent  of  Total  by  Age  Brackets 

Less  than 

Over 

36 

36-45 

46-55 

56-65 

65 

General  Practice 

9.7 

30.4 

32.0 

18.7 

9.3 

All  Physicians 

24.4 

29.2 

27.1 

13.8 

5.5 

sicians  but  also  cannot  establish 
alternate  sources  of  health  care. 
The  loss  of  a single  physician 
can  rapidly  transform  a rela- 
tively satisfactory  level  of  health 
care  to  a crisis  situation  because 
it  is  becoming  increasingly  diffi- 
cult for  rural  communities  to 
attract  physicians. 

There  are  also  sizeable  com- 
munities without  medical  prac- 
titioners in  parts  of  Washington 
not  included  in  the  study.  The 
problem  is  becoming  increas- 
ingly critical  as  physicians  con- 
tinue to  migrate  toward  larger, 
urban  communities.  Although 
the  rural  areas  are  in  obvious 
need,  problems  of  availability  of 
primary  contact  care  exist  in 
some  urban  and  suburban  situa- 
tions in  the  state.  Again,  this 
reflects  a national  problem. 

Physician  migration  is  occur- 
ring faster  than  general  popu- 
lation migration.  Migration  of 
physicians  from  rural  to  urban 
areas  is  shown  in  data  from 
four  counties— King  (population 
1,085,285),  the  most  populous; 
Spokane  (299,976),  the  most 
populous  in  the  eastern  part  of 
the  state;  and  two  rural  coun- 
ties, Douglas  (16,883)  in  Cen- 
tral Washington  and  Skamania 


(5,982)  in  the  South  Central 
area.  See  Table  1. 

the  unbearable  work  load 

General  practitioners  are  the 
mainstay  in  the  rural  areas. 
However,  fewer  medical  school 
graduates  are  going  into  general 
practice  than  before  and  the 
number  of  general  practitioners 
is  decreasing.  In  addition,  the 
average  age  of  the  general  prac- 
titioner is  much  higher  than  that 
of  physicians  in  other  special- 
ties in  Washington,  based  on 
1968  figures,  Table  2. 

These  rural  physicians  are 
very  busy.  Some  admit  being 
near  the  breaking  point,  and 
others  are  making  preparations 
to  leave  practice  because  of  the 
unbearable  work  load.  Aldrich’s 
work  at  the  Health  Resources 
Study  Center  confirms  the 
heavier  daily  patient  load  and 
longer  working  hours  of  the 
rural  physician.  It  is,  therefore, 
not  surprising  that  the  most  fre- 
quent complaint  of  the  rural 
physician  is  overwork.  Not  a 
single  physician  in  his  study  ex- 
pressed dissatisfaction  with  eco- 
nomic rewards. 

In  the  spring  of  1968  the 
Washington  State  Medical  Edu- 


cation and  Research  Foundation 
conducted  a survey  of  con- 
tinuing medical  education  for 
physicians  in  the  State  of  Wash- 
ington. Over  75  percent  of  the 
physicians  responded  to  the 
questionnaire.  Of  2,610  physi- 
cians answering  the  question, 
47.4  percent  (1,237)  said  they 
could  not  attend  courses  or  pro- 
grams of  continuing  medical 
education  because  of  lack  of 
time;  travel  and  the  costs  in- 
volved were  of  little  significance 
to  this  group— time  was  the 
factor.7 

To  provide  relief  to  the  prob- 
lem of  increasing  demand  and 
relative  physician  shortage,  to 
make  rural  practice  less  de- 
manding and  thus  possibly  at- 
tract new  and  retain  old  phy- 
sicians, to  keep  in  active  prac- 
tice physicians  who  have  suf- 
fered non-incapacitating  illness 
(i.e.,  coronaries)— all  of  these 
goals  require  innovations  in  the 
medical  care  system,  changes 
that  must  occur  if  we  are  to 
avoid  acute  crises  in  some  com- 
munities. 

Manpower  is  one  of  the  most 
obvious  points  to  attack  prob- 
lems decreasing  the  availability, 
and  thus  the  accessibility,  of 
primary  medical  care  in  certain 
parts  of  the  state. 

Innovations  in  training  and 
utilizing  health  manpower  over 
the  coming  years  are  going  to 
determine  whether  or  not  this 
nation  will  maintain  and  im- 
prove the  standard  of  care  it 
has  enjoyed  in  the  past.  It  is 
apparent  that,  in  the  near  fu- 
ture, medical  schools  in  this 
country  will  not  be  able  to  pro- 
duce enough  physicians  to  pro- 
vide the  quality  and  quantity  of 
care  available  now.  And,  if  in- 
ternational developments  are 
any  indication,  the  problem  will 
be  aggravated  when  other  na- 
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tions— in  addition  to  India— take 
steps  to  decrease  the  annual  ex- 
portation to  us  of  20  percent  of 
their  newly  licensed  physicians. 

a way  out 

New  programs  to  train  para- 
medical personnel  represent  one 
part  of  the  solution.  Nonprofes- 
sional personnel,  who  can  relieve 
the  physician  of  the  burden  of 
simple  office  procedures,  give 
him  more  time  to  spend  with 
patients.  Such  individuals,  with 
less  than  a high  school  educa- 
tion and  trained  as  auxiliary 
workers,  can  be  found  in  the 
operation  of  the  Southern  Mon- 
terey County  Medical  Group  in 
California.8  At  the  other  end  of 
the  spectrum  is  the  five-year 
plan  at  the  University  of  Colo- 
rado which  is  about  to  train 
high  school  graduates  to  be- 
come pediatric  associates."  Be- 
tween these  two  extremes  are 
other  programs  in  the  planning 
stages  or  operational  stages  in 
many  locations  around  the 
country.  The  best  known  of 
these  is  the  two-year  Duke  Uni- 
versity' program  to  produce 
physicians’  assistants  that  is  now 
in  its  fourth  year.10 

Most  of  these  programs  train 
a subprofessional  whose  place 
on  the  professional  ladder  is  not 
clearly  defined.  Each  performs 
a role  of  relieving  the  physician 
or  his  nurse  of  many  of  the  un- 
complicated chores  of  medical 
practice.  However,  the  majority 
of  highly  technical  procedures 
involved  in  primary  contact  care 
must  be  the  sole  responsibility 
of  the  practicing  doctor.  Thus, 
there  remains  the  need  to  re- 
lieve physicians  of  more  of  these 
time-consuming  procedures  and 
simultaneously  seek  ways  to  in- 
crease their  capacities. 


four  eyes— four  hands 

One  such  technique  is  to  de- 
velop an  extension  of  the  phy- 
sician—another  pair  of  skilled 
hands  under  his  supervision, 
twenty-four  hours  each  day,  a 
person  trained  by  and  for  a spe- 
cific physician.  This  is  the  pur- 
pose of  the  MEDEX  (MEDecin 
Extension— physician  extension) 
Project.  MEDEX  is  a model  of 
nonphysicians  extending  pri- 
mary medical  care.  It  is  trans- 
ferable to  rural,  suburban  or 
urban  settings.  I anticipate  this 
model  will  demonstrate  that 
former  military  corpsmen  with 
additional  practical  training  can 
perform  many  tasks,  those  not 
requiring  the  extensive  and  so- 
phisticated education  obtained 
in  medical  schools,  presently 
performed  by  civilian  physi- 
cians. Corpsmen  are  already 
doing  this  in  the  military.  A 
few  physicians  now  employ  men 
in  analogous  practice  settings.11 

A president  of  Washington 
State  Medical  Association  re- 
ported that  his  own  thinking 
about  use  of  “physicians’  assist- 
ants” had  undergone  consider- 
able change  as  he  viewed  the 
developing  situation.12  Since  his 
statement  was  published,  the 
situation  has  worsened  and  the 
need  for  readjustment  of  ideas, 
as  exemplified  in  his  own 
change,  has  increased. 

a brain  drain  due  to  non-use 

Of  the  30,000  corpsmen  dis- 
charged annually  from  the  mili- 
tary with  some  medical  training, 
it  is  estimated  that  over  6,000 
leave  a military  framework  in 
the  Navy,  Air  Force,  Army,  and 
Coast  Guard,  where  they  have 
been  providing  primary  medical 
care,  to  return  to  a civilian  set- 


ting that  is  unable  to  utilize 
their  extensive  training  and 
proven  talents.12  A few  with 
specialized  training  take  allied 
health  jobs.  The  majority  find 
there  is  no  way  that  they,  as 
civilians,  can  use  the  75  hours 
of  didactic  and  laboratory  train- 
ing they  received  in  human  an- 
atomy and  physiology,  the  hun- 
dreds of  hours  of  medicine,  sur- 
gery, pharmacology,  orthoped- 
ics, and  training  in  histories  and 
physicals.  Some— such  as  Spe- 
cial Forces  and  Navy  “B”  Corps- 
men— receive  1,400  to  1,600 
hours  of  formal  medical  training 
which  may  include  ten  weeks 
of  a supervised  clerkship.  Army 
corpsmen  of  the  91C  series  may 
have  up  to  2,000  hours  of  such 
formal  training. 

Most  of  these  men  have  had 
three  to  twenty  years  of  ex- 
perience, including  independent 
duty  on  the  battlefield,  aboard 
ship,  or  at  isolated,  independent 
duty  stations.  Many  have  some 
college  background  (the  Special 
Forces  medics  average  a year 
and  a half  of  college ) . After  two 
to  twenty  years  in  uniform, 
these  men  have  developed  cer- 
tain skills  and  knowledge  in  the 
provision  of  primary  care.  Once 
discharged,  however,  the  thous- 
ands of  dollars  of  public  funds 
invested  in  developing  medical 
capabilities  and  potential  care 
are  lost  when  they  work  as  de- 
tail men,  insurance  agents,  bur- 
glar alarm  salesmen,  or  drive 
trucks.  The  majority  of  men  in 
this  vast  manpower  pool  are  lost 
to  the  present  medical  care  de- 
livery systems  because,  up  to 
this  point,  we  have  not  devised 
a civilian  framework  in  which 
their  skills  can  be  put  to  use. 
It  is  from  this  pool  that  candi- 
dates for  the  MEDEX  program 
have  been  drawn. 
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a glimpse  of  the  possibilities 

In  the  preparatory  phase  of 
the  MEDEX  project,  certain 
steps  were  taken  to  determine 
the  feasibility  of  this  study,  co- 
operative elements,  and  prob- 
lem areas.  Visits  were  made  to 
general  practitioners  in  north- 
east and  central  Washington 
during  the  fall  of  1968.  Discus- 
sions with  those  physicians  in 
rural  practice  confirmed  the  be- 
lief that  certain  parts  of  this 
state  are  confronted  by  a severe 
shortage  of  health  manpower. 
In  addition  to  difficulties  in  find- 
ing physicians  to  go  into  these 
and  other  rural  settings  visited, 
nurses  and  laboratory  techni- 
cians are  extremely  reluctant  to 
settle  in  these  areas.  A discus- 
sion of  interest  in  developing  a 
new  health  professional  who 
would  extend  the  practitioner’s 
office  and  home  care  potential 
met  enthusiastic  response.  When 
it  was  mentioned  that  the  medex 
would  be  a former  military 
corpsman,  these  physicians  be- 
gan describing  what  such  a man 
could  do,  from  their  own  ex- 
periences in  the  Army,  Navy, 
Air  Force,  and  elsewhere. 

Contact  was  then  made  with 
Washington  State  Medical  Asso- 
ciation. Initial  response  to  the 
MEDEX  concept  was  positive. 
A proposal  was  presented  to  the 
Executive  Board  of  the  Wash- 
ington State  Medical  Education 
and  Research  Foundation  to 
have  the  State  Medical  Asso- 
ciation participate  in  the  ME- 
DEX Project.  This  was  fol- 
lowed by  presentation  to  the 
Board  of  Trustees  of  the  Medi- 
cal Association,  and  again  the 
response  was  positive.  MEDEX 
thus  became  a cooperative  effort 
of  the  Washington  State  Medi- 
cal Education  and  Research 
Foundation,  Washington  State 


Medical  Association,  and  the 
Department  of  Preventive  Medi- 
cine, University  of  Washington 
School  of  Medicine. 

green  light 

Subsequent  visits  with  other 
professionals  in  civilian  as  well 
as  military  practice  gave  en- 
couragement to  the  MEDEX 
concept.  They  felt  that  this  ap- 
proach to  the  manpower  prob- 
lem promised  applicability  to  a 
variety  of  situations.  They  gave 
specific  examples  of  experiences 
with  this  kind  of  individual 
working  successfully  today  in 
known  practice  settings.14 

Reception  of  the  MEDEX 
concept  and  demonstration  pro- 
gram by  the  dean  and  faculty 
of  the  University  of  Washington 
School  of  Medicine  was  positive 
in  all  respects.  Many  members 
of  the  faculty  expressed  interest 
in  assisting  in  the  academic 
training  phase  of  the  project, 
along  with  instructors  drawn 
from  private  practice.  Space  for 
this  phase  of  the  training  was 
quickly  volunteered. 

Productive  discussions  were 
held  with  representatives  of  the 
nursing  profession  in  the  state. 
These  discussions  pointed  up  a 
few  potential  difficulties  from 
their  point  of  view,  but  in  gen- 
eral they  were  supportive  of  the 
demonstration  program’s  con- 
cept. 

design 

MEDEX  selected  fifteen  for- 
mer military  corpsmen  (May, 
1969),  gave  them  three  months 
of  intensive  training  at  the  Uni- 
versity of  Washington  (July- 
September,  1969),  and  then 
placed  them  in  twelve-month 
preceptorships  with  fourteen 
pre-selected  physicians  (Septem- 
ber, 1969).  Twelve  medex  are 


in  rural  Washington,  two  are  in 
an  urban  setting,  and  one  is 
with  a suburban  general  prac- 
titioner. 

1.  Selection  of  physician- 

preceptors 

Fourteen  general  practitioners 
were  selected  to  serve  as  pre- 
ceptors for  MEDEX,  following 
site  visits  to  doctors  in  practice. 
Among  the  criteria  for  their  se- 
lection were  the  following: 

a.  Overwork  to  the  point  of 
constant  fatigue. 

b.  Unavailability  of  time  for 
adequate  family  life  and 
continuing  education. 

c.  Possibly  making  plans  to 
leave  rural  practice. 

d.  Willingness  to  innovate  in 
the  health  manpower  field. 

e.  Desire  and  ability  to  train 
nonphysicians. 

An  essential  criterion  was  the 
expressed  willingness  of  the  pre- 
ceptors to  hire  the  medex  upon 
completion  of  the  preceptorship. 

A profile  of  the  physician  and 
his  practice  was  developed  to 
assist  in  matching  medex  with 
physicians  and  to  determine 
course  content  in  the  initial 
three-month  phase  of  the  cur- 
riculum. 

2.  Development  of  profile  of  an 

assistant  to  extend  the  physi- 
cian 

A preliminary  profile  of  the 
medex,  which  will  assist  in  the 
utilmate  development  of  his  job 
description,  was  constructed  as 
common  and  specific  character- 
istics were  determined.  Common 
characteristics  include  medical 
corpsmen  training,  service  ex- 
perience, and  the  MEDEX  cur- 
riculum. Specific  characteristics 
to  be  added  are  those  becoming 


1026 

Northwest  Medicine,  November,  1969 


apparent  during  the  preceptor 
phase  of  the  curriculum;  name- 
ly, knowledge  and  skills  devel- 
oped under  the  preceptor  and 
as  a result  of  a continuing  edu- 
cation program  for  the  medex. 

3.  Selection  of  medex 

Training  and  operating  sites 
of  Army,  Navy,  Air  Force,  and 
Coast  Guard  medical  corpsmen 
were  visited  by  the  MEDEX 
staff,  to  interview  corpsmen 
soon  to  be  released.  Other  lines 
of  communication  were  utilized 
to  inform  interested  corpsmen 
about  the  program.  Applications 
were  received  from  corpsmen, 
giving  information  on  their 
training  and  experience,  their 
desire  to  work  in  small  com- 
munities, their  wives'  interests, 
and  other  relevant  information. 
Primary  and  secondary  (referred 
by  the  primary ) references  were 
sought,  especially  from  physi- 
cians with  whom  the  corpsman 
had  worked.  I was  specifically 
interested  in  past  performance 
of  the  applicants.  When  military 
and  school  records,  applications, 
and  references  were  evaluated,  a 
preliminary  selection  of  two 
corpsmen  for  each  medex  posi- 
tion in  the  demonstration  pro- 
gram was  made. 

Two  three-day  interview- 
selection  conferences  were  con- 
ducted in  Seattle  to  select  15 
MEDEX  trainees  from  among 
the  final  group  of  26  screened 
applicants.  Among  other  things, 
efforts  were  made  to  obtain  in- 
formation regarding  learning 
ability,  judgment,  perseverance, 
patience,  and  aggressiveness.  In 
evaluating  ability  I asked  my- 
self, can  he  remain  within  the 
limits  imposed;  will  he  attempt 
to  portray  himself  as  a doctor; 
can  he  adjust  to  a small  com- 
munity; can  he  develop  appro- 


priate attitudes  and  identity  in 
a new  professional  role? 

Intensive  interviews  and  for- 
mal and  informal  testing  pro- 
cedures were  employed  by  the 
MEDEX  staff  and  potential  pre- 
ceptors during  these  meetings. 

4.  Matching  of  medex  with 

physician-preceptor 

Final  matching  of  the  medex 
with  the  preceptors  followed 
visits  to  each  of  the  preceptor 
communities  by  at  least  five  of 
the  fifteen  trainees  while  they 
were  at  the  University  training 
site.  The  profile  developed  on 
the  medex  was  used  in  conjunc- 
tion with  the  preceptor  profile 
to  assist  in  the  matching  of  the 
trainee  and  his  preceptor.  This 
mix-match  process  dealt  with 
medically  related  factors  as  well 
as  nonmedical  factors.  Of  the 
many  elements  taken  into  con- 
sideration in  this  process,  the 
most  complicated  was  compati- 
bility. 

5.  Determination  of  task  areas  in 

which  physicians  can  be  ex- 
tended 

A list  of  those  areas  in  which 
a physician  can  be  extended  was 
compiled  following  visits  and 
subsequent  communications 
with  preceptors.  Profiles  of  phy- 
sicians and  trainees  were  the 
primary  elements  in  determining 
tasks  to  be  performed  by  the 
medex.  A preliminary  compila- 
tion of  general  areas  and  spe- 
cifc  tasks  was  used  to  develop 
the  curriculum  content  to  be 
presented  during  the  three 
months  of  University  training 
preceding  the  preceptorship.  In 
addition,  a list  of  minimum  skills 
to  be  mastered  during  the  pre- 
ceptor year  is  being  developed. 


6.  Training  of  medex  at  medical 

school 

Curriculum  was  developed  by 
MEDEX  staff,  physician-precep- 
tors, and  faculty  coordinators 
who  are  members  of  the  faculty 
at  the  University  of  Washington 
School  of  Medicine. 

The  initial  three  months  of 
the  curriculum  emphasized  the 
practical  aspects  of  private  med- 
ical practice.  It  consisted  of 
didactic  and  clinical  instruction 
geared  toward  ability  to  per- 
form the  following  kinds  of 
tasks  for  and  under  direct  super- 
vision of  a physician,  24  hours 
a day:  take  histories;  perform 
parts  of  the  physical  examination 
prescribed  by  the  physician; 
triage  or  screening  of  patients; 
provide  home  and  nursing  home 
care  to  chronically  ill  patients; 
perform  minor  surgical  pro- 
cedures (apply  and  remove 
casts,  suture  minor  lacerations); 
assist  at  surgery. 

An  important  part  of  the 
training  during  this  phase  was 
guidance  in  psychological  adap- 
tation to  civilian  practice.  Spe- 
cial emphasis  was  given  to  pedi- 
atrics and  geriatrics.  Adequate 
time  was  given  to  instruction  in 
history  taking  and  performing 
appropriate  parts  of  physical  ex- 
amination. An  introduction  to 
the  administrative  realities  of 
private  practice  was  included. 

Also  during  this  initial  phase 
of  the  training  program,  the 
fourteen  preceptor-physicians 
were  brought  to  the  University 
for  an  extended  seminar.  At  this 
meeting  they  discussed  with  the 
staff  the  preceptor  phase  of  the 
curriculum  in  detail,  including 
the  role  and  responsibility  of  the 
physician-preceptor,  techniques 
for  teaching  while  practicing, 
and  potential  problem  areas. 
The  physicians  and  medex  met 
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together  to  exchange  ideas  and 
opinions  relating  to  the  opera- 
tion of  the  medex-physician 
team,  and  about  the  realities  of 
the  general  practice  setting. 

Most  of  the  medex  were  as- 
signed to  physicians  in  rural  gen- 
eral practice,  but  there  is  no 
effective  way  to  teach  rural  gen- 
eral practice,  as  such,  in  a for- 
mal training  program.  Rather, 
the  three-month  training  phase 
was  intended  to  provide  a prac- 
tical, basic  foundation  in  gen- 
eral medicine,  with  particular 
attention  paid  to  the  problems 
of  transition  from  military  to 
civilian  medicine. 

Lack  of  time,  and  distance 
from  Seattle,  precluded  exten- 
sive participation  by  the  precep- 
tors in  the  University  phase  of 
the  curriculum.  They  participat- 
ed in  forming  the  general  outline 
of  the  curriculum,  however,  in- 
cluding the  two  phase  concept— 
i.e.,  a relatively  brief  medical 
school  phase  to  cover  broad 
areas  applicable  to  all  practices, 
and  a longer  preceptor  phase  of 
continued  training  in  the  fine 
points,  peculiarities,  and  practi- 
calities of  each  preceptor’s  prac- 
tice. 

Throughout  the  university 
training  phase,  the  faculty  en- 
couraged feedback  from  the 
trainees  themselves  concerning 
comprehension  and  applicability 
of  the  day-to-day  class  work  and 
experiences.  Promoting  the  par- 
ticipation of  the  trainees  in  a 
continuous  evaluation  of  the 
classes  was  felt  to  enhance  the 
effectiveness  of  the  training  pro- 
gram. A certificate  was  awarded 
to  each  medex  upon  completion 
of  this  phase  of  his  training. 

7.  Preceptorship  phase 

Four-fifths  of  the  total  MED- 
EX training  is  the  preceptorship 


with  one  physician.  Throughout 
that  preceptorship,  the  medex 
will  learn  to  function  in  a par- 
ticular practice  as  a member  of 
a particular  physician’s  team.  In 
addition,  all  medex  are  to  be 
trained  to  specified  minimum 
standards  in  basic  skills. 

An  important  feature  of  the 
preceptorship  phase  is  the  pre- 
sumption that  the  physician  who 
trains  the  candidate  is  the  same 
physician  who  subsequently  will 
hire  him.  Therefore,  the  precep- 
tor has  incentive  to  provide  the 
best  possible  training.  In  addi- 
tion, beyond  the  specified  mini- 
mum, the  physician  can  orient 
the  training  toward  his  own 
practice. 

Throughout  the  preceptorship 
phase,  the  MEDEX  staff  will 
elicit  continual  feedback  from 
both  the  trainee  and  the  physi- 
cian concerning  appropriateness 
of  the  training  and  problems  of 
the  individual  preceptorship  as 
viewed  by  the  participants.  In 
addition,  the  staff  will  indepen- 
dently monitor  and  evaluate  the 
preceptorships. 

8.  Continuing  education 

Continuing  education  of  the 
medex  is  of  major  importance  in 
the  MEDEX  concept.  In  the 
preceptorship  phase,  there  is 
need  for  the  formal  type  of 
training  in  areas  that  have  not 
been  covered  previously,  sub- 
jects that  have  been  covered  but 
not  in  sufficient  depth,  areas  that 
need  refreshing  and  areas  with 
recently  developed  techniques. 
MEDEX  will  attempt  to  answer 
this  need  with  seminars  cover- 
ing three-day  weekends  once  a 
month.  In  most  cases,  one  or 
more  of  the  preceptor-physicians 
will  constitute  the  faculty  of  the 
seminar.  In  addition,  part  of 
each  of  these  seminars  will  be 
devoted  to  group  discussions 


among  the  medex  themselves, 
concerning  their  problems  and 
possible  solutions. 

Similar  seminars  for  all  medex 
in  the  state  should  be  used  as 
the  major  means  of  continuing 
their  education  after  the  initial 
training  and  preceptorship  peri- 
ods have  ended,  to  insure  high 
standards  and  to  keep  pace  with 
changes  in  medicine. 

A secondary  answer  to  the 
needs  of  continuing  education 
may  be  a weekend  of  specialized 
instruction  at  the  University  for 
selected  medex.  This  would 
answer  the  need  for  training— 
either  remedial  or  initial— as  de- 
termined by  an  individual  pre- 
ceptor. 

For  the  first  few  months  of  his 
preceptorship,  the  medex  will 
assist  and  extend  his  physician 
by  learning  and  applying  pri- 
mary skills  under  close  super- 
vision. After  six  months,  or  when 
the  doctor  has  developed 
enough  confidence  in  the  medex, 
he  can  be  used  in  the  variety 
of  ways  described  above— all  of 
these  activities  geared  toward 
extending  the  physician’s  capa- 
bilities. At  the  end  of  the  fifteen- 
month  training  period,  it  is 
planned  to  award  a certificate 
indicating  completion  of  the 
MEDEX  preceptorship. 

evaluation 

The  purpose  of  MEDEX  is  to 
increase  productivity  of  the  med- 
ical practitioner.  The  evaluation 
is  focused  upon  describing  and 
evaluating  the  ways  in  which 
this  program  increases  physician 
productivity  and  the  reporting 
of  the  perceptions  of  the  various 
actors  in  the  system  relative  to 
its  effectiveness. 

Major  limitation  of  this  dem- 
onstration project  will  appear 
with  the  attempt  to  generalize 
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findings  obtained  from  this  case 
(with  its  fifteen  examples)  for 
other  physicians  and  other  popu- 
lation groups.  Complete  descrip- 
tions of  individuals  and  situ- 
ations, which  the  evaluation  will 
provide,  will  enable  us  to  assist 
replication  of  the  program  in 
other  communities.  Evaluation 
should  provide  us  with  a system- 
atized body  of  information  that 
can  be  utilized  as  a base  line  for 
comparison  and  a guideline  for 
action. 

Tools  utilized  in  the  evalu- 
ation are  three  in  number.  Engi- 
neers from  the  Department  of 
Industrial  Engineering  at  the 
University  of  Washington  have 
already  completed  the  pre- 
MEDEX  time-motion-task  study 
in  each  of  the  preceptor’s  offices 
(July,  1969).  An  outside  con- 
sulting group  has  completed  its 
pre-MEDEX  study  in  each  of 
the  preceptor  practices  (August, 
1969).  The  former  is  an  objec- 
tive study  of  how  medical  care 
is  provided  in  the  preceptor’s 
office;  the  latter  is  a subjective 
study  of  what  medical  care  is 
provided.  The  post-MEDEX  or 
after  studies  in  both  these  areas 
will  be  undertaken  in  the  sum- 
mer of  1970.  Also  conducted  at 
that  time  will  be  retrospective 
surveys  of  each  of  the  communi- 
ties involved.  Selected  popula- 
tions will  be  questioned  regard- 
ing the  community  impact  of 
this  innovation  in  the  delivery 
of  medical  care. 

discussion 

An  important  feature  of  this 
demonstration  project  is  the 
period  of  time  allocated  for  for- 
mal classroom  - type  training. 
There  are  a number  of  reasons 
to  have  only  three  months’ 
training  in  an  academic  setting: 
First,  it  is  felt  that  this  is  an 


appropriate  period  because  only 
corpsmen  with  advanced  medi- 
cal training  and  experience  were 
selected  as  trainees.  Thus,  their 
training  at  the  University  did 
not  start  at  a beginning  level, 
but  rather  started  at  a level  ap- 
propriate to  their  present  knowl- 
edge and  skills.  Second,  the  ex- 
perience of  others  has  indicated 
that  a long  training  period  in  an 
academic  setting  can  lead  to 
distortions  of  the  trainee’s  self- 
image  and  identity.  MEDEX 
proposes  to  avoid  such  problems 
by  conducting  most  of  the  train- 
ing in  a nonacademic  (i.e.,  pre- 
ceptorship)  setting.  Also,  since 
MEDEX  is  developing  a new 
health  professional  for  primary 
medical  care,  the  logical  place 
to  provide  the  majority  of  his 
training  is  felt  to  be  the  setting 
in  which  that  care  is  provided. 

One  of  the  key  elements  to  the 
extension  process  in  the  MED- 
EX concept  is  the  portable  com- 
munication system  with  which 
the  physician  and  his  assistant 
will  be  equipped  and  which  will 
permit  radio  contact  and  super- 
vision 24  hours  a day— in  or  out 
of  the  office.  Of  paramount  im- 
portance is  the  constant  super- 
vision, by  a practicing  physician, 
of  every  facet  of  this  new  pro- 
fessional’s work. 

Community  acceptance  of  this 
new  health  worker  probably  will 
vary  from  practice  to  practice. 
The  work  of  Bergman,  relating 
to  patient  acceptance  of  non- 
physicians for  care,  contains  en- 
couraging findings.15  Further  in- 
dication that  resistance  to  inno- 
vation decreases  with  growth  of 
familiarity  comes  from  experi- 
ence of  the  Montefiore  Hospital 
Medical  Group.1" 

However,  the  most  encourage- 
ment that  this  will  not  be  an 
insurmountable  problem  is  pro- 
vided by  the  dialogue  with  the 


physicians  serving  as  preceptors. 
They  feel  that  if  a physician  is 
secure  in  his  community,  people 
most  probably  will  accept  him 
and  his  relationship  with  his 
medex.  Some  have  stated  that 
patients  know  the  schedule  they 
work  and,  therefore,  will  know 
that  MEDEX  is  an  attempt  to 
keep  preceptors  in  their  com- 
munities, providing  the  same  or 
better  quality  care  at  a less  fa- 
tiguing pace.  These  are  subjec- 
tive opinions  and  the  objective 
analysis  of  community  accep- 
tance will  be  a part  of  the  proj- 
ect’s evaluation. 

It  is  planned  that  after  a year 
of  MEDEX  operation  the  physi- 
cian will  have  his  capabilities 
and  patient  load  extended  suf- 
ficiently to  allow  the  medex— 
who  up  to  this  point  would  be 
supported  by  MEDEX— to  be 
salaried  by  the  physician.  Pre- 
ceptors have  stated  they  would 
not  hesitate  to  pay  a medex 
$8,000  to  $12,000  as  a beginning 
salary  because  he  would  be 
worth  at  least  that  much  in  prac- 
tice. 

Consideration  is  being  given 
to  alternative  opportunities  for 
the  medex,  that  is,  other  job  set- 
tings and  upward  mobility.  Also 
under  consideration  are  legal 
status  and  insurance  coverage. 

The  conditions  that  produced 
the  setting  for  MEDEX  in 
Washington  are  not  totally 
unique.  The  State  Medical  As- 
sociation’s pioneering  spirit  to 
produce  leadership  and  its  ex- 
pressed concern  for  its  members 
were  two  important  factors  lead- 
ing to  selection  of  this  time  and 
place  for  MEDEX.  Another  im- 
portant element  was  the  very- 
obvious  need  for  help  in  rural 
Washington  where  dedicated 
physicians  are  growing  increas- 
ingly concerned  about  their  abil- 
ity to  maintain  the  quality  and 
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quantity  of  care  for  their  pa- 
tients. Of  major  importance,  also, 
is  a medical  school  evolving  to 
meet  the  needs  of  the  commun- 
ity it  serves. 

Finally,  MEDEX  is  not  a radi- 
cal innovation  in  health  man- 
power. Nor  is  it  a new  training 
program  being  developed  with- 
in a university’.  It  is  a joint 
project  of  potential  users  of 
MEDEX  personnel  and  the 
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developers-trainers-evaluators  of 
the  MEDEX  Program.  It  is  an 
overdue  effort  to  pull  together 
existing  resources  to  meet  a 
growing  need. 

MEDEX  undoubtedly  is  not 
the  only  way  to  utilize  this  man- 
power pool.  Conditions  in  other 
states  will  not  be  exactly  the 
same  and  other  pathways  may 
be  identified.  However,  in  MED- 
EX we  have  attempted  to  design 
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A record  number  of  physicians  turned  out  to  vote  for  1969-70  officers  at  the  OMA  Annual 
Business  Meeting.  Robert  L.  Hare  was  elected  President-Elect  in  a closely  contested  election. 


Oregon  Medical  Association’s  95th  Annual  Session, 
held  in  Portland  September  23-27,  attracted  more 
than  a thousand  physicians,  guests  and  paramedical 
personnel  to  the  Memorial  Coliseum. 

Continuing  Education 

The  scientific  portion  of  the  meeting  drew  some 
600  doctors  to  programs  in  internal  medicine,  pedi- 
atrics, surgery,  and  preventive  medicine  as  well  as 
three  days  of  general,  scientific  assemblies. 

Featured  lecturers  included  Irving  M.  London, 
Rene  Menguy  and  Rudolf  J.  Noer;  Sommer  Me- 
morial Speakers. 

Other  guest  lecturers  were  J.  Robert  Dille,  Chief 
Federal  Aeronautics  Administration  Medical  Exami- 
ner and  Charles  A.  Alford,  Jr.,  University  of  Ala- 
bama authority  on  rubella. 

Forty  Oregon  physicians  contributed  papers  or 
participated  in  panel  discussions  during  the  pro- 
gram of  five,  half-day  sessions. 

Technical  and  scientific  exhibits  number  67  in 
the  exhibit  hall,  which  was  also  graced  with  more 
than  200  art  objects  in  connection  with  the  Ninth 
Annual  OMA  Art  Exhibit. 


Mrs.  Otto  Page  and  Mrs.  John  Hayes  examine  several 
of  more  than  200  objects  which  made  Ninth  Annual  Phy- 
sician’s Art  Exhibit  largest  ever.  Mrs.  Page  and  Mrs. 
Hayes  served  as  Co-Chairmen. 

General  Interest 

The  Reverend  Doctor  Paul  B.  McCleave,  Direc- 
tor of  the  AMA  Department  of  Medicine  and  Re- 
ligion was  speaker  at  a Wednesday  Medicine  and 
Religion  Luncheon. 

Utah  Congressman  Laurence  J.  Burton  spoke 
before  175  doctors,  wives  and  guests  at  the  OMPAC 

continued  on  page  1035 
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Franklin  J.  Underwood,  member  of  the  Board  of  Trustees  of  Northwest  Medical 
Publishing  Association,  presents  the  Northwest  Medicine  Plaque  to  Richard  S.  Egan, 
winner  of  the  1969  contest  sponsored  by  Northwest  Medicine  and  the  Encyclopaedia 
Britannica.  Dr.  Egan  received  a check  for  $200.00,  a plaque  from  Encyclopaedia 
Britannica,  and  a 24  volume  set  of  the  latest  edition  of  the  Encyclopaedia.  He  was  a 
resident  in  otolaryngology  at  the  University  of  Oregon  Medical  School  Hospital  last 
year  and  is  currently  in  the  Navy  with  rank  of  Lieutenant  Commander.  He  is  on  duty 
at  the  Naval  Hospital,  Long  Beach,  California. 


continued  from  page  1033 

Banquet  at  the  Benson  Hotel  on  Thursday.  Oregon’s 
First  District  Representative,  Wendel  Wyatt,  served 
as  Congressman  Burton’s  introducer.  OMPAC’s 
Education  Director,  Clinton  S.  McGill,  was  honored 
for  his  efforts  in  securing  corporate  funds  for  the 
organization.  George  McCallum,  Eugene,  won  the 
“Eyeball”  Award  for  his  activities  in  increasing 
OMPAC  membership  in  the  past  year. 

OMA  Speaker  of  the  House  of  Delegates,  Louis 
O.  Machlan,  Jr.  installed  Noel  B.  Rawls  as  the 
Association’s  96th  President  at  the  luncheon  in  his 
honor  on  Friday. 

Albert  J.  Kreft,  Portland,  received  official  recog- 
nition as  1969  Doctor-Citizen  of  the  Year.  Dr.  Kreft 
was  cited  for  his  numerous  activities  in  connection 
with  conservation  projects. 

Annual  OMA  Press  Awards  winners  were:  Mr. 
John  Salisbury,  KXL  Radio,  Editorial  All-Media; 
Mr.  Dick  Klinger,  KPOJ  Radio,  Broadcast  Media; 
and  Mr.  Ted  Kyle,  Mr.  Mike  Thoele  and  Mr.  Jim 
Boyd,  Eugene  Register-Guard,  Printed  Media. 


Noel  B.  Rawls,  Clatsop  County  Health  Officer, 
was  installed  as  the  Oregon  Medical  Association’s 
96th  President  during  the  OMA  Annual  Session. 
Dr.  Rawls,  active  for  many  years  in  the  state  society, 
succeeded  J.  Richard  Raines,  Portland.  He  had 
practiced  in  Astoria  some  20  years  prior  to  his 
appointment  as  a full-time  health  officer  in  1965. 

Robert  L.  Hare,  Portland  internist,  was  named 
President-Elect  of  the  Association  at  the  Annual 
Business  Meeting  on  September  26.  Dr.  Hare  is 
Chief  of  Medicine  at  Good  Samaritan  Hospital  and 
a past-president  of  the  Oregon  Society  of  Internal 
Medicine.  Elected  at  the  Annual  Business  Meeting 
was  John  T.  Weisel,  Medford,  Vice-President.  Louis 
O.  Machlan,  Jr.  and  Lawrence  M.  Lowell,  both  of 
Portland,  were  re-elected  Speaker  of  the  House  and 
Secretary-Treasurer  respectively. 

Setting  the  Pace  for  U.S. 

The  OMA  House  of  Delegates  adopted  a report 
by  the  Council  on  Medical  Education  that  will 
require  members  to  fulfill  minimum  continuing 
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Oregon  Congressman  Wendel  Wyatt;  past  AMPAC 
Board  Chairman,  Blair  J.  Henningsgaard;  Utah  Congress- 
man, Laurence  J.  Burton;  and  OMPAC  Chairman,  T.  Hollis 
Hendricks,  pictured  at  Annual  OMPAC  Banquet.  Repre- 
sentative Burton  was  keynote  speaker. 


Mrs.  Russel  L.  Baker,  Auxiliary  President;  Mr.  Cecil 
Kahman,  internationally-known  wine-taster;  OMA  Presi- 
dent, J.  Richard  Raines;  and  Mrs.  Otto  Page  and  Mrs.  John 
Hayes  discuss  wine  tasting  party  which  opened  95th 
Annual  Session  and  drew  some  250  participants. 


Mr.  Mason  Smith,  UOMS/SAMA  President,  addresses 
opening  session  of  the  OMA  House  of  Delegates. 


medical  education  standards  as  a condition  of  con- 
tinuing membership  in  the  Association.  The  pro- 
gram will  go  into  operation  January  1,  1970.  It  is 
being  watched  with  great  interest  in  every  other 
state.  Oregon  has  been  a pace  setter  before  and 
undoubtedly  will  be  again  with  this  program. 

Each  major  specialty  is  preparing  requirements 
that  will  be  specifically  tailored  for  members  of 
that  specialty.  Minimum  suggested  credits  would 
total  from  50  to  100  hours  per  year. 

In  other  action  the  policy-making  body  of  the 
OMA  adopted  a recommendation  to  establish  a 


Home  dialysis  demonstration  proved  a popular  exhibit. 
The  demonstration  was  sponsored  by  the  Kidney  Associ- 
ation of  Oregon. 


system  of  peer  review  in  cooperation  with  com- 
ponent societies  in  the  State. 

Other  recommendations  and  resolutions  treated 
the  Association’s  political  and  legislative  activity, 
the  physician  shortage,  methods  of  increasing  repre- 
sentation in  the  OMA,  support  of  medical  students, 
extensive  bylaws  revisions  and  support  of  venereal 
disease  educational  programs  in  Oregon. 

The  House  of  Delegates  also  re-elected  Clinton 
S.  McGill  and  Ernest  T.  Livingstone  as  AM  A Dele- 
gates and  Augustus  M.  Tanaka  and  John  E.  Tysell 
as  Alternate  A\IA  Delegates. 

Responsibility  to  Report 

By  action  of  the  Midyear  Meeting  of  the  Oregon 
Medical  Association’s  House  of  Delegates,  the  Com- 
mittee on  Traffic  Safety  was  directed  to  prepare  an 
informational  statement  outlining  the  doctor’s  re- 
sponsibility under  Oregon  law  with  respect  to 

continued  on  page  1039 
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an  antacid  formulated  especially 
for  the  constipation-prone  patient 


• Gelusil-M  has  been  formulated  to  help 
avoid  constipation  in  these  patients: 
hospitalized/ bedridden  /debilitated  /seden- 
tary/ pregnant/ elderly/ on  a bland  diet/ 
on  anticholinergic-antispasmodic  drugs/ 
when  straining  at  stool  should  be  avoided. 


• Magnesium  content  helps  maintain  intes- 
tinal fluid  volume  and  motility. 

• Some  patients  may  develop  loose  stools 
while  taking  Gelusil-M.  This  condition  is 
usually  dose-related,  and  usually  responds 
to  dose  reduction. 


jcing 

ostive* 

^ ■ --Avoids  constipation. 

cia 


introducing  new 


GELUSICM 


each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Wamer-Chilcott) 

200  mg.  magnesium  hydroxide 

*U.$.  Patent  No.  3,326,755 


a consistent  buffering 
anticostive^  antacid 


tAvoids  constipation. 


See  next  page  for  prescribing  information  ^ 


i 
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Gelusil-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusil”  Tablets 

a universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


GM-IN-92-4C 
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reporting  conditions  which  may  impair  the  patient’s 
ability  to  operate  a motor  vehicle  safely. 

This  statement  appears  below  and  Oregon  physi- 
cians are  urged  to  examine  it  carefully. 

“ Dear  Doctor: 

“From  time  to  time  you  may  diagnose  a condition 
which  you  feel  might  impair  that  individual’s  ability 
to  safely  operate  a motor  vehicle.  If  this  situation 
occurs,  you  are  obligated  to  report  that  fact  to  your 
county  health  officer. 

“Oregon  Law  states: 

All  persons  authorized  by  the  State  of  Oregon 
to  diagnose  and  treat  epilepsy  or  any  similar 
disorder  shall  report  immediately  to  the  local 
health  officer  in  writing,  the  full  name,  sex,  date 
of  birth  and  address  of  every  person  diagnosed 
as  having  epilepsy  or  similar  disorder  charac- 
terized by  momentary  or  prolonged  lapses  of 
consciousness  or  control  which  is,  or  may  be- 
come chronic;  provided,  however,  that  nothing 
contained  in  this  section  shall  be  construed  to 


authorize  persons  who  are  required  to  make 
such  reports  to  the  local  health  officer  to  certify 
that  any  applicant  for  an  operator's  license  is 
free  from  epilepsy  or  such  disorders. 

“ Further , several  successful  malpractice  suits 
have  occurred  for  a physicians  failure  to  comply 
with  similar  laws  in  other  states.  Therefore,  you 
are  unnecessarily  opening  yourself  to  civil  suit  if 
you  do  not  comply  with  this  statute. 

“Also  the  Association s professional  liability  agent 
has  checked  with  his  counsel  and  suggests  that  the 
physician  very  carefully  fill  out  inurance  forms  certi- 
fying ability  to  drive.  Civil  suits  have  been  success- 
ful in  several  cases  where  a physician  certified, 
without  proper  examination  an  insurance  driver 
evaluation  form. 

“If  you  have  questions  regarding  either  of  these 
points,  please  feel  free  to  call  upon  us. 

Yours  very  truly, 

Oregon  Medical  Association 

RICHARD  R.  CARTER 

Chairman 

OM A— Committee  on  Traffic  Safety” 


New  Pathology  Head 

Dr.  Richard  D.  Moore,  former  professor  of  pathol- 
ogy at  Case  Western  Reserve  University  School  of 
Medicine,  Cleveland,  has  been  named  to  head  the 
department  of  pathology  at  the  University  of  Oregon 
Medical  School,  according  to  an  announcement 
by  Dean  Charles  N.  Holman. 

He  succeeds  Dr.  Sefton  R.  Wellings,  who  resigned 
to  join  the  faculty  of  the  University  of  California 

School  of  Medicine  at 
Davis. 

Dr.  Moore  attended 
Gonzaga  University  and 
received  his  medical  de- 
gree from  Case  Western 
Reserve  where  he  also 
took  his  residency.  He 
took  his  internship  at 
Emanuel  Hospital  in 
Portland  and  did  gradu- 
ate work  at  the  Univer- 
sity of  Pennsylvania 
Graduate  School  of 
Medicine.  He  has  served  on  the  faculty  of  the 
University  of  Rochester  School  of  Medicine  in  New 
York  and  for  the  last  twelve  years  on  the  Case 
Western  Reserve  faculty. 

The  forty -five-year-old  pathologist  holds  member- 
ships in  the  American  Society  of  Experimental 


Pathology,  the  American  Association  for  the  Ad- 
vancement of  Science,  the  New  York  Academy  of 
Sciences,  the  International  Academy  of  Pathology, 
the  Reticuloendothelial  Society,  the  Association  of 
Pathologists  and  Becteriologists,  and  Sigma  Xi. 


UOMS  Appoints  Professor  of 
Otolaryngology 


Catherine  A.  Smith,  formerly  Research  Professor 
of  Otolaryngology  at  Washington  University,  St. 
Louis,  is  now  a Professor  of  Otolaryngology  at 

University  of  Oregon 
Medical  School.  She 
received  her  under- 
graduate education  as 
well  as  her  medical 
degree  at  Washington 
University  and,  with 
the  exception  of  a year 
and  a half  in  Sweden, 
has  been  a faculty 
member  there  since 
graduation.  She  is  a 
member  of  the  Society 

CATHERINE  A.  SMITH,  M.D.  ^le  Xi,  the 

American  Association 
for  the  Advancement  of  Science,  the  American 
Association  of  Anatomy,  the  American  Otological 
Society,  the  Society  for  Cell  Biology,  and  others. 
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You  know  the  patient  who  takes 
his  troubles  out  on  his  gut.  He’s 
the  one  who  reacts  to  worry  or 
frustration  with  emotional  symp- 
toms of  nervous  tension  and 
physical  distress  as  spasm, 
irritation  or  hypersecretion  of  the 
GI  tract. 

Belap  is  for  him.  It  is  specifi- 
cally formulated  to  relieve  anxiety 
with  its  gentle  sedative  action, 
while  it  restores  normal  GI 
motility  with  its  antispasmodic- 
anticholinergic  effects.  Belap 
provides  dependable,  effective 
symptomatic  relief  of  smooth 
muscle  spasm,  spastic-tension 
states  such  as  peptic  and  duodenal 
ulcers,  pylorospasm,  nausea  and 
vomiting  of  pregnancy,  motion 
sickness  and  other  conditions 
requiring  smooth  continuous 
antitensive-anticholinergic  action. 


BELAP ® Tablets 

Each  tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

( WARNING:  MAY  8E  HA8IT  FORMING  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage:  One  tablet  three  times  daily. 

BELAP"  Ty-Med®  (Modified  formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

( WARNING  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage:  One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurred  vision,  drj 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  skin 
may  occur  at  higher  dosage  levels. 

Precautions:  Administer  with 
caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contrain- 
dicated in  glaucoma,  advanced 
hepatic  or  renal  disease  or  hyper- 
sensitivity to  any  of  the  ingredients 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

How  supplied:  Available  in 
bottles  of  100  and  1000  tablets. 

® 


BRAND  OF  PHENOBARBITAL  AND  BELLAOONNA  EXTRACT 


HAACK  LABORATORIES.  INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COM  PAN 
SELLERSVILLE,  PENNSYLVANIA  18960 


WASHINGTON 


Washington  State  Medical  Association — 444  n e.  ravenna  blvd.,  Seattle,  Washington  98iis 

president  Robert  P.  Parker,  M.D.,  Spokane 

secretary  ].  Waif  red  Wallen,  M.D.,  Burlington 
executive  secretary  Mr.  R.  F.  Gorman,  Seattle 


1969  WSMA  Convention  Report 


ROBERT  P.  PARKER,  M.D.,  Spokane 
WSMA  President  1969-1970 


RICHARD  C.  GREENLEAF,  M.D.,  Seattle 
WSMA  President-Elect  1969-1970 
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Wrap-Up  — WSMA  Convention  — 1969 


Members  of  House  of  Delegates  study  financial  report  presented  by  Carl  Mudge,  Secretary- 
Treasurer,  at  the  opening  session  Sunday,  September  14. 


Stanley  W.  Tuell,  Tacoma,  opened  House  of  Delegates 
session. 


Mrs.  John  Vaughan,  President,  Auxiliary  to  the  WSMA 
addresses  opening  session  of  House  of  Delegates. 


William  Watts 
is  welcomed  to 
the  club  of  Past 
Presidents  by 
Charles  Muller. 
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Thomas  F.  Sheehy, 
Jr,,  (left)  President- 
Elect,  King  County 
Medical  Society,  and 
Richard  C.  Greenleaf, 
President-Elect  WSMA. 
congratulate  each  other 
on  their  elections. 


Stanley  W.  Tuell,  Tacoma,  Speaker  of  the  House, 
administers  oath  of  office  to  Robert  P.  Parker, 
Spokane  (1969-70,  WSMA  President). 


1969-70  President 
Robert  P.  Parker  (left), 
Spokane,  presents 
commemorative  plaque 
and  gavel  to  1968-69 
President  William  E. 
Watts,  Seattle,  during 
final  session  of  House 
of  Delegates,  Wednes- 
day, September  17. 


Ralph  W.  Stevens,  Walla  Walla,  accepts  the  1969 
WSMA  Community  Service  Award  from  WSMA 
President  William  Watts.  Dr.  Stevens  was  selected 
by  the  Board  of  Trustees  for  his  outstanding  accom- 
plishments in  community  service  over  many  years. 


4 

3 

A 
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A New  Team  Takes  Over 


New  officers  and  members  of  the  Executive  Committee  listen  to  the  Chairman  (Immediate 
Past  President)  William  E.  Watts,  Seattle.  From  left  to  right  are  Dr.  Watts,  Robert  P.  Parker, 
Spokane,  President,  J.  Walfred  Wallen,  Burlington,  Secretary-Treasurer,  Richard  C.  Greenleaf, 
Seattle,  President-Elect  and  Charles  P.  Larson,  Tacoma,  Vice-President. 


WSMA  Delegates  to  the  AMA  discuss  the  coming  year.  From  left  to  right,  Charles  D.  Muller, 
Bremerton;  Robert  B.  Hunter,  Sedro-Woolley;  Peter  T.  Brooks,  Walla  Walla;  Waldo  O.  Mills. 
Seattle. 
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Honored 


Hugh  E.  McGuiness  (left) 
Yakima,  and  Henry  A.  Barner 
(right)  Bremerton  are  shown 
with  President-Elect  Robert  Par- 
ker prior  to  attending  the  Fam- 
ily Banquet  and  Reception 
honoring  them  for  50  years  of 
medical  practice. 

Other  physicians  joining  the 
50-Year  Club  in  1969,  but  unable 
to  attend  the  banquet  were  John 
S.  Arnason,  Seattle,  Millard  T. 
MacAvelia,  Mt.  Vernon  and  Nor- 
wood C.  Riddle,  Darrington. 


Hugh  E.  McGuiness,  Yakima, 
receives  gold  pin  signifying  50 
years  of  medical  practice,  prior 
to  Family  Banquet. 


Edwin  C.  Brockenbrough  (left), 
Seattle,  accepts  Aesculapius 
Award  during  the  President’s 
luncheon  from  Howard  M.  Dale, 
Chairman,  WSMA  Scientific  Ex- 
hibits Committee.  The  award 
winning  exhibit  was  entitled 
“Screening  for  Stroke.” 


4 


l 


I 
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Friendships  Renewed 


And  Time  for  Relaxation  . . 


Dr.  and  Mrs.  F.  M.  Lyle,  Spokane,  congratulate 
Dr.  Robert  P.  Parker  during  New  President’s  Re- 
ception Tuesday  evening,  September  16. 


A warm  greeting  from  Charles  D.  Muller,  1967-68 
WSMA  President,  is  received  by  Robert  P.  Parker, 
1969-70  President. 


o 

Mrs.  John  F.  Vaughan,  Vancouver,  President  of 
Woman’s  Auxiliary  to  WSMA,  receives  best  wishes 
from  Dr.  Robert  H.  Bedrossian  during  New  Presi- 
dent’s Reception.  Mrs.  Robert  Parker  in  background 
talks  to  another  guest. 


1969-70  WSMA  President,  Robert  P.  Parker  (left), 
enjoys  a moment  of  relaxation  in  a busy  convention 
schedule  with  William  E.  Watts,  1968-69  President. 


During  New  President’s  Reception,  James  Lambing, 
Trustee  from  Tacoma,  chats  with  Speaker  of  the 
House  of  Delegates,  Stanley  Tuell  (right)  while  the 
ladies  look  on. 


Guests  at  the  New  President’s  Recetpion  included  from  left:  Mr.  and  Mrs.  Delbert  Wickline, 
Mr.  Henry  Kastner,  Dr.  Harry  K.  Bailey,  Oak  Harbor,  Mrs.  Robert  W.  Simpson  and  Dr.  Simpson. 
Dr.  Simpson  was  chairman  of  the  Scientific  Program  Committee  for  the  1969  Annual  Meeting. 
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A Place  for  Learning 


Shown  in  the  photograph  is  only  a part  of  the 
audio-visual  continuing  medical  education  program 
developed  by  the  Washington/ Alaska  Regional  Medi- 
cal Program,  Education  and  Support  unit.  Staff 
assistants  helped  physicians  with  education  equip- 
ment and  recorded  programs  which  could  be 
viewed  at  their  convenience.  The  continuous  demon- 
strations were  very  well  received  by  the  many 
doctors  in  attendance. 


Robert  A.  Bruce  (right)  Professor  of  Medicine, 
University  Hospital,  Seattle,  conducts  course  on 
Cardiac  Work  Evaluation.  Other  Courses  in  the 
scientific  program  of  the  Annual  Meeting  included 
Belding  H.  Scribner’s  course  on  fluid  balance  and 
Harry  H.  Kretzler,  Jr.  and  Ivar  W.  Birkeland,  Jr. 
presenting  current  concepts  in  prevention,  treat- 
ment and  rehabilitation  of  knee  injuries.  All  were 
well  attended. 


Ophthalmologists  fill  room  to  hear  Robert  C.  Watzke,  Professor  of  Ophthalmology,  University 
of  Iowa  Medical  Center,  discuss  Photocoagulation  of  Macular  Lesions. 
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Scientific  Exhibit  selected  to  receive  Aesculapius 
Award  was  ‘‘Screening  for  Stroke”,  developed  by 
Edwin  C.  Brockenbrough  and  the  Information  and 
Educational  Resource  Support  Unit  of  Washington/ 
Alaska  Regional  Medical  Program. 


“Diagnosis  and  Treatment  of  Cerebral  Palsy” 
was  a scientific  exhibit  sponsored  by  the  late 
Frededic  C.  Moll  and  the  Spastic  Children’s  Clinic 
and  Preschool. 


The  Diagnosis  and  Management  of  Cyanosis  in  Newborn  Infants  was  a well  attended  panel 
discussion.  William  A.  Silverman,  Director  of  Perinatology,  Children’s  Hospital,  San  Francisco, 
is  shown  at  rostrum. 
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Reunion  . . . and  a Job  Well  Done 


WSMA  Past  Presidents  enjoy  a breakfast  together  during  the  Annual  Meeting.  Clockwise 
seated  are  William  E.  Watts,  Homer  W.  Humiston,  Reuben  A.  Benson,  Lucius  D.  Hill,  Charles  D. 
Muller,  George  H.  Anderson,  Vernon  W.  Spickard,  Emmett  L.  Calhoun,  and  I.  C.  Munger.  Stand- 
ing from  left  to  right  are:  Albert  J.  Bowles,  Robert  B.  Hunter.  Frederick  A.  Tucker,  and 
M.  Shelby  Jared. 


Carl  E.  Mudge  (4th  from  left),  Secretary-Treasurer  for  the  past  six  years,  is 
congratulated  for  a job  well  done  upon  retirement  from  office  by  Stanley  Tuell, 
Speaker  of  the  House;  Robert  Parker,  President-Elect;  Robert  Polley,  Assistant 
Secretary-Treasurer;  Charles  Larson,  Vice  President;  and  Charles  Muller,  Past  President. 
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Brief  Report  of  Actions  oj  the  1969  WSMA  House  oj  Delegates 


New  Officers  Elected 

The  House  elected  the  following  physicians  to 
Association  offices: 

Elected  Richard  C.  Greenleaf,  Seattle,  President- 
Elect;  J.  Walfred  Wallen,  Burlington,  Secretary- 
Treasurer;  Charles  D.  Muller,  Bremerton,  AM  A 
Delegate;  Gordon  D.  LaZerte,  Seattle,  Assistant 
Secretary-Treasurer.  Re-elected  Charles  P.  Larson, 
Tacoma,  Vice  President;  Stanley  W.  Tuell,  Tacoma, 
Speaker  of  the  House;  Peter  T.  Brooks,  Walla  Walla, 
AMA  Delegate.  All  become  members  of  the  WSMA 
Board  of  Trustees. 

Newly-elected  to  the  Board  of  Trustees  were: 
Gilman  E.  Sanford,  Spokane;  Robert  B.  Bright, 
Bremerton;  J.  E.  Hazelrigg,  Tacoma;  Charles  A. 
Hammond,  Marysville;  and  Howard  B.  Kellogg,  Jr., 
Seattle,  Chairman,  WSMA  Commission  on  Govern- 
ment Programs. 

Re-elected  to  Board  of  Trustees  were:  Robert  M. 
Bond,  Walla  Walla;  Harold  L.  Tracy,  Moses  Lake; 
Paul  R.  Lauer,  Everett;  H.  Paul  Dygert,  Vancouver; 
William  Blackstone,  Longview;  Donald  H.  Boettner, 
Bellingham;  Louis  S.  Dewey,  Richland;  Warren  J. 
Kraft,  Wenatchee;  James  D.  Lambing,  Tacoma; 
Herbert  C.  Lynch,  Yakima;  Alvin  J.  Thompson, 
Seattle. 

Hold-over  Trustees  are:  Robert  P.  Parker,  Spo- 
kane, President;  William  E.  Watts,  Seattle,  Immedi- 
ate Past  President;  Robert  B.  Hunter,  Sedro  Woolley, 
AMA  Delegate;  Waldo  O.  Mills,  Seattle,  AMA  Dele- 
gate; William  F.  Mead,  Seattle,  Chairman,  Finance 
Committee;  Amos  Bratrude,  Omak;  LaRue  S.  High- 
smith,  Spokane;  W.  Maurice  Lawson,  Seattle. 

Elected  Gilbert  G.  Eade,  Seattle,  AMA  Alternate 
Delegate;  Re-elected  Carl  P.  Schlicke,  Spokane, 
AMA  Alternate  Delegate. 

Hold-over  AMA  Alternate  Delegates  are:  Robert 
A.  Tidwell,  Seattle;  and  Heyes  Peterson,  Vancouver. 

Important  Actions 

1.  Sex  Education.  A resolution  was  passed  by  a 
heavy  majority  voice  vote  on  the  subject  of  sex 
education.  The  principal  emphasis  of  the  resolution 
stresses  the  primary  responsibility  of  the  family  in 
providing  sex  education  for  children.  While  recog- 
nizing the  supportive  role  of  schools,  churches,  and 
other  community  organizations,  a heavy  emphasis  is 
placed  on  community  (including  parents)  involve- 
ment in  designing  and  implementing  a comprehen- 
sive total  health  education  program  in  communities, 
including  the  school  portion,  and  stressing  the 


importance  of  community  and  parent  agreement  on 
curriculum  content. 

Resolution 

WHEREAS,  programs  of  sex  education  in  schools 
have  received  considerable  public  attention;  have 
increased  in  number  and  expanded  in  scope  in  the 
past  few  years,  and 

WHEREAS,  sex  education  is  recognized  as  a re- 
sponsibility of  the  family  with  need  for  reinforce- 
ment and  assistance  of  the  church,  the  school  and 
the  physician,  and 

WHEREAS,  a sound  philosophical  and  educa- 
tional approach  is  vital  to  a sex  education  program, 
and 

WHEREAS,  effective  sex  education  programs 
must  be  taught  by  perceptive  and  qualified  instruc- 
tors who  are  aware  of  the  impact  of  their  own 
values  on  their  students,  now  therefore  be  it 

RESOLVED,  that  the  Washington  State  Medical 
Association  reiterates  its  approval  and  support  of 
the  principle  of  appropriate  and  adequate  sex  edu- 
cation as  a part  of  comprehensive  total  health 
education  programs  in  the  schools  and  communities, 
and  recommends  that  the  counsel  and  support  of 
appropriate  school-community  advisory  groups  be 
sought  so  that  such  programs  will  meet  tne  unique 
needs  of  the  child  in  each  community,  and  be  it 
further 

RESOLVED,  that  interested  and  concerned  mem- 
bers of  this  Association  actively  lend  their  personal 
support  as  citizens,  parents  and  physicians  toward 
these  ends. 

2.  Passing  Automated  Laboratory  Savings  On 
To  Patients— A Resolution  was  passed  regarding  pre- 
ferred methods  for  billing  for  laboratory  services. 
In  essence,  the  resolution  provides  for  the  patients 
receiving  statements  which  show  the  exact  amount 
of  the  charge  paid  or  to  be  paid  by  the  physician 
to  the  laboratory,  plus  the  physician’s  fee  for  the 
professional  services  rendered  by  him  in  connection 
with  laboratory  services.  Identification  of  the  labora- 
tory that  rendered  the  service  and  the  specific  pro- 
cedures would  also  appear  on  the  statement. 

Resolution 

BE  IT  RESOLVED: 

1.  That  it  is  preferable  that  the  laboratory,  not 
the  attending  physician,  bill  and  collect  from  the 
patient  or  third  party  payor  for  laboratory  services. 
Where  circumstances  make  this  impractical  or  where 
increased  costs  to  the  patient  would  result,  the  bill 
submitted  by  the  attending  physician  to  his  patient 
or  third  party  payor  should  state  the  name  of  the 
laboratory  performing  the  services  for  his  patient 
and  the  exact  amount  of  the  charge  paid  or  to  be 
paid  by  the  physician  to  the  laboratory.  Medical 

Continued  on  page  1060 
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THE  BREAKUP  of  a business  partnership,  the  crack-up  ot 
a marriage,  the  shake-up  of  being  fired  or  reduced  to 
bankruptcy. . . after  any  significant  loss  or  severe  blow  to  self 
esteem,  both  anxiety  and  depression  almost  always  follow. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 


For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 

TRIAVIL“2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL"4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL“2-10:  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL^-IO:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with 
depression  in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system 
depression  from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression; 
urinary  retention;  pregnancy;  glaucoma.  Do  not  give  in 
combination  with  MAOI  drugs  because  of  possible 
potentiation  that  may  even  cause  death.  Allow  at  least  2 
weeks  between  therapies.  In  such  patients  therapy  with 
TRIAVIL  should  be  initiated  cautiously,  with  gradual 
increase  in  the  dosage  required  to  obtain  a satisfactory 
response. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may 
require  hospitalization  or  concomitant  electroshock 
therapy.  Untoward  reactions  have  been  reported  after  the 
combined  use  of  antidepressant  agents  having  various 
modes  of  activity.  Accordingly,  consider  possibility  of 
potentiation  in  combined  use  of  antidepressants.  Not 
recommended  for  use  in  children.  Mania  or  hypomania 
may  be  precipitated  in  manic-depressives  (perphenazine 
in  TRIAVIL  seems  to  reduce  likelihood  of  this  effect).  If 
hypotension  develops,  epinephrine  should  not  be 
employed. as  its  action  is  blocked  and  partially  reversed  by 
perphenazine.  Caution  patients  about  errors  of  judgment 
due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use 
caution  in  patients  with  history  of  convulsive  disorders  or 


severe  reactions  to  other  phenothiazines.  Likelihood  of 
untoward  actions  greater  with  high  doses.  Closely 
supervise  with  any  dosage.  Side  effects  may  be  any  of 
those  reported  with  phenothiazine  drugs:  blood  dyscrasias 
(pancytopenia,  thrombocytopenic  purpura,  leukopenia, 
agranulocytosis,  eosinophilia);  liver  damage  (jaundice, 
biliary  stasis);  extrapyramidal  symptoms  (opisthotonos, 
oculogyric  crisis,  hyperreflexia,  dystonia,  akathisia, 
dyskinesia,  parkinsonism)  usually  controlled  by  the 
concomitant  use  of  effective  antiparkinsonian  drugs 
and/or  by  reduction  in  dosage,  but  sometimes  persist 
after  discontinuation  of  the  phenothiazine;  severe  acute 
hypotension  (of  particular  concern  in  patients  with  mitral 
insufficiency  or  pheochromocytoma);  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  up 
to  exfoliative  dermatitis);  other  allergic  reactions  (asthma, 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid 
reactions);  peripheral  edema;  reversed  epinephrine 
effect;  endocrine  disturbances  (lactation,  galactorrhea, 
disturbances  of  menstrual  cycle);  grand  mal  convulsions; 
cerebral  edema;  altered  cerebrospinal  fluid  proteins; 
polyphagia;  paradoxical  excitement;  photophobia;  skin 
pigmentation;  failure  of  ejaculation;  EKG  abnormalities 
(quinidine-like  effect) ; reactivation  of  psychotic  processes; 
catatonic-like  states;  autonomic  reactions  such  as  dryness 
of  the  mouth,  headache,  nausea,  vomiting,  constipation, 
obstipation,  urinary  frequency,  blurred  vision,  nasal 
congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular 
pigmentation;  occasional  lassitude;  muscle  weakness; 
mild  insomnia;  significant  unexplained  rise  in  body 
temperature  may  suggest  intolerance  to  perphenazine,  in 
which  case  discontinue.  Antiemetic  effect  may  obscure 
signs  of  toxicity  due  to  overdosage  of  other  drugs  or  make 
diagnosis  of  other  disorders  such  as  brain  tumors  or 
intestinal  obstruction  difficult.  May  potentiate  central 
nervous  system  depressants  (opiates,  analgesics, 
antihistamines,  barbiturates,  alcohol),  atropine,  heat,  and 
phosphorous  insecticides. 

Amitriptyline:  Careful  observation  of  all  patients 
recommended.  Side  effects  include  drowsiness  (may 
occur  within  the  first  few  days  of  therapy);  dizziness; 
nausea;  excitement;  hypotension;  fainting;  fine  tremor; 
jitteriness;  weakness;  headache;  heartburn;  anorexia; 
increased  perspiration;  incoordination;  allergic-type 
reactions  manifested  by  skin  rash,  swelling  of  face  and 
tongue,  itching;  numbness  and  tingling  of  limbs,  including 
peripheral  neuropathy;  activation  of  latent  schizophrenia 
(however,  the  perphenazine  content  may  prevent  this 
reaction  in  some  cases);  epileptiform  seizures  in  chronic 
schizophrenics;  temporary  confusion,  disturbed 
concentration,  or  transient  visual  hallucinations  on  high 
doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident 
within  3 or  4 days  or  may  take  as  long  as  30  days  to 
develop  adequately,  and  lack  of  response  sometimes 
occurs.  Response  to  medication  will  vary  according  to 
severity  as  well  as  type  of  depression  present.  Elderly 
patients  and  adolescents  can  often  be  managed  on  lower 
dosage  levels. 

For  more  detailed  information  consult  your  Merck  Sharp 
and  Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  A DOHME 

Division  of  Merck  & Co.  Inc.  West  Point  Pa  19486 

where  today's  theory  Is  tomorrow’s  therapy 


Nose  clear  as  a whistle 


(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INEECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY  A-W-DDRINS 
RICHMOND,  VA.  23220  |\ 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  Va  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 


A.  H.  Robins  Company,  /»  II  HODIMC 
Richmond, Va.  23220  /111  l/UDIIND 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (Vi  gr.) , 1 6.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Vi 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  5 00  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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lie  of  the ‘Buti-fuf  people 
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Butiserpazide— the  antihypertensive  with 
the‘buti’  part-lowers  blood  pressure  so  smoothly 
that  patients  are  often  untroubled  by 
the  disease  or  therapy. 


The  “buti”  part  of  Butiserpazide  is  the  addi- 
tion of  the  mildly  sedative  effect  of  Butisol  (buta- 
barbital)  to  classic  thiazide/reserpine  therapy. 

“It  would  appear  that  the  addition  of  an  anx- 
iety-relieving agent  [Butisol]  to  a drug  combi- 
nation utilizing  well-established  compounds  proved 
useful  in  reducing  hypertensive  symptoms  in  over 
half  the  patients 


Furthermore,  clinical  comparisons  have  shown 
that  many  patients  respond  to  Butiserpazide  with 
smooth,  uniform  lowering  of  blood  pressure2. ..  at 
times  below  the  levels  achieved  with  previous  ther- 
apy1’2. ..as  well  as  a lowered  incidence  of  side 
effects. 

Usual  dosage  is  just  1 tablet  once  or  twice  a 
day.  And  you  have  a choice  of  2 strengths: 


Butiserpazide-25  Butiserpazide-50 

® TnU.tr  krooni  ■ Prestabs®*  Tablets  (orange) 


Prestabs®*  Tablets  (green) 
Butisol®  (butabarbital)  30  mg.t; 
hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 


Butisol®  (butabarbital)  30  mg.t; 
hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


t Warning:  May  be  habit  forming.  *15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer;  15  mg.  of 
Butisol  (butabarbital),  in  a specially  coated  core  for  delayed  release,  to  approximately  equalize  duration  of  action  for  all 
components. 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab 
olism;  adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  childbearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide— May  induce  electrolyte  imbalance;  when  used  with  digi- 
talis or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insufficiency, 
cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may  occur.  Dis- 
continue and  institute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and  hypochlore- 
mic alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic  alkalosis, 
is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum  uric  acid 
levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering  insulin 
requirements  in  diabetics.  Reserpine  — Observe  for  signs  or  symptoms  of  peptic 
ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 


mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to 
2 weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg 
cramps,  nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  head- 
ache, dehydration,  skin  rash,  “hangover,”  systemic  disturbances,  diarrhea, 
itching,  vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xan- 
thopsia, purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic 
anemia,  anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycos- 
uria, vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by 
alcohol,  barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion, 
increased  intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias, 
bradycardia,  flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely 
atypical  Parkinsonian  syndrome,  central  nervous  system  sensitization  (mani- 
fested by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness 
of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido. 
Usual  Adult  Dosage:  BUTISERPAZIDE^ -25  or  BUTISERPAZlDE®-50:  1 tablet  daily 
or  b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  insert. 

References:  1.  Coodley,  E.  L .:  Curr.  Ther.  Res.  4 460  (Sept.)  1962.  2.  Johnson, 
H.  J,  Jr  Penn.  Med.  J.  67:35  (May)  1964. 
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societies  are  urged  to  use  all  means  legally  available 
to  them  in  effectuating  the  foregoing. 

2.  The  physician  is  entitled  to  fair  compensation 
for  the  professional  services  he  renders.  He  is  not 
engaged  in  a commercial  enterprise,  however,  and 
any  markup,  commission,  or  profit  on  the  services 
rendered  by  a laboratory  is  exploitation  of  the  pa- 
tient, it  being  understood  that  the  physician  is 
entitled  to  a fee  for  the  professional  services  ren- 
dered by  him  in  connection  with  laboratory  services. 

3.  In  billing  patients  for  laboratory  services  which 
attending  physicians  perform  for  their  own  patients, 
the  bill  should  provide  information  to  show  where 
such  services  were  performed,  as  well  as  an  ade- 
quate description  of  the  services  provided  and  the 
specific  charges  made. 

3.  Eliminate  Mandatory  Monthly  Visits  to  Pa- 
tients in  Nursing  Homes.  A resolution  was  passed 
unanimously  urging  that  laws,  regulations,  and 
customs  requiring  at  least  one  call  a month  on 
patients  receiving  nursing  home  care  be  changed 
to  provide  that  such  patients  be  seen  by  their 
physician  only  as  often  as  their  condition  requires. 

Resolution 

WHEREAS,  the  manual  entitled  “Standards  for 
Accreditation  of  Extended  Care  Facilities,  Nursing 
Care  Facilities  and  Resident  Care  Facilities”  pro- 
duced under  the  direction  of  the  Joint  Commission 
on  Accreditation  of  Hospitals,  states  in  Chapter  12, 
“Professional  Services,  Category  III,”  (Nursing  Care 
Facilities),  “All  patients  receiving  nursing  care  shall 
be  seen  by  a physician  as  often  as  their  condition 
requires,  but  not  less  than  once  a month”  (page  27; 
Section  A;  paragraph  3),  and 

WHEREAS,  many  of  the  individuals  in  Category 
III  are  receiving  domiciliary  care,  are  not  likely  to 
respond  to  active  rehabilatory  programs,  and  are 
under  the  daily  care  and  observation  of  trained 
personnel,  and 

WHEREAS,  a monthly  visit  by  a physician  is 
unlikely  to  detect  evidence  of  disease  not  suspected 
by  the  nursing  staff,  unless  he  performs  a rather 
complete  physical  examination  with  screening  labo- 
ratory procedures,  and 

WHEREAS,  there  is  general  concern  regarding 
the  rising  cost  of  medical  care,  especially  among  the 
aged  and  indigent,  and 

WHEREAS,  routine  monthly  visits,  unlikely  to 
improve  the  humane  care  of  the  aged  individuals, 
further  burdens  physicians  who  are  in  an  unending 
spiral  of  demands  for  an  extension  and  expansion 
of  their  services,  and 

WHEREAS,  there  is  great  emphasis  recently 
upon  relying  more  and  more  upon  ancillary  person- 
nel, now  therefore,  be  it 

RESOLVED,  that  the  Washington  State  Medical 
Association  recommends  a change  in  the  reading 
of  the  aforementioned  Section  to  the  following:  “All 
patients  receiving  nursing  care  shall  be  seen  by 
their  physician  only  as  often  as  their  condition 
requires,”  and  be  it  further 

RESOLVED,  that  the  WSMA  Delegates  to  the 
American  Medical  Association  be  instructed  to  pre- 
sent this  resolution  to  the  AMA  House  of  Delegates 
for  adoption  at  the  next  Session. 

4.  Falsification  of  Medicare  or  Medicaid  Bills. 


A resolution  was  passed  unanimously  condemning 
any  falsification  of  Medicare  or  Medicaid  bills,  or 
any  other  bills,  and  pledging  the  absolute  coopera- 
tion of  the  Washington  State  Medical  Association 
in  the  investigation  of  suspected  falsification  and 
in  the  carrying  out  of  appropriate  disciplinary  action 
as  indicated. 

Resolution 

WHEREAS,  scrupulous  honesty  on  the  part  of 
the  physician  has  always  been  a requisite  for  pro- 
vision of  good  medical  care,  now  therefore  be  it 

RESOLVED,  that  the  Washington  State  Medical 
Association  condemns  any  falsification  of  Medicare 
or  Medicaid  bills,  or  any  other  bills,  and  pledges 
the  absolute  cooperation  of  the  Association  in  the 
investigation  of  suspected  falsification  and  in  the 
carrying  out  of  appropriate  disciplinary  action  as 
indicated. 

5.  Role  of  Medicine.  The  report  of  the  Ad  Hoc 
Committee  on  the  Study  of  the  Role  of  Medicine 
in  Society  was  adopted  with  commendation.  A con- 
tinuing study  was  recommended,  with  particular 
emphasis  to  be  placed  on  a study  of  the  effect  of 
various  methods  of  remuneration  of  physicians  on 
the  delivery  of  medical  care  services.  The  House 
of  Delegates  further  urged  that  the  efforts  of  the 
Ad  Hoc  Committee  be  continued,  expanded  and 
directed  towards  specific  problems  and  their  spe- 
cific solutions,  taking  into  consideration  geographic, 
social,  and  economic  factors;  and  that  all  component 
societies  be  involved  in  these  efforts,  as  well  as 
representatives  of  all  WSMA  committees  concerned 
with  such  problems.0 

6.  Paramedical  Personnel.  The  House  of  Dele- 
gates strongly  supported  a resolution  calling  for 
the  development  and  use  of  auxiliary  health  per- 
sonnel. It  was  further  pointed  out  that  this  can  best 
be  accomplished  with  paramedical  personnel  work- 
ing under  the  direction  and  supervision  of  physicians 
in  settings  compatible  with  community  resources 
and  with  the  individual  skills  of  the  personnel 
available. 

Resolution 

WHEREAS,  the  medical  and  health  needs  of  the 
people  of  the  state  of  Washington  are  incompletely 
met  in  many  communities  as  exemplified  by  the 
standing  unfilled  requests  for  physicians  to  locate 
in  various  towns  throughout  the  state,  and 

WHEREAS,  the  Washington  State  Medical  Asso- 
ciation through  its  Physician  Placement  Service  has 
been  unable  to  locate  physicians  in  many  rural  com- 
munities, and 

WHEREAS,  experience,  such  as  that  involving 
the  use  of  medical  corpsmen  in  the  Armed  Services 
or  specially  trained  nurses  in  Pediatric  Assistant 

Continued  on  page  1062 
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the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . * . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  {\i  gr.)  to  30  mg.  [}/2  gr.)  t.i.d.  or  q.i.d. 
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15  mg.  ()4  gr.),  30  mg.  (y2  gr.). 

( MCNEIL  ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


Continued  from  page  1060 

programs,  has  demonstrated  that  such  well-trained 
auxiliary  personnel  can,  under  the  direction  and 
supervision  of  a physician,  meet  certain  medical  and 
health  needs  of  individuals  previously  served  by 
physcians  alone,  and 

WHEREAS,  such  needs  are  exemplified  by  physi- 
cal assessment,  primary  assistance  in  event  of  illness 
and  injury,  preventive  measures  including  health 
education  and  supervision  of  potentially  hazardous 
activities,  and 

WHEREAS,  the  capacities  of  such  auxiliary  per- 
sonnel vary  on  an  individual  basis  as  do  the  needs 
to  which  their  skills  might  be  applied,  and 

WHEREAS,  the  individual  physician  under 
whose  direction  and  supervision  such  auxiliary  per- 
sonnel might  work  is  in  the  best  position  to  plan 
with  the  community  to  use  them  to  best  advantage 
both  in  medical  facilities  (office  and  hospital)  and 
in  other  facilities  (schools,  labor  camps,  and  others) 
to  extend  medical  and  health  care  of  high  quality, 
and 

WHEREAS,  training  programs  are  in  progress, 
such  as  the  Medex  Program  at  the  University  of 
Washington,  to  make  such  auxiliary  personnel  avail- 
able, now  therefore  be  it 

RESOLVED,  that  the  Washington  State  Medical 
Association,  in  order  to  extend  high  quality  medical 
health  care  to  a larger  proportion  of  the  population, 
support  the  development  and  use  of  auxiliary  health 
personnel.  This  can  best  be  accomplished  with  para- 
medical personnel  working  under  the  direction  and 
supervision  of  physicians  in  settings  compatible  with 
community  resources  and  individual  skills  of  the 
personnel  available. 

7.  Eliminating  Licensing  of  Chiropractors  and 
Drugless  Healers.  The  House  called  for  studies  of 
these  “healing  arts”  for  the  purpose  of  reporting 
to  the  1970  annual  meeting  of  the  WSMA  on  the 
feasibility  of  initiating  legislation  to  discontinue 
licensing  of  these  cultists. 

Resolution 

WHEREAS,  the  citizens  of  the  state  of  Wash- 
ington and  in  particular  the  members  of  the  Legis- 
lature, have  not  been  fully  advised  as  to  the  fact 
that  there  is  no  scientific  basis  for  the  theories  upon 
which  the  practice  of  Chiropractic  is  based,  and 

WHEREAS,  with  the  reciprocal  provisions  in 
RCW  43.74  (Basic  Science  Law)  and  RCW  18.25 
(Chiropractic),  chiropractors  are  now  being  licensed 
to  practice  in  the  state  of  Washington  without 
proper  selection,  and 

WHEREAS,  chiropractic  treatment  is  not  ap- 
proved for  most  federal  health  care  programs,  now 
therefore  be  it 

RESOLVED,  that  the  Washington  State  Medical 
Association  directly  inform  its  members  regarding 
chiropractic  and  urge  them  to  communicate  with 
their  State  Legislators  concerning  this  problem,  and 
be  it  further 

RESOLVED,  that  the  Washington  State  Medical 
Association  Executive  Committee  and  Board  of 
Trustees  study  and  report  to  the  1970  meeting  of 
this  Association  the  feasibility  of  initiating  legis- 
lation to  discontinue  licensing  of  chiropractors  in 


this  state  and  if  such  legislation  is  recommended, 
present  to  the  House  of  Delegates  of  this  Associa- 
tion a draft  of  the  proposed  legislation. 

Resolution 

WHEREAS,  as  shown  by  the  following  quotation 
from  the  law,  RCW  Chapter  18.36  (Drugless  Heal- 
ing) provides  for  the  licensing  of  practitioners  in  a 
variety  of  so-called  healing  arts.  “18.36.010  Defi- 
nitions—Purpose.  The  term  ‘drugless  therapeutics,’ 
as  used  in  RCW  18.36.101  through  18.36.165 
consists  of  hydrotherapy,  dietetics,  electrotherapy, 
radiography,  sanitation,  suggestion,  mechanical  and 
manual  manipulation  for  the  stimulation  of  physio- 
logical and  psychological  action  to  establish  a 
normal  condition  of  mind  and  body,  but  shall  in 
no  way  include  the  giving,  prescribing  or  recom- 
mending of  pharmaceutic  drugs  and  poisons  for 
internal  use,  the  purpose  of  RCW  18.36.101  through 
18.36.165  being  to  confine  practitioners  hereunder 
to  drugless  therapeutics.”,  and 

WHEREAS,  some  chiropractors  are  now  using 
this  law  to  become  licensed  as  Naturopathic  physi- 
cians thereby  increasing  their  scope  of  practice  by 
holding  two  licenses,  now  therefore  be  it 

RESOLVED,  that  the  Washington  State  Medical 
Association  Executive  Committee  and  Board  of 
Trustees  study  and  report  to  the  1970  meeting  of 
this  Association  the  feasibility  of  initiating  legis- 
lation to  discontinue  licensing  under  this  law  and 
if  such  legislation  is  recommended,  present  to  the 
House  of  Delegates  of  this  Association  a draft  of 
the  proposed  legislation. 

8.  Washngt on/ Alaska  Regional  Medical  Program. 
The  House  assured  the  W/ARMP  of  the  WSMA’s 
continued  interest  and  cooperation  in  the  planning 
and  implementation  of  its  programs. 

9.  Comprehensive  Health  Planning.  Progress  in 
various  parts  of  the  state  was  noted  and  physicians 
were  urged  to  participate  in  CHP  in  their  localities 
and  to  serve  as  formal  or  informal  consultants  to 
the  State  Advisory  Council  to  the  Comprehensive 
Health  Planning  Agency. 

10.  Environmental  Pollution.  The  House  of  Dele- 
gates stated  that  the  WSMA  strongly  supports  efforts 
by  the  State  Government,  industry  and  others  to 
correct  environmental  pollution  conditions  and 
strongly  recommends  that  a high  priority  be  given 
to  this  problem.  The  House  further  urged  that 
efforts  should  be  made  through  the  press  and  other 
communications  media  to  present  the  total  environ- 
mental health  problem  to  the  general  public  in 
order  better  to  enlist  their  support  of  proposed 
solutions. 

11.  UCR  Fees.  The  principle  of  remuneration 
of  physicians  according  to  their  usual,  customary 
and  reasonable  fees  was  strongly  re-affirmed  by  the 
following  statement  of  policy  approved  by  the  House 
of  Delegates:  “Medical  Service  Bureaus,  intermedi- 
aries and  other  third  party  payors  are  encouraged 
to  base  their  payments  for  physicians’  services  on 

Continued  on  page  1064 
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tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  10  mg.  phenyltoloxamine , both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 


indications:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

*dosage:  Adults:  1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours. 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 
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each  physician’s  usual,  customary  and  reasonable 
fee.” 

12.  Physicians  for  Rural  Areas.  The  House  of 
Delegates  recommended  that  the  WSMA  thoroughly 
explore  the  following  areas  with  respect  to  rural 
health  care:  a.  Distribution  of  manpower  and  fa- 
cilities; b.  Training  and  orientation  of  physicians  and 
other  health  workers;  c.  Consideration  of  other  types 
of  health  care  delivery  systems;  d.  Definition  of 
reasons  for  the  present  problems  related  to  utiliza- 
tion of  presently  available  health  care  services  to 
the  rural  population. 

13.  S DPA  Payments  for  Medical  Services.  The 
House  of  Delegates  approved  the  following  state- 
ment: “The  House  of  Delegates  of  the  Washington 
State  Medical  Association  urges  Washington  Physi- 
cians Service  and  each  of  the  county  medical  service 
bureaus  to  cooperate  promptly  with  the  State  De- 
partment of  Public  Assistance  and  the  Department 
of  HEW  in  developing  the  information  necessary 
to  update  and  improve  the  SDPA  fee  schedule  for 
medical  services,  and  that  this  statement  be  for- 
warded to  the  medical  service  bureaus  and  the 
Washington  Physicians  Service.” 

14.  Foundation  Commended.  A comprehensive 
informational  report  of  the  activities  of  the  Wash- 
ington State  Medical  Education  and  Research 
Foundation  was  received  by  the  House  of  Delegates 
and  discussed  in  detail  at  reference  committee  hear- 
ings. The  report  described  the  results  obtained  by 
the  Foundation  in  behalf  of  the  medical  profession 
of  the  state  and  was  accepted  with  commendation. 
The  report  set  forth  the  reasons  why  the  Foundation 
will  work  during  the  coming  year  to  obtain  sustain- 
ing funds  from  within  and  outside  the  profession 
through  annual  subscriptions,  bequests,  and  memo- 
rials in  order  to  make  progress  towards  establishing 
a permanent  and  continuing  financial  base  for  the 
Foundation.  The  report  demonstrated  this  is  needed 
in  order  to  fund  more  specific  studies  designed  to 
be  of  specific  benefit  to  individual  practitioners. 
Copies  of  the  12-page  Informational  Report  may  be 
obtained  upon  request  to  the  WSMA  Central  Office. 

15.  Continuing  Medical  Education.  The  report 
of  the  Committee  on  Continuing  Medical  Education 
was  adopted.  It  calls  for  heavy  activity  in  this  vital 
subject  matter  area  during  the  coming  year.  The 
House  of  Delegates  directed  the  Committee  to  de- 
velop for  the  Board  of  Trustees  a WSMA  program 
for  continuing  medical  education  and  an  accom- 
panying budget.  In  the  reference  committee  dis- 
cussion, it  was  pointed  out  that  the  funding  of  a 
comprehensive  program  of  continuing  medical  edu- 
cation may  require  an  earmarked  dues  increase 
above  that  which  probably  will  be  necessary  to 


keep  abreast  of  demonstrable  inflationary  rises  which 
have  affected  the  general  fund  budget. 

16.  AMA  Delegates  Commended.  The  report  of 
the  Delegates  of  the  Washington  State  Medical 
Association  to  the  AMA— Peter  T.  Brooks,  John  R. 
Hogness,  Robert  B.  Hunter  and  Waldo  O.  Mills— 
was  received  with  commendation  by  the  WSMA 
House  of  Delegates.  Particular  interest  and  approval 
was  expressed  by  the  Reference  Committee  with 
respect  to  the  important  role  played  by  the  WSMA 
Delegation  to  the  AMA  at  the  AMA  Annual  Meet- 
ing in  New  York  City  on  July  13-17,  1969,  in  ob- 
taining approval  of  the  AMA  House  of  Delegates 
for  the  assignment  of  “highest  priorities  in  activities 
and  programs”  by  the  AMA  to  the  following:  a.  The 
rising  cost  of  health  care.  b.  The  expansion  of  out- 
of-hospital  health  services,  c.  The  development  of 
community  health  centers,  d.  Experimentation  and 
innovation  on  new  methods  of  delivery  of  health 
services,  e.  Medical  audit,  utilization  and  review 
committees,  f.  Medical  manpower  needs,  g.  Pre- 
ventive medicine,  h.  Family  planning. 

17.  Complete  Financial  Report  Approved  with 
Commendation.  Carl  E.  Mudge,  Jr.  was  given  a 
standing  ovation  by  the  House  of  Delegates  for  both 
the  completeness  of  his  Financial  Report  and  as 
a gesture  of  thanks  for  his  six  years  of  dedicated 
service  as  secretary-treasurer  of  the  association. 
Copies  of  the  complete  Financial  Report  are  avail- 
able to  any  member  upon  request  to  the  WSMA 
Central  Office.  The  Report  explained  the  advanced 
program  budgeting  system  used  by  the  Washington 
State  Medical  Association.  This  system  enables  the 
Finance  Committee,  the  Executive  Committee,  and 
the  Board  of  Trustees  to  evaluate  Association  activi- 
ties and  programs  and  to  determine  priorities. 
Priorities  and  allocation  of  available  funds  are  made 
on  the  basis  of  the  pertinence  of  proposed  programs 
of  activities  to  the  Association’s  goals,  which  are 
summed  up  in  the  following  statement:  “The  mainte- 
nance and  extension  of  high  quality  medical  care 
and  the  improvement  of  the  status  of  individual 
physicians  and  the  medical  profession  as  a whole.” 

The  Financial  Report,  when  combined  with  the 
report  of  the  Foundation  and  an  analysis  of  the  192 
pages  of  reports  of  committees  to  the  House  of 
Delegates,  provide  a complete  “fleshing  out”  of  how 
WSMA  activities  work  towards  accomplishing  this 
broad  statement  of  goals.  As  was  mentioned  earlier, 
copies  of  both  of  these  reports  are  available  to  each 
member  upon  request  to  the  WSMA  Central  Office. 

18.  Constitution  Amended.  The  WSMA  Consti- 
tution was  amended  to  provide  under  certain  condi- 
tions the  opportunity  for  doctors  of  osteopathy  and 
surgery  to  be  eligible  for  application  for  active 
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debilitated  to  preclude  ataxia  or 
oversedation. 
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membership  in  county  medical  societies,  the  Wash- 
ington State  Medical  Association  and  the  AMA. 
Additionally,  full-time  salaried  physicians,  tvho  en- 
gages in  no  private  medical  practice  whatsoever, 
and  who  meet  certain  other  requirements,  may  be- 
come associate  members  of  the  Washington  State 
Medical  Association  at  50  per  cent  of  the  annual 
dues  paid  by  active  members,  provided  that  such 
associate  members  are  also  associate  members  in  a 
component  county  medical  society. 

19.  Results  of  Poll  of  WSMA  Membership  on 
Abortion  Reform.  The  House  of  Delegates  received 
a report  from  the  Executive  Committee  and  Board 
of  Trustees  on  the  results  of  the  membership  poll 
on  abortion  reform.  The  poll  had  been  taken  in 
order  to  provide  Association  officers  with  guidelines 
for  their  use  in  replying  to  future  public  inquiries 
on  this  subject.  The  poll  results  were  as  follows: 

Number 
of  Votes 

A.  I would  not  alter  the  present  law,  which 

provides  that  abortion  is  a criminal 
offense  unless  necessary  to  save  the 
woman’s  life  or  that  of  the  child.  176 

B.  I favor  the  AMA  guidelines,  which  pro- 
vide that  abortion  may  be  performed  in 
certain  instances,  such  as  documented 
threat  to  the  health  or  life  of  the  mother, 
evidence  that  the  child  may  be  born 
with  incapacitating  physical  defect  or 
mental  deficiency,  or  in  case  of  legally 
established  rape  or  incest.  These  guide- 
lines would  specifically  be  written  into 

the  law.  243 

C.  I favor  the  College  of  Ob-Gyn  state- 
ment, which  is  similar  to  the  AMA 
statement  with  the  addition  that  abor- 
tion would  be  permitted  where  con- 
tinuation of  the  pregnancy  may  threaten 
the  life  of  the  woman  or  seriously  impair 
her  health.  In  determining  whether  or 
not  there  are  such  risks  to  health,  ac- 
count may  be  taken  of  the  patient’s  total 
environment,  actual  or  reasonably  fore- 
seeable. The  criteria  in  this  statement 
would  specifically  be  written  into  the 

law.  502 

D.  I favor  the  proposal  presented  at  the 
1969  Washington  State  Legislature  (and 
as  approved  in  principle  by  the  WSMA 
House  of  Delegates  in  1968),  which 
permits  abortion  if  performed  in  a 
hospital  accredited  by  the  Joint  Com- 


mission on  Accreditation  of  Hospitals, 
or  in  facilities  licensed  by  the  State 
Board  of  Health.  No  professional  cri- 
teria would  be  specifically  written  into 
this  law.  This  proposal  then  depends 
on  hospital  and  professional  rules  and 
guidelines,  including  those  of  the  AMA 
and  the  College  of  Ob-Gyn,  on  a hospi- 
tal-by-hospital basis  to  determine  when 
abortion  may  be  performed.  1012 

The  spread  of  the  votes  recorded  above  has  not 
been  changed  by  additional  questionnaires  received 
since  the  time  the  above  tally  was  made  on  Sep- 
tember 9,  1969. 

Additional  Actions 

20.  Approved  the  concept  of  increase  in  license 
fees  to  increase  efficiency  of  the  Board  of  Medical 
Examiners  in  granting  licenses  and  to  provide  ade- 
quate staffing  as  needed  for  both  the  Examining 
Board  and  the  Medical  Disciplinary  Board. 

21.  Urged  that  physicians  be  appointed  to  state 
government  and  private  organization  councils  and 
advisory  councils  in  medical  and  medical-related 
agencies  and  organizations.  Urged  that  physicians 
appointed  to  these  bodies  be  active  members  of 
such  councils  and  that  they  call  upon  the  WSMA 
staff  for  assistance  when  needed. 

22.  Urged  that  liaison  with  medical  students 
continue  and  be  expanded. 

23.  Commended  the  Scientific  Work,  Scientific 
Program  and  Scientific  Exhibits  Committees  on  the 
excellence  of  the  annual  meeting,  its  events  and 
programs. 

24.  Placed  heavy  emphasis  on  continuing  efforts 
by  appropriate  WSMA  committees  in  the  field  of 
emergency  medical  services,  with  particular  empha- 
sis on  emergency  medical  care  procedures  outside 
of  the  hospital  setting.  Heavy  emphasis  was  also 
placed  on  the  desirability  of  cooperative  activities 
with  state  and  federal  government  agencies  and 
other  voluntary  organizations  at  interest. 

25.  Recommended  that  clinics  on  medical  aspects 
of  sports  be  initiated  on  a county  level  in  coopera- 
tion with  respective  county  medical  societies. 

26.  Approved  the  report  of  the  Liaison  Commit- 
tee on  Nursing,  including  the  recommendation  that 
the  Washington  State  Medical  Association  and  the 
Washington  State  Nurses  Association  be  joint  spon- 
sors of  a day-long  statewide  meeting  in  May  of 
1970  on  changing  concepts  and  practices  and 
changing  definitions  of  roles  of  physicians,  nurses 
and  hospitals. 

27.  Received  a report  from  the  Committee  on 
Publication  that  preliminary  investigations  have 
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been  conducted  by  the  California  Medical  Journal 
regarding  publication  sometime  in  the  future  of  a 
Western  Journal  of  Medicine,  to  succeed  those  pub- 
lications now  in  existence.  Further  discussion  and 
investigation  will  be  conducted  by  all  western  state 
medical  associations  during  the  next  year. 

28.  Urged  increased  activity  by  appropriate 
WSMA  committees  in  the  development  of  guide- 
lines and  policies  with  respect  to:  1.  the  increasing 
tendency  for  hospitals  to  play  the  central  role  in 
the  delivery  of  health  care,  and  2.  the  multifaceted 
problems  presented  by  hospital  emergency  rooms, 
particularly  in  respect  to  the  quality  of  health  care 
and  medical  practice. 

29.  Adopted  the  report  of  the  Committee  on 
Medical  Defense  which  included  proposed  legis- 
lation and  regional  meetings  of  physicians  to  im- 
prove the  medical  malpractice  climate  and  urged 
component  societies  to  consider  the  establishment 
of  professional  liability  panels. 

30.  Adopted  with  commendation  a most  compre- 
hensive report  of  the  Committee  on  Public  Laws 
which  reviewed  the  results  of  the  1969  Session  of 
the  State  Legislature  and  which  identified  directions 
to  be  taken  by  the  WSMA  on  key  health  issues 
during  the  coming  year.  These  key  issues  will  be 
the  subject  of  several  communications  to  all  mem- 
bers during  the  coming  months. 

31.  Recommended  that  the  Washington  State 
Medical  Association  encourage  and  assist,  to  the 
extent  practicable,  the  organizing  of  county  meet- 
ings for  all  interested  professionals  and  interested 
citizens  to  discuss  the  purposes  of  the  abused  child 
law  and  the  services  and  procedures  available  for 
its  fullest  possible  implementation. 

32.  Recommended  that  the  Subcommittee  on 
Adoptions  of  the  Committee  on  Maternal  and  Child 
Health  continue  to  work  with  the  Interprofessional 
Committee  on  Adoptions  to  the  extent  deemed 
necessary  and  on  a cost-sharing  basis  to  the  extent 
that  funds  can  be  made  available  by  the  three 
parent  organizations.  This  work  will  continue  to 
have  as  its  objectives  the  reform  of  adoption 
philosophy,  legislation,  practices  and  procedures. 

33.  Approved  the  following  recommendations  of 
the  Committee  on  Infant  Mortality  of  the  Com- 
mittee on  Maternal  and  Child  Health: 

A.  Your  Committee  reaffirms  the  principle  that 
each  hospital  medical  staff  have  an  active  peri- 
natal mortality  committee;  commends  those 
staffs  that  are  active  in  this  regard,  and  urges 
those  who  do  not  have  such  a committee  to 
do  so.  Model  organization  structure  and  pro- 
cedures for  such  committees  are  available  from 
the  WSMA  Central  Office. 

B.  Recommendations 

1.  That  the  WSMA  urge  all  affected  physi- 
cians to  obtain  maximum  continuing  education 


in  respect  to  new  developments  in  care  and 
treatment  of  expectant  mothers  and  newborns 
and  that  special  attention  be  given  to  new  in- 
formation in  the  field  of  genetics  and  that  this 
be  transmitted  to  prospective  parents  at  every 
opportunity. 

2.  That  the  WSMA  encourage  investigative 
work  in  this  field. 

3.  That  the  WSMA  explore  all  possible 
sources  of  funds  which  may  be  available  to 
finance  Association  or  Foundation-sponsored 
studies  on  infant  mortality. 

4.  That  the  WSMA  explore  feasibility  and 
practicability  factors  with  respect  to  the  pro- 
duction of  a brochure  or  other  communication 
containing  reliable  information  on  genetic  fac- 
tors as  they  relate  to  perinatal  mortality  for  use 
by  physicians  in  informing  and  counseling  par- 
ents in  these  matters. 

34.  Recommendations  on  Rubella.  Approved  the 
recommendation  that  the  State  Department  of 
Health  include  rubella  on  its  list  of  reportable 
communicable  diseases;  and  recommended  that  the 
WSMA  bring  together  the  State  Department  of 
Health,  appropriate  medical  specialists  and  general 
practitioners,  and  the  Department  of  Preventive 
Medicine  of  the  Medical  School  to  study  the  pro- 
fessional questions  surrounding  rubella  immuni- 
zation. 

35.  Went  on  record  stating  it  is  not  necessarily 
“within  the  province  of  medical  practice  to  assign 
disability  ratings;  that  physicians  should  be  required 
to  estimate  the  impairment  and  that  disability  be 
determined  and  assigned  by  a rating  board.” 

36.  Referred  a report  on  sensitivity  training  back 
to  the  WSMA  Committee  on  Mental  Health  for 
further  study  and  definition  and  subsequent  report 
back  to  the  Board  of  Trustees  in  six  months.  The 
report  involved  was  received  with  appreciation  but 
discussion  revealed  the  need  for  further  study  and 
definitions.  It  stressed  the  need  “for  caution  in  the 
matter  of  untrained,  inexperienced  and  clinically 
naive  instructors  or  leaders  of  sensitivity  training 
sessions,  but  also  recognized  the  value  of  sensitivity 
training  in  the  appropriate  setting  when  conducted 
by  persons  of  high  personal  integrity,  training,  and 
clinical  acumen.” 

37.  Approved  the  following  recommendations  of 
the  WSMA  Committee  on  Civil  Disaster: 

A.  That  the  Washington  State  Medical  Asso- 
ciation continue  to  accept  responsibility  for 
medical  care  in  civil  disaster  only  if  authority 
is  clearly  delineated  and  if  adequate  outside 
funds  and  personnel  are  made  available  to  the 
Association. 

B.  That  failing  to  receive  the  authority,  funds 
and  personnel  to  cany  out  adequate  medical 
care  under  civil  disaster  conditions,  the  Wash- 

Continued  on  page  1072 
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ington  State  Medical  Association  request  that 
the  Association  be  relieved  of  all  responsibility 
and  revert  to  providing  an  advisory  committee 
to  appropriate  state  and  federal  agencies. 

38.  Adopted  with  commendation  the  excellent 
report  of  the  Committee  on  Industrial  Insurance 
which  has  made  much  progress  in  improving  the 
medical  aid  program  for  injured  workmen. 

39.  Rejected  a resolution  requesting  the  WSMA 
to  sponsor  legislation  to  permit  anyone  who  has 


received  proper  instruction  to  puncture  the  skin 
under  the  direction  and  supervision  of  a physician 
for  the  purpose  of  obtaining  venous  or  arterial  blood 
samples  for  various  chemical  testing  procedures. 
There  was  strong  support  for  the  concept  and  prin- 
ciple involved  but  the  reference  committee,  after 
hearing  much  testimony,  concluded  that  the  reso- 
lution was  too  specific  and  that  any  revision  of 
current  statutes  should  be  broad  enough  to  cover 
many  other  procedures  which  could  be  performed 
by  non-physicians.  The  WSMA  will  continue  to 
work  toward  a broad  permissive  act. 


Ever  ask  yourself  the  above  question?  Many  have— and  many  can  answer  in  the 
affirmative.  The  voice  of  medicine  is  your  voice  plus  the  voices  of  others  who  are 
concerned  and  who  make  an  effort  to  be  heard. 
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Who  speaks  for  the  physician?  Whom  did  AMPAC  support — and  why? 


AMPAC,  State  of  Washington  and  the  WSMA 
Division  on  Government  Affairs  combined  efforts  to 
raise  the  question  to  physicians  attending  the  An- 
nual WSMA  Meeting— “Was  your  voice  heard?”  as 
state  laws  were  enacted  during  the  1969  session 
of  the  Washington  Legislature. 

The  booth,  entitled  “Medicine  and  Public,  Politi- 
cal, and  Government  Affairs”  had  replies  to  such 
questions  as,  “Who  represents  physicians  in  imple- 
mentation of  federal  programs  on  heart  disease- 
cancer— stroke,  comprehensive  health  planning  and 
Medicare?” 

The  list  of  physicians  contributing  time  to  activi- 
ties and  the  various  health  programs  of  the  State 
Departments  of  Health,  Institutions,  Public  Assist- 
ance, Labor  and  Industries,  Civil  Defense,  Motor 
Vehicles,  the  Traffic  Safety  Commission,  Voca- 
tional Rehabilitation,  and  even  to  the  Governor  him- 
self, is  truly  impressive.  Their  voices  were  heard. 
And  your  was  too  when  your  contributions  added 
strength  to  the  voice  of  medicine. 

Also  available  at  the  booth  were  annual  reports 
of  the  WSMA  Commission  on  Government  Programs 
and  the  WSMA  Public  Laws  Committee.  They  sum 
up  the  year’s  activities  of  WSMA  in  public  and 


government  affairs.  Copies  of  bills  affecting  health 
care  enacted  during  the  1969  legislative  session 
were  available,  as  was  the  WSMA’s  1969  legislative 
box  score. 

Photo  2 shows  Charles  C.  Strong,  Vancouver, 
Chairman  of  AMPAC  State  of  Washington,  review- 
ing the  purpose  of  the  PACs  in  representing  physi- 
cians in  the  poiltical  arena.  Major  effort  is  directed 
toward  electing  responsible  individuals  to  state  leg- 
islatures and  the  Congress. 

In  photo  3,  John  McKay,  Seattle,  is  shown  review- 
ing, with  John  Finley,  Seattle,  voting  records  of 
legislators  during  the  1969  Session,  whom  AMPAC 
supported  during  the  1968  elections,  how  much  was 
contributed,  and  why. 

Mr.  Ken  Roberts,  Seattle,  newly  appointed  public 
relations  director  for  Washington  Physicians  Service, 
Mr.  W.  David  Coyner,  Portland,  Assistant  Director 
of  Public  Affairs  for  the  American  Medical  Associ- 
ation, and  Mr.  Harlan  Knudson,  Director  of  WSMA 
Division  of  Government  Affairs,  also  helped  staff 
the  booth  to  answer  questions  and  encourage  physi- 
cians to  take  an  active  part  in  public,  political,  and 
governmental  affairs. 
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lermrnyciil 

(oxytetracycline) 

Fire  victim.  Examination  reveals  second  degree  burn  of  lower 
leg.  To  combat  shock,  restore  circulatory  volume  and  replace 
protein  loss,  plasma  is  administered.  Local  pressure  dressing 
applied.  Limb  elevated  to  limit  the  flow  of  lymph.  About  36 
hours  after  admission  the  patient  develops  an  elevated  tem- 
perature and  complains  of  pain  at  the  site  of  the  lesion. 

Dressing  removed.  A suppurating  slough  area  has  developed 
over  part  of  the  burn.  A swab  specimen  is  taken  for  culture 
and  the  slough  area  is  debrided.  Antibacterial  treatment  is 
begun  with  Terramycin  I.M.  Days  later,  recovery  is  progress- 
ing, and  the  laboratory  report  shows  a mixed  infection  with  a 
predominance  of  susceptible  coliform  bacteria,  confirming  the 
therapeutic  choice.  Terramycin  therapy  is  continued  until  all 
signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers  special 
advantages  in  treating  bacterial  infections  complicating  burns, 
when  strains  of  causative  organisms  are  susceptible.  Broad- 
spectrum  antibacterial  coverage.  Activity  unaffected  by  peni- 
cillinase. Rapidly  achieved  therapeutic  blood  levels.  Proven 
tissue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
spectrum  antibiotic  designed  specifically  for  intramuscular 
use.  Requires  no  refrigeration.  Remains  stable  for  at  least  twc 
years.  Available  for  immediate  use  in  Isoject,®  a disposable 
injection  unit.  In  difficult  as  well  as  routine  cases,  when  tests 
reveal  susceptible  organisms,  consider  Terramycin.  One  of 
the  world’s  most  widely  used  broad-spectrums. 


TermmycinLM. 

(oxytetracycline) 


LABORATORIES  DIVISION 

New  York.  N Y.  10017 


Contraindicated:  In  individuals  hypersensitive  to  any 
of  the  components  of  this  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
tock ( i.e. , gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg./lb./day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/2  cc. 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2 cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/ cc. 

More  detailed  professional  information  available  on  request. 
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Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 


president  John  M.  Ayers,  M.D.,  Moscow 

secretary  J.  Gordon  Daines,  M.D.,  Boise 

executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


Officers  and  Councilors  Meet 

The  fall  meeting  of  the  Officers  and  Councilors 
of  the  Idaho  Medical  Association,  was  held  at  Sun 
Valley,  October  9,  10  and  11,  1969  under  the 
leadership  of  President  John  M.  Ayers,  Moscow. 
Attending  the  session  were  Immediate  Past-Presi- 
dent, O.  D.  Hoffman,  Rexburg;  President-Elect  Wil- 
liam R.  Tregoning,  Boise;  Secretary-Treasurer  J. 
Gordon  Daines,  Boise;  Councilor  E.  R.  W.  Fox, 
Coeur  d’Alene;  Councilor  J.  B.  Marcusen,  Nampa; 
Councilor  George  W.  Warner,  Twin  Falls,  Coun- 
cilor John  E.  Comstock,  Pocatello;  AMA  Delegate- 
Elect  Donald  K.  Worden,  Lewiston;  AMA  Alternate 
Delegate-Elect  A.  Curtis  Jones,  Boise;  Speaker  of 
the  House  of  Delegates  James  R.  Kircher,  Burley, 
and  1970  Program  Chairman  W.  Wray  Wilson, 
Coeur  d’Alene.  AMA  Delegate  Alexander  Barclay 
was  unable  to  attend. 

Elections 

New  officers  of  two  component  medical  societies 
have  been  elected.  They  include: 

Southeastern  Idaho  District  Medical  Society— 
President:  Clark  T.  Parker,  Pocatello;  Vice-Presi- 
dent: Merrill  J.  Sharp,  Pocatello;  Secretary- 

Treasurer:  Edward  E.  Fisher,  Pocatello.  Delegates: 
R.  B.  Gresham,  Merrill  J.  Sharp,  David  C.  Miller, 
Dennis  L.  Wight,  and  Clark  T.  Parker,  all  of 
Pocatello.  Alternate  Delegates:  Edward  E.  Fisher, 
Donald  B.  Roberts  and  Blaine  B.  Jorgensen,  all  of 
Pocatello. 

Ada  County  Medical  Society— President:  Roy  J. 
Ellsworth,  Boise;  President-Elect:  R.  Bruce  Moody, 
Boise;  Secretary:  Robert  B.  Montgomery,  Boise; 
Treasurer;  Clayton  C.  Morgan,  Boise;  Council  Mem- 
ber-at-Large:  Frank  W.  Crowe,  Boise.  Delegates: 


Quentin  L.  Quickstad,  Bernard  P.  Strouth,  Miles 
E.  Thomas,  H.  Theodore  Thoreson,  John  M.  Ocker, 
Jr.,  Walter  W.  Hair,  Leonard  E.  Alkire,  R.  Bruce 
Moody,  David  M.  Barton,  Lawrence  L.  Knight, 
Clayton  C.  Morgan,  G.  E.  Rosenheim,  and  Roy 
J.  Ellsworth,  all  of  Boise.  Alternate  Delegates: 
Loy  T.  Swinehart,  Martha  D.  Jones,  Robert  S. 
McKean,  Paul  F.  Miner,  Robert  S.  Smith,  J.  Wayne 
Tyler,  Robert  D.  Jenkins,  Dale  D.  Cornell,  T.  R. 
Florentz,  H.  M.  Chaloupka,  Roy  L.  Peterson,  E.  F. 
Sestero,  and  Max  F.  Bell,  all  of  Boise. 

Committees 

The  Nurses  Advisory  Committee  met  September 
18  with  representatives  of  the  Idaho  State  Nurses 
Association  to  consider  proposals  for  publication 
and  distribution  of  Joint  Statements  on  dependent 
areas  of  nursing  practice.  Those  who  attended  were 
Chairman  Joseph  W.  Marshall,  Twin  Falls;  Duane 
A.  Daugharty,  Coeur  d’Alene;  and  Ronald  K. 
Lechelt,  Idaho  Falls.  Other  members  of  the  com- 
mittee are  Terrell  O.  Carver,  Boise,  and  John  R. 
Nielsen,  Caldwell. 

The  By-Laws  Committee  of  the  Idaho  Medical 
Association  met  October  18  in  the  association  offices 
in  Boise  to  review  proposed  revisions.  Attending 
were  Judson  B.  Morris,  Boise,  chairman;  Elizabeth 
L.  Munn,  Caldwell,  and  V.  V.  Telford,  Twin  Falls. 

Meetings 

The  First  Annual  Cancer  Symposium  of  the 
Mountain  States  Tumor  Institute  was  held  Friday 
and  Saturday,  October  24-25,  1969,  at  the  Down- 
towner Motel  in  Boise  according  to  M.  M.  Burk- 
holder, Boise,  Director.  Authorities  from  cancer 

continued  on  page  1080 


1076 

Northwest  Medicine,  November,  1969 


PRESIDENT’S  page 


JOHN  M.  AYERS,  M.D. 


The  broad  scale  attack  on  physicians  partici- 
pating in  federal  programs  is  placing  the  nation’s 
health  care  system  in  jeopardy.  The  attack  began 
two  years  ago  with  the  first  widely  publicized  but 
unsubstantiated  charges  that  MDs  were  overcharg- 
ing Medicare  patients. 

The  A.M.A.  has  repeatedly  offered  its  assistant 
to  federal  investigators,  but  the  attack  has  been 
intense  for  the  past  six  months.  In  July,  Dwight  L. 
Wilbur,  then  AMA  president,  charged  that  poli- 
ticians seeking  headlines  were  exploiting  the  wrong- 
doings of  a “minuscule  minority”  of  physicians. 

Commenting  on  an  article  in  the  New  York  Times, 
Gerald  D.  Dorman,  now  president  of  the  AMA,  said 
physicians  are  trying  to  work  with  Medicare  to 
assure  adequate  health  care  for  the  elderly. 

“In  return  for  their  participation,  which  is  essen- 
tial to  the  functioning  of  both  Medicare  and  Medic- 
aid, their  reward  is  unprecedented  public  vilifica- 
tion,” he  said.  He  added:  “Already  badly  over- 
worked, a growing  number  of  doctors  are  asking 
themselves  if  continued  support  of  federal  health 
care  programs  is  worth  it.” 

A list  of  5,000  physicians  who  received  $25,000.00 
or  more  under  the  programs  in  1968  has  been  the 
subject  of  a number  of  articles,  none  of  which  makes 
clear  that  the  amount  of  money  received  is  not  an 
indication  of  overcharging  or  other  wrongdoing. 


The  AMA  asked  the  Senate  Finance  Committee 
for  the  list  of  names  last  July,  but  the  request  was 
denied.  The  Times  reported  that  a Senate  Finance 
Committee  staff  member  said  the  list  contained  “a 
fair  number  of  names  of  delegates  and  alternate 
delegates,  together  with  several  state  medical  so- 
ciety presidents.” 

The  Times  also  reported  that  IRS  is  checking 
the  tax  returns  of  some  of  the  physicians  on  the 
Senate  committee’s  list.  This  of  course,  has  been 
known  and  frequently  reported  since  June.  Dr. 
Dorman  said: 

“Speaking  for  the  AMA,  we  welcome  this  and 
any  other  such  investigation  which  will  substitute 
facts  for  allegations.  If  wrong  has  been  done,  let 
it  be  exposed  and  the  AMA  will  vigorously  support 
such  exposure.  But  let  the  charges  be  suspended 
until  the  evidence  is  in,  lest  those  who  depend  on 
these  government  programs  become  victims  of  an 
ill-conceived  attack  on  this  nation’s  doctors.” 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


INTERNIST— Board  certified  or  eligible,  for  active  275-bed 
GM&S  Hospital;  Medical  Service  133  beds,  7 Internists, 
complete  with  excellent  supporting  staff;  extremely  low 
physician  turnover.  Nondiscrimination  in  employment.  In- 
quiries should  be  sent  to  Director  or  Chief  of  Staff,  Veter- 
ans Administration  Hospital,  2615  Clinton  Ave„  Fresno,  Ca. 
93703,  phone  (209)  227-2941,  Ext.  215. 


INTERNIST— For  a specialist  medical  group  associated  with 
a prepaid  health  plan;  $22,800  if  board  eligible,  $24,000  if 
certified.  Partnership  after  2 years,  if  mutually  satis- 
factory. Progressive  increment,  retirement  and  other 
benefits.  A.  Hurtado,  M.D.,  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  ’round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa„  98331.  Phone  374-6271. 


RADIOLOGIST— Starting  income  $30,000  if  board  certified. 
Yearly  increases  up  to  10  years.  Partnership  offered  two 
years  with  profit  sharing.  In  and  out-patient  services. 
Vacation,  health  and  accident  insurance,  life  insurance 
and  retirement  benefits.  Contact  Henry  H.  Kavitt,  M.D., 
Permanente  Clinic,  5055  N.  Greeley,  Portland,  Ore.,  97217. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible. 
95  man  clinic  of  specialists  associated  with  250-bed  hospital, 
10  man  department.  Starting  income  $22,800  to  $24,000 
per  annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Dept,  of  Ob-Gyn.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


ORTHOPEDIST— The  95  man  physician  Permanente  Clinic 
seeks  an  additional  orthopedist.  Board  certified  or  eligible. 
Parntership  after  2 years  if  mutually  satisfactory.  Pro- 
gressive increments,  retirement  and  other  benefits.  Start- 
ing income  $30,000.  Norman  W.  Frink,  M.D.,  The  Perma- 
nente Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


UROLOGIST— The  95  physician  Permanente  Clinic  seeks  a 
3rd  urologist.  Board  certified  or  eligible.  Partnership  after 
2 years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $30,000. 
Norman  W.  Frink,  M.D.,  The  Permanente  Clinic,  5055  N. 
Greeley,  Portland,  Ore.  97217. 


SEATTLE  AREA  CLINIC— Has  room  for  a GP  or  specialist 
with  GP  experience.  Salary  open  according  to  experience. 
Partnership  may  be  offered  after  one  year.  Write  Box  50-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


GENERAL  PRACTITIONER  URGENTLY  NEEDED— In  Waterville, 
Douglas  County.  An  excellent  family  medical  practice  is 
offered.  This  is  a wonderful  location  for  a physician  with 
wife  and  children  wishing  to  escape  the  rigors  and  prob- 
lems of  the  urban  area.  This  solid,  farming  community  has 
a population  of  2,500  with  a 14-bed  Medicare  approved 
hospital,  and  located  in  the  heart  of  the  Central  Washington 
recreational  area.  Contact  Douglas  County  Memorial 
Hospital,  P.O.  Box  400,  Waterville,  Wa.,  98858.  Phone 
(509)  745-4201. 


GENERAL  PRACTITIONER  WANTED— In  group  practice  near 
Spokane.  Well  equipped  26-bed  hospital  and  new  out- 
patient clinic.  Salary  negotiable  up  to  $24,000.  Please  con- 
tact Mrs.  S.  A.  Markee,  Deer  Park,  Wa.  99006. 


GENERALIST  FOR  NEW  STUDENT  HEALTH  CENTER-Academic 

year  appointment;  regular  hours;  fringe  benefits  and 
vacation  periods.  Fine  recreation.  Hospital  facility  will 
be  completed  early  1970.  Write  to,  Director,  Student 
Health  Service,  Central  Wash.  State  College,  Ellensburg, 
Wa.  98926. 


OPHTHALMOLOGIST  WANTED-Northgate  Medical  Building 
located  in  the  Northgate  Shopping  Center  has  medical 
suite  available  for  an  ophthalmologist.  Free  parking  next 
to  building  for  the  physician,  his  employees,  and  patients. 
Adjoining  freeway  makes  Northgate  just  minutes  away 
from  all  sections  of  the  city.  Contact  Mr.  O’Laughlin, 
EM  2-4777,  Seattle. 


IMMEDIATE  OPPORTUNITY— Bor  2 practitioners  in  Tonopah, 
Nevada;  a thriving  community  on  highway  from  Las 
Vegas  to  Reno.  Community  draws  from  population  of  6,000 
or  more,  mining,  ranching,  tourism.  Near  A.E.C.’s  two 
Nevada  test  sites.  County  physician  and  health  officer 
positions  available.  Write  Chairman,  Mr.  Andrew  Eason, 
Nye  County  Commissioner,  Tonopah,  Nevada  89049. 


SITUATIONS  WANTED 


CARDIOLOGIST-INTERNIST— Military  service  completed  seeks 
position  in  the  Seattle-Tacoma  area.  Training  includes 
CCU,  cardiac  cath.,  pediatric  cardiology  and  research  ex- 
perience in  addition  to  a year  as  chief  resident  in 
medicine.  All  training  has  been  at  a major  New  York  City 
medical  school.  Send  inquiries  to  Box  45-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


GENERAL  PRACTITIONER-Age  31,  2 yr.  residency,  desires 
practice  with  one  or  more  GP’s  in  Western  Washington. 
Ob  desired.  Will  complete  military  July  1970.  Write  Box 
47-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


PATHOLOGIST— Age  36,  both  boards,  completing  military 
service,  Jan.  1970,  desires  hospital  or  group  position  in 
Washington  or  Oregon.  Write  Box  49-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wa.  98121. 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE— Located  at  3601  S.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash 
98104. 
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MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes.  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa„  98121. 


PORTLAND,  OREGON  — 1.200  sq.  ft.,  near  new  Dwyer 
Memorial  Hospital,  9 miles  So.  of  Portland.  Vigorous 
growth  area.  Single  story.  Stone  front.  Landscaping, 
Parking.  Other  well  established  tenants  include  dentist, 
lawyers,  CPA,  insurance.  $250  per  mo.  Phone  1-503- 
659-2506  or  write  Box  68484,  Oak  Grove,  Ore.  97268. 


DOWNTOWN  EDMONDS— Building  of  7.200  sq.  ft.,  available. 
Will  remodel  any  portion  to  suit  or  will  sell  entire  build- 
ing. Possible  medical  clinic  condominium.  Large  parking 
lot.  Write  or  call  Mr.  S.  L.  Saindon,  205-2nd  N.,  Edmonds, 
Wa„  PR  8-3086. 


FOR  SALE—1 Office  building  down-town  Bellevue,  suitable 
for  2 physicians.  $80,000  terms.  First  Metropolitan  Prop- 
erties, Inc.  MA  3-8466  or  AD  2-2707. 


OFFICE  SPACE— °f  1,850  sq.  ft.  available,  ground  level.  New 
medical  duplex,  in  attractive  location  of  S.  Renton  area. 
Close  to  New  Valley  General  Hospital.  PA  5-6263. 


DESIRABLE  OFFICE  SPACE  AVAILABLE— In  multi-specialty 
office  building.  One  suite  650  sq.  ft.;  one  950  sq.  ft., 
suitable  for  ENT,  pediatrician  or  GP.  Excellent  location 
6th  or  8th  floor.  Eugene  Medical  Center,  Eugene,  Ore. 
97401,  phone  345-4412. 


METAL  RECOVERY 


LET  US  PAY  YOU  FOR  YOUR  WASTE— Noble  Metals  will  pick 
up  your  old  x-ray  film  at  28c  per  pound.  If  you  develop 
more  than  600  pounds  of  x-ray  film  per  year,  we  will 
install  a Kodak  Silver  Recovery  Unit  on  your  x-ray 
solution  drain  at  no  cost  to  you,  service  it  at  no  cost 
to  you  and  pay  you  40%  of  the  net  assay  of  the  unit 
when  we  exchange  it.  We  will  exchange  it  at  the  optimum 
time  for  total  recovery  of  silver  from  your  unit.  Write 
Noble  Metals,  Incorporated,  Building  5,  Space  B,  Spokane 
Industrial  Park,  Spokane,  Wa„  99216,  or  call  509-326-2622 
for  quick  attention. 


URGENT 

Wanted— February  and  May,  1969  issues 
Northwest  Medicine, 
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"IS  THERE 
A DOCTOR...?" 


A General  Practitioner  (interested  or  experi- 
enced in  Industrial  Medicine)  is  needed  in 
Colorado's  high  country  to  serve  as  company 
physician  for  Climax  Molybdenum  Co.,  the 
leading  hard  rock  mining  company  in  its 
field. 


This  is  an  unique  opportunity— the  doctor 
selected  may  use  the  company's  completely 
modern  hospital  facility  to  develop  a private 
practice  in  addition  to  caring  for  company 
employees. 

Qualified  doctors  who  appreciate  the  multi- 
ple advantages  of  living  in  a relaxed  moun- 
tain community;  please  send  your  resume  or 
call  (collect): 

(303)  863-5111 
H.  N.  Ashby 

Director  of  Industrial  Relations 


CLIMAX 

MOLYBDENUM  CO. 

Climax,  Colo. 


An  Equal  Opportunity  Employer 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's  — 
1 44  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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continued  from  page  1076 

centers  discussed  breast  cancer,  uterine  cancer  and 
newer  diagnostic  tests  in  radiology. 

The  Idaho  Board  of  Health  will  meet  at  9 a.m., 
November  13  at  the  Holiday  Inn,  Pocatello,  and 
at  9:30  a.m.,  November  14  at  State  Hospital  South, 
Blackfoot.  Among  other  items,  the  Board  will  hear 
recommendations  of  the  Advisory  Council  for  Hos- 
pital Construction  for  allocation  of  1970  Hill-Burton 
funds;  recommendations  of  the  Water  Pollution 
Control  Advisory  Council;  and  the  Board  legislative 
program. 

Special  License  to  Use  Radium 

Idaho  law  now  requires  that  all  physicians,  or 
others,  who  use  radium  in  their  practice  be  spe- 
cifically licensed  for  its  use.  For  assistance,  contact 
Mr.  Mike  Christie,  Director,  Radiological  Health 
Section,  Idaho  Department  of  Health,  Boise,  or  tele- 
phone 344-5811,  Extension  362. 

Mr.  Christie  may  also  be  contacted  by  those 
interested  in  securing  an  isotope  license.  Respon- 
sibility for  handling  licensure  was  released  to  the 
Department  of  Health  by  the  U.S.  Atomic  Energy 
Commission  October  1,  1968. 

The  following  physicians  have  been  elected  to 
membership  in  the  Idaho  Falls  Medical  Society: 
Kermit  V.  Ragain,  John  B.  Sawyer,  and  Clifford  J. 
Simske,  all  of  Idaho  Falls. 

State  Board  of  Medicine  Section 

Temporary  licenses  were  issued  to: 

Leo  J.  Lymp,  Cottonwood.  Graduate,  University 
of  Oregon  Medical  School,  Portland,  June  7,  1940. 
Intership,  Santa  Barbara  General  Hospital,  Santa 
Barbara,  California,  1940-41.  Residency,  Kings 
County  General  Hospital,  Hanford,  California,  1941- 
43.  Granted  TL-436,  September  4,  1969,  general 
practice. 

Sebern  J.  Smith  III,  Buhl.  Graduate,  University 
of  Arkansas  School  of  Medicine,  Little  Rock,  Arkan- 
sas, June  9,  1968.  Internship,  St.  John’s  Hospital, 
Tulsa,  Oklahoma,  1968-69.  Granted  TL-437,  Octo- 
ber 2,  1969,  general  practice. 


continued  from  the  October  issue: 

The  following  physicians  were  granted  perma- 
nent license  on  the  basis  of  endorsement  from  states 
maintaining  standards  comparable  to  Idaho: 

James  T.  Shaw,  Logan,  Utah.  Graduate, 
George  Washington  University  School  of  Medicine, 
Washington,  D.C.,  June  5,  1963.  Internship,  Wil- 
liam Beaumont  General  Hospital,  El  Paso,  1963-64. 


Residency,  Fitzsimmons  General  Army  Hospital, 
Denver,  1964-65.  University  of  Utah  Affiliated  Hos- 
pitals, Salt  Lake  City,  1965-68.  Radiology. 

James  R.  Arthurs,  Sandpoint.  Graduate,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle, 
June  8,  1968.  Internship,  Hennepin  County  General 
Hospital,  Minneapolis,  1968-69.  General  practice. 

Charles  M.  Rushing,  Spokane.  Graduate,  Med- 
ical College  of  Alabama,  Birmingham,  May  28, 
1961.  Internship,  Philadelphia  General  Hospital, 
Philadelphia,  1961-62.  Residency,  Lloyd  Noland 
Hospital,  Fairfield,  Alabama,  1962;  University  of 
Alabama  Medical  Center,  Birmingham,  1962-64; 
Bronx  V.A.  Hospital,  Bronx,  New  York,  1964-66. 
Pathology. 

Richard  T.  Roberge,  Caldwell.  Graduate,  The 
George  Washington  University  School  of  Medicine, 
Washington,  D.C.,  Jnue  6,  1962.  Internship,  Latter- 
Day  Saints  Hosiptal,  1962-63.  Residency,  Latter- 
Day  Saints  Hospital,  Salt  Lake  City,  1965-68. 
Obstetrics  & gynecology. 

Rulon  A.  Simmons,  Idaho  Falls.  Graduate, 
University  of  Utah  College  of  Medicine,  Salt  Lake 
City,  June  7,  1968.  Internship,  Latter-Day  Saints 
Hospital,  Salt  Lake  City,  1968-69.  General  practice. 

Gary  K.  Haddock,  Blackfoot.  Graduate,  Uni- 
versity of  Utah  College  of  Medicine,  Salt  Lake 
City,  June  10,  1966.  Internship,  University  of  Utah 
Affiliated  Hospitals,  Salt  Lake  City,  1966-67.  Gen- 
eral practice. 

Francis  L.  Van  Veen,  Spokane.  Graduate, 
University  of  Oregon  Medical  School,  Portland, 
March  22,  1946.  Internship,  St.  James  Hospital, 
Butte,  1946-47.  Residency,  Sacred  Heart  Hospital, 
Spokane,  1964-66;  1966-68.  Pathology. 

Temporary  licenses  were  issued  in  July  and  Au- 
gust to: 

Catherine  Collidge,  Boise.  Graduate,  Johns 
Hopkins  University  School  of  Medicine,  June  10, 
1958.  Internship,  Vanderbilt  University  Hospital, 
Nashville,  1958-59.  Residency,  Vanderbilt  Univer- 
sity Hospital,  Nashville,  1959-60.  Granted  TL 
No.  426,  July  29,  1969.  Public  health. 

John  Arlen  Jones,  Malad.  Graduate,  Univer- 
sity of  California  School  of  Medicine,  San  Fran- 
cisco, June  13,  -1967.  Internship,  Highland  General 
Hospital,  Oakland,  1967-68.  Residency,  University 
of  Utah  Medical  Center,  Salt  Lake  City,  1969-69. 
Granted  TL  No.  427,  July  31,  1969.  General  prac- 
tice. 

Jude  Newman  Werth,  Boise.  Graduate, 
Creighton  University  School  of  Medicine,  Omaha, 
June  1,  1960.  Internship,  Fitzsimmons  General  Hos- 
pital, Denver,  1960-61.  Residency,  Walter  Reed 
General  Hospital,  1961-64.  Granted  TL  No.  428, 
July  31,  1969.  Dermatology. 
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John  Meade  Johnson,  Nampa.  Graduate,  The 
University  of  Texas  Medical  Branch,  June  14,  1967. 
Internship,  Good  Samaritan  Hospital,  Dayton,  July 
1967-68.  Military  duty,  U.S.P.H.S.  Indian  Hospital, 
Rosebud,  S.D.,  1968-69.  Granted  TL  No.  429,  Au- 
gust 14,  1969.  General  practice. 

Vernon  L.  Goltry,  Boise.  Graduate,  Tulane 
University  School  of  Medicine,  May  29,  1961.  In- 
ternship, State  University  of  Iowa  Hospitals,  1961- 
62.  General  Surgery  Residency,  Veterans  Adminis- 
tration Hospital,  Iowa  City,  1962-64.  Otolaryngol- 
ogy and  Maxillofacial  Surgery  Residency,  State  Uni- 
versity of  Iowa  Hospital,  1964-67.  Granted  TL  No. 

430,  August  11,  1969.  Otolaryngology  and  Maxillo- 
facial surgery. 

Donald  D.  Woodke,  Spokane.  Graduate,  Uni- 
versity of  Minnesota  School  of  Medicine,  June  1961. 
Internship,  Maricopa  County  General  Hospital, 
Phoenix,  1961-62.  Residency,  Mendocino  State  Hos- 
pital, Talmage,  California,  1962-64.  University  of 
California  and  Langley  Porter  Neuropsychiatric  In- 
stitute, San  Francisco,  1964-65.  Granted  TL  No. 

431,  August  14,  1969.  Psychiatry. 

Eddi  J.  Droge,  McCall.  Graduate,  University 


of  Oregon  Medical  School,  Portland,  June  12,  1964. 
Internship,  Maricopa  County  General  Hospital,  Phoe- 
nix, Arizona,  1964-65.  Residency,  Community  Hos- 
pital of  Sonoma  County,  Santa  Rosa,  California, 
1967-69.  Granted  TL  No.  432,  August  19,  1969. 
General  practice. 

Edward  R.  Wheeler,  Weiser.  Graduate,  Uni- 
versity of  Kansas  School  of  Medicine,  Kansas  City, 
June  7,  1965.  Internship,  St.  Francis  Hospital,  Wich- 
ita, Kansas,  1954-55.  Granted  TL  No.  433,  August 

21,  1969.  General  practice. 

Gregory  J.  Kadlec,  Kimberly.  Graduate,  Uni- 
versity of  Nebraska  College  of  Medicine,  Omaha, 
June  2,  1968.  Internship,  St.  John’s  Hospital,  Tulsa, 
Oklahoma,  1968-69.  Granted  TL  No.  434,  August 

22,  1969.  General  practice. 

Douglas  O.  Ernst,  Idaho  Falls.  Graduate, 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  Rochester,  New  York,  June  9,  1961. 
Internship,  Montefiore  Hospital  and  Medical  Center, 
Bronx,  New  York,  1961-62.  General  Psychiatry  Resi- 
dency, University  of  Cincinnati  Hospital  Group,  Cin- 
cinnati, 1962-64;  Child  Psychiatry  Fellow,  1964-66. 
Granted  TL  No.  435,  August  28,  1969.  Psychiatry. 
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The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her.  - 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indication-Oral  contraception. 

Contraindications-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1 968'  2 estimate  there  is  a seven- to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 

Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization  Rates 
( Morbidity ) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 

1.5/  100,000 

3.9/100,000 

47/  100,000 

Non-Users 

0.2/  100,000 

0.5/ 100,000 

5/100,000 

No  comparable  studies 

are  yet  available  in 

the 

f» 


United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  propfosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period 

A small  fraction  of  the  hormone  agents  in  oral  contra 


ceptives  has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions-A  statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
, firmed  nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  ner- 
vousness, dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives:  hepatic 
function:  increased  sulfobromophthalein  and  other 
tests,-  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase 
in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values,-  metyrapone  test; 
pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.j 
Brit.  Med.  J.  2:193-199  (April  27]  1968.  2.  Vessey,  M.  P., 
and  Doll,  R.:  Brit.  Med.  J.  2:199-205  (April  27)  1968. 
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No  Hepatitis  in  Over 
12  Years  of  Use 

Plasmanate 

Plasma  Protein  Fraction 
(Human),  5%,U.S.P 


An  alternative  to  stored  pooled  plasma 


PLASMANATE®’ 
Plasma  Protein  Fraction 
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Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled  j 

Plasma 

'Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 
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Electrolytes 
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Alpha  Globulin  — 7% 
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Albumin  —57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 
Gamma  Globulin— 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4V2% 

Plasmanate  is  available  in  50  ml.  vials  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  sets. 
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symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut., 
but  they  are  often  a clear  indication  for 

Mellaril8 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 

Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 
Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Skin— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other- 
case  described  as  parotid  swelling. 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69-384 
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PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 
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Temmycin 

(oxytetracycline) 


An  infection  of  rapid  onset  requiring 
prompt  attention.  Teenage  girl  with  chills, 
fever,  abdominal  pain,  backache  and 
nausea.  Frequent  and  urgent  urination 
with  burning.  On  examination— tender- 
ness over  kidney.  Blood  count  and 
urinalysis  confirm  the  diagnosis:  acute 
pyelonephritis.  Treatment  is  initiated  with 
Terramycin.  Within  a few  days  of  follow- 
up therapy,  the  patient  is  markedly 
improved.  The  pretreatment  urine 
culture  shows  a strain  of  E.  coli  highly 
susceptible  to  Terramycin. 

Experience  has  shown  that  Terramycin 
offers  special  advantages  in  treating 
urinary  tract  infections  when  strains  of 
causative  bacteria  are  susceptible. 
Broad-spectrum  coverage  unaffected  by 
penicillinase.  Effective  tissue  levels  to  help 
reach  foci  of  infection  in  renal  parenchyma. 
High  urine  levels— excreted  by  kidney 
in  active  form. 


Contraindicated:  In  individuals  hypersensitive  to  oxytetra- 
cycline. 

Warnings:  Reduce  usual  oral  dosage  and  consider  antibiotic 
serum  level  determinations  in  patients  with  impaired  renal 
function. 

Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth.  This  effect  occurs  mostly  during  long-term 
use  of  the  drug,  but  it  has  also  been  observed  in  usual  short- 
treatment  courses. 

During  treatment  with  tetracyclines,  individuals  susceptible 
to  photodynamic  reactions  should  avoid  direct  sunlight;  if 
such  reactions  occur,  discontinue  therapy. 

Note:  With  oxytetracycline,  phototoxicity  is  unknown  and 
photoallergy  very  rare. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial  pressure  in  infants  is 
a possibility.  Symptoms  disappear  upon  discontinuation  of 
therapy. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis, 
proctitis,  vaginitis  and  dermatitis,  as  well  as  reactions  of  an 
allergic  nature,  may  occur  but  are  rare. 

Supply:*  Terramycin  Capsules:  oxytetracycline  HCI,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline, 

125  mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 

*AU  potencies  listed  are  in  terms  of  the  standard, 
oxytetracycline. 

More  detailed  professional  information  available  on  request. 


With  Terramycin,  you  have  the  assur- 
ance that  comes  with  choosing  an  agent 
physicians  have  depended  on  for  over  18 
years.  In  difficult  as  well  as  routine  cases, 
when  tests  reveal  susceptible  organisms, 
consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums. 


pK 


Terramycin  »; 

(oxytetracycline)  ? 


LABORATORIES  DIVISION 

New  York.  N.Y.  10017 


-min i min, 


Butiserpazide -the  antihypertensive  with 
the  ‘buti’  part-lowers  blood  pressure  so  smoothly 
that  patients  are  often  untroubled  by 
the  disease  or  therapy. 


The  “buti”  part  of  Butiserpazide  is  the  addi- 
tion of  the  mildly  sedative  effect  of  Butisol  (buta- 
barbital)  to  classic  thiazide/reserpine  therapy. 

“It  would  appear  that  the  addition  of  an  anx- 
iety-relieving agent  [Butisol]  to  a drug  combi- 
nation utilizing  well-established  compounds  proved 
useful  in  reducing  hypertensive  symptoms  in  over 
half  the  patients 


Furthermore,  clinical  comparisons  have  shown 
that  many  patients  respond  to  Butiserpazide  with 
smooth,  uniform  lowering  of  blood  pressure2. ..  at 
times  below  the  levels  achieved  with  previous  ther- 
apy1’2. ..as  well  as  a lowered  incidence  of  side 
effects. 

Usual  dosage  is  just  1 tablet  once  or  twice  a 
day.  And  you  have  a choice  of  2 strengths: 


Butiserpazide-25  Butiserpazide-50 

■ d.o.i.uo®*  ToKioto  ® Prestabs®*  Tablets  (orange) 


Prestabs®*  Tablets  (green) 
Butisol®  (butabarbital)  30  mg.t; 
hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 


Butisol®  (butabarbital)  30  mg.t; 
hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


^Warning:  May  be  habit  forming.  *15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer;  15  mg.  of 
Butisol  (butabarbital),  in  a specially  coated  core  for  delayed  release,  to  approximately  equalize  duration  of  action  for  all 
components. 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  childbearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide—  May  induce  electrolyte  imbalance;  when  used  with  digi- 
talis or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insufficiency, 
cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may  occur.  Dis- 
continue and  institute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and  hypochlore- 
mic alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic  alkalosis, 
is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum  uric  acid 
levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering  insulin 
requirements  in  diabetics.  Reserpine  — Observe  for  signs  or  symptoms  of  peptic 
ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 


mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to 
2 weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg 
cramps,  nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  head- 
ache, dehydration,  skin  rash,  "hangover,”  systemic  disturbances,  diarrhea, 
itching,  vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xan- 
thopsia, purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic 
anemia,  anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycos- 
uria, vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by 
alcohol,  barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion, 
increased  intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias, 
bradycardia,  flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely 
atypical  Parkinsonian  syndrome,  central  nervous  system  sensitization  (mani- 
fested by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness 
of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido. 
Usual  Adult  Dosage:  BUTlSERPAZIDES-25  or  BUTISERPAZIDE'S-50:  1 tablet  daily 
or  b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  insert. 

References:  1.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460  (Sept.)  1962.  2.  Johnson, 
H.  J.,  Jr.:  Penn.  Med.  J.  67:35  (May)  1964. 
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Appearances  may  be  deceiving 


. 


It  may  be  tetracycline 
but  it’s  not  ACHROMYCIN  V 

Tetracycline  HC1 

unless  it  bears  this  signature. 


250  mg.  and  100  mg.  capsules 


Contraindications:  Hypersensitivity  to  tetracyclines. 
Warning:  In  renal  impairment,  since  liver  toxicity  is  possible, 
lower  doses  are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations.  Photodynamic 
reaction  to  sunlight  may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  exposure; 
discontinue  treatment  if  skin  discomfort  occurs. 
Precautions:  Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and  may 
cause  dental  staining  during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy,  early  childhood). 


Side  Effects:  Gastrointestinal-anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial— bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate.  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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You  know  the  patient  who  takes 
his  troubles  out  on  his  gut.  He’s 
the  one  who  reacts  to  worry  or 
frustration  with  emotional  symp- 
toms of  nervous  tension  and 
physical  distress  as  spasm, 
irritation  or  hypersecretion  of  the 
GI  tract. 

Belap  is  for  him.  It  is  specifi- 
cally formulated  to  relieve  anxiety 
with  its  gentle  sedative  action, 
while  it  restores  normal  GI 
motility  with  its  antispasmodic- 
anticholinergic  effects.  Belap 
provides  dependable,  effective 
symptomatic  relief  of  smooth 
muscle  spasm,  spastic-tension 
states  such  as  peptic  and  duodenal 
ulcers,  pylorospasm,  nausea  and 
vomiting  of  pregnancy,  motion 
sickness  and  other  conditions 
requiring  smooth  continuous 
antitensive-anticholinergic  action. 


BELAP®  Tablets 

Each  tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage:  One  tablet  three  times  daily. 

BELAP' Ty-Med®1  (Modified  formula) 
Each  tablet  contains: 

Amobarbital  50  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage:  One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurred  vision,  dry 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  skin 
may  occur  at  higher  dosage  levels. 

Precautions:  Administer  with 
caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contrain- 
dicated in  glaucoma,  advanced 
hepatic  or  renal  disease  or  hyper- 
sensitivity to  any  of  theingredients., 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

How  supplied:  Available  in 
bottles  of  100  and  1000  tablets.  j 


BRAND  OF  PHENOBARBITAL  AND  BELLADONNA  EXTRACT 

HAACK  LABORATORIES.  INCORPORATED 
DIVISION  OF  LEMMON  PHARMACM  .NY 

SELLERSVILLE,  PENNSYLVANIA  18  > 


There’s  a good  chance  your  patient  needs 
more  than  a non-prescription  analgesic  for  pain  relief. 
Especially  after  self-medication  has  failed. 

Because  continuing,  increased  pain  and  discomfort 
may  in  part  be  a reflection  of  anxiety, 

Equagcsic  is  worthy  of  consideration.  In  a 

single,  non-narcotic  preparation,  it  helps  relieve  pain  . . . 

and  associated  anxiety  and  tension. 


Tablets 

Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established: 
therefore,  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient’s  welfare. 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics— has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and 
coordination.  If  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated).  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported.  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
lightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data,  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombinemic  hemorrhage  [usually  requires 
whole  blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage.  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories 


Philadelphia,  Pa. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


From  an  Angry  Young  Man 

The  following  letter  was  addressed  to  Joseph  L. 
Miller,  Jr.,  Chairman  of  the  Ombudsman  Committee 
of  Oregon  Medical  Association.  It  was  unsigned. 
Ordinally,  we  would  consider  submission  of  an  un- 
signed letter  an  act  of  cowardice  and  would  consign 
the  message,  if  any,  to  the  under-desk  receptacle. 
This  appears  not  to  be  an  ordinary  case.  The  author 
is  obviously  in  the  situation  stated  and  he  is  obvi- 
ously sincere  even  though  he  must  be  judged  lack- 
ing in  courage.  Most  angry  young  men  are  not 
afraid  to  stand  up  for  the  counting  process  and  we 
would  be  first  to  severely  castigate  anyone  inflicting 
“personal  disaster ” on  a young  man  honest  enough 
to  speak  his  troubled  mind.  Answers  to  many  of 
these  questions  are  obvious  to  anyone  who  has  been 
in  practice  for  any  length  of  time.  But  those  who 
complacently  believe  that  there  are  no  questions 
should  read  this  letter  carefully.  And  in  the  reading 
they  should  not  give  way  to  anger— they  should  ask 
another  question— Why  does  this  young  man  have  so 
little  faith  in  the  rest  of  us  that  he  is  afraid  to  sign  his 
name?  Ed. 

Portland,  Oregon 

Dear  Dr.  Miller: 

Thank  you  for  your  recent  invitation  to  physicians 
to  speak  out  to  your  committee  on  matters  involving 
organized  medicine. 

I am  interning  in  a Portland  hospital.  I am  apply- 
ing for  a residency  and  I hope  ultimately  to  practice 
in  this  community  in  the  specialty  I have  selected. 
I and  most  of  the  internes  in  my  group  found  our- 
selves in  basic  agreement  with  the  ideas  expressed 
in  the  recent  article  in  Time  magazine.  The  mere 
mention  of  this  article  infuriated  the  two  staff  men 
in  my  hospital  on  whom  my  residency  appointment 
will  hinge.  If  I had  continued  the  discussion  of  some 
of  the  issues  involved,  I could  have  been  in  serious 
trouble.  I regret  that  I must  therefore  remain  anony- 
mous. I should  add  that  my  dilemma  is  not  unique. 
Other  interns  to  who  I have  spoken  remain 
silent  for  the  same  reason. 

I and  many  of  my  peers  are  thoroughly  disen- 
chanted with  organized  medicine.  We  appreciate  the 


scientific  excellence  of  its  professional  activities,  of 
the  journals  it  publishes,  of  the  scientific  sections, 
etc.  We  deplore  the  poltical  activities  of  the  A.M.A.’s 
policy  making  structure  which  seems  singularly  out 
of  touch  with  the  urgent  social  needs  of  our  times. 
We  feel  that  the  ruling  group  of  the  A.M.A.  has  not 
faced  up  to  the  overwhelming  health  care  needs  of 
the  American  people,  especially  those  in  the  low  in- 
come groups. 

We  are  dismayed  at  the  large  sums  of  money  spent 
by  organized  medicine  to  defeat  what  it  calls  “so- 
cialized medicine,”  instead  of  explaining  to  the 
American  people  its  reasonable  concerns  about  the 
costs  and  quality  of  medical  care. 

Why  did  the  A.M.A.  oppose  low  interest  student 
loans  which  I desperately  needed  to  get  through 
medical  school? 

Why  did  the  A.M.A.  oppose  federal  aid  to  medical 
schools  until  recently,  saying  that  there  was  an  over- 
supply of  doctors  for  the  forseeable  future? 

Why  did  your  society  oppose  Medicare  for  so 
many  years?  (One  of  the  doctors  who  is  on  our  staff 
spoke  to  us  when  I was  a freshman  in  medical  school 
of  the  dangers  of  this  “Communist  plot.”  He  is  now 
complaining  that  the  program  is  not  inclusive 
enough. ) 

Why  does  the  A.M.A.  maintain  its  poorly  disguised 
identity  with  the  Political  Action  Committees?  The 
efforts  to  buy  the  votes  of  members  of  congress  by 
substantial  contributions  to  their  campaign  funds 
and  then  demanding  payoffs  such  as  opposition  to 
the  appointment  of  John  Knowles— such  chicanery 
is  repugnant  to  the  ethical  ideals  of  many  young 
people  in  the  profession. 

I could  list  many  other  activities  of  organized 
medicine  which  frustrate  and  disappoint  the  young 
physician.  Why  has  the  A.M.A  so  consistently  ob- 
structed efforts  to  encourage  group  practice?  Why 
have  you  displayed  such  a knee-jerk  reaction  in  op- 
position to  every  increase  in  Social  Security  benefits? 
(I  have  looked  into  the  history  of  this  item  and  find 
that  A.M.A.  opposition  to  Social  Security  has  been 
consistent  since  its  founding  in  1946.)  Why  has  the 
A.M.A.  opposed  the  development  of  new  experi- 
ments in  comprehensive  health  care.  (Group  Health, 
Kaiser,  etc.)  until  forced  to  desist  by  court  suits? 
Why  does  the  A.M.A.  reflexly  come  to  the  defense 
of  the  large  drug  houses  every  time  they  are  caught 
exploiting  the  public  by  distributing  dangerous  or 
worthless  drugs?  Why  has  organized  medicine  not 
given  support  to  the  urgently  needed  mental  health 
clinics  program?  The  list  of  questions  one  could  ask 
seems  endless.  The  more  I read,  the  more  disen- 
chanted I become. 

When  I have  voiced  some  of  these  concerns  to 
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is  not  a harmless 

privilege  — Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88- 
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. . . it  works 

(usually 
for  10  to  12 
hours*) 


tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 

indications:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

* dosage:  Adults:  1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours. 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years : 1/2  teaspoonful  every  1 2 hours.  Over  5 years : 

1 teaspoonful  every  12  hours. 

side  effects  :-  May  include  mild  constipation,  nausea,  facial 
pruritus,  or  drowsiness.'- 

For  complete  detailed  information,  refer  to  package  insert  or 
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Strasenburgh  Laboratories  Division 
Wallace  &Tieraan  Inc.,  Rochester,  N.  V. 


Inner  Sites... 


In  Cystitis. ..Azo  Gantanol® 
focuses  analgesic-antibacterial 
activity  where  it  counts 


The  mucosa: 
specific  analgesia 
usually  within  30  minutes 


Azo  (phenazopyridine  HCI)  ef- 
fects specific  mucosal  analgesia, 
relieving  the  dysuria,  discomfort 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


ready  diffusion  of 
antibacterial 


Gantanol  (sulfamethoxazole)  is 
readily  diffused  into  interstitial 
fluids  to  provide  efficient  anti- 
bacterial activity  at  foci  of  infec- 
tion. This  distribution,  plus  con- 
tinuous antibacterial  levels  in 
blood  and  urine,  has  afforded 
effectiveness  in  the  majority  of 
infections  in  which  it  has  been 
used. 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 


Gantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  6. /.d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
spectrum  of  Gantanol  includes 
E.  coli  and  a variety  of  other 
susceptible  gram-negative  and 
gram-positive  pathogens  in  uri- 
nary tract  infections. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Urinary  tract  infections  with 
associated  pain  or  discomfort  when  due 
to  susceptible  organisms;  prophylacti- 
cally  in  urologic  surgery,  catheterization 
and  instrumentation. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  newborn  infants  during 
the  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


nephritis,  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  gastro- 
intestinal disturbances. 

Warnings:  Use  only  after  critical  appraisal 
in  patients  with  liver  damage,  renal  dam- 
age, urinary  obstruction  or  blood  dys- 
crasias.  If  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  closely  intermittent 
or  prolonged  therapy,  blood  counts  and 
liver  and  kidney  function  tests  should  be 
performed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  fol- 
lowed closely  since  renal  impairment 


may  cause  excessive  drug  accumulation. 
Occasional  failures  may  occur  due  to 
resistant  microorganisms.  Not  effective 
in  virus  and  rickettsial  infections. 
Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  Stevens- 
Johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  Gantanol 

(Each  tablet  contains  0.5  Cm  sulfamethoxazole 
and  1.00  mg  phenazopyridine  HCI.) 


The  concert  was  just  underway, 

W hen  to  the  conductor's  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
e at  the  most  inopportune  time,  it  takes  a comprehensive  agent  to  treat  the 
diarrheal  syndrome  and  help  get  the  patient  back  on  the  job.  That’s  why 
nany  physicians  rely  on  Donnagel,  especially  during  the  fall  and  winter 
iths  when  “flu”  and  viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin  combination. 
Iso  contains  the  belladonna  alkaloids  to  calm  GI  hypermotility  and  help 
ive  the  distressing  discomforts  which  so  often  accompany  diarrhea.  Certainly 
less  expensive  and  more  convenient  than  taking  two  medications.  And  the 
ige  is  lower  too.  Available  in  the  handy  4-oz.  plastic  bottle  at  pharmacies 
ywhere  on  your  prescription  or  recommendation. 
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ROBINS 


A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220 


Diarrhea  and  its  Discomforts 

OonnageF 

i fluid  ounce  contains:  Kaolin,  6 Gm.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate, 
87  mg.;  Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.; 
ium  benzoate  (preservative),  60  mg.;  Alcohol,  3.8%. 


A A AAh  THERE'S  A ROBITUSSIN  FOR  EVERY  COUGHING  NEED 


All  the  Robitussins  contain  gylceryl 
guaiacolate,  an  outstanding  expec- 
torant agent  that  greatly  increases 
the  output  ot  lower  respiratory  tract 
fluid.  Increased  RTF  volume  exerts  a 
demulcent  effect  on  the  tracheo- 
bronchial mucosa,  promotes  ciliary 
action,  and  makes  thick,  Inspissated 
mucus  less  viscid  and  easierto  raise. 

For  coughs  of  colds  and  "flu” 
ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  - 100.0  mg. 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 
ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . 100.0  mg. 
Dextromethorphan 
hydrobromide  ....  15.0  mg. 

Alcohol,  1.4% 


Use  this  handy  guide  to  pick  the  right  formulation  for  each  coughing  need 


Robitussin 

Robitussin-DM 

Robitussin  A-C 

Robitussin-PE 

Cough  Calmers 

Expectorant 

• 

• 

• 

• 

• 

Demulcent 

• 

• 

• 

• 

• 

Cough  Suppressant 

• 

• 

• 

Antihistamine 

• 

Long-Acting  (6-8  hours) 

• 

• 

Nasal,  Sinus  Decongestant 

• 

Non-narcotic 

• 

• 

• 

• 

A- HDOBINS  A.  H.  Robins  Company,  Richmond.  Va.  23220 


For  unproductive  allergic  coughs 
ROBITUSSIN  A-C® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Pheniramine  maleate  . . 7.5  mg. 

Codeine  phosphate  . . . 10.0  mg., 

(warning:  may  be.  habit  forming) 
Alcohol,  3.5% 

Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Phenylephrine 

hydrochloride 10.0  mg. 

Alcohol,  1 .4% 

Robitussin-DM  in  solid 
form  for  "coughs  on  the  go" 

COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 
Glyceryl  guaiacolate  . . 50.0  mg. 

Dextromethorphan 
hydrobromide  ....  7.5  mg. 
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One  of  the  best  things  you  can  do 
for  the  cold  sufferer 


Ornade 

Trademark 

Each  capsule  contains  8 mg.  of  Teldrin'®  (brand  of  chlorpheniramine  maleate) ; 50  mg.  of 
phenylpropanolamine  hydrochloride;  2.5  mg.  of  isopropamide,  as  the  iodide. 

Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery  disease; 
warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  In  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only  when 
potential  benefits  have  been  weighed  against  possible  hazards 

Note  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I13’  uptake; 
discontinue  Ornade'  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness;  insomnia. 
Other  known  possible  adverse  reactions  of  the  individual  ingredients  : nausea,  vomiting,  diarrhea,  rash, 
dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia,  headache,  incoordination, 
tremor,  difficulty  in  urination  Thrombocytopenia,  leukopenia  and  convulsions  have  been  reported 
Supplied:  Bottles  of  50  capsules 

One  capsule  q12h  for  rountl-the-clock  relief 

SK 

&F  Smith  Kline  & French  Laboratories 
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thoughtful  men  in  the  profession,  I am  told  to  “get 
involved  in  organized  medical  activities,  and  work 
for  changes.” 

I take  a dim  view  of  such  exhortations.  I have 
talked  to  some  of  the  young  men  just  starting  prac- 
tice and  I learn  that  most  of  them  would  not  dare 
to  seriously  challenge  the  older  established  leaders 
of  the  society— they  say  that  any  meaningful  efforts 
on  their  part  to  do  so  could  result  in  serious  reprisals. 

I doubt  very  much  whether  I will  join  the  O.M.A.- 
A.M.A.  unless  some  radical  changes  are  made  in  its 
structure  so  that  the  society  represents  more  fairly  the 
sentiment  of  the  majority  of  its  membership— which 
at  present  does  not  seem  to  be  the  case. 

Your  committee  is  to  be  congratulated  for  taking 
an  initial  step,  on  the  local  level  at  least,  toward 
studying  some  of  these  problems.  Many  of  the  young- 
er physicians  feel  that  any  meaningful  change  of 
direction  is  not  possible  within  the  framework  of 
the  present  hiearchial  structure  of  organized  medi- 
cine which  permits  a minority  of  older,  conservative 
people  to  speak  for  the  profession  as  a whole. 

Again,  I deeply  regret  my  reluctance  to  sign  my 
name.  I understand  that  these  letters  may  be  distri- 
buted to  members  of  your  committee  and  to  other 
members  of  your  society.  In  my  special  case,  identi- 
fication would  be  courting  personal  disaster. 

Pharmacopeia  Celebrates  150th 
Birthday 

Bethesda,  Maryland 

Editor,  NORTHWEST  MEDICINE: 

This  country’s  only  national  organization  repre- 
senting both  the  medical  and  pharmacy  professions, 
The  United  States  Pharmacopeial  Convention,  has 
been  granted  permission  to  use  the  Old  Senate 
Chamber  of  the  Capitol  Building  in  Washington, 
D.C.,  for  a commemorative  ceremony  on  January 
2,  1970. 

In  the  past,  Senate  authorities  have  continually 
refused  requests  by  outside  organizations  to  utilize 
the  Old  Senate  Chamber.  However,  because  of  the 
unusual  historical  background  of  the  Pharmacopeial 
Convention,  use  of  the  Chamber  was  authorized. 

The  Pharmacopeia  was  founded  when  eleven  phy- 
sicians from  throughout  the  country,  some  of  whom 
were  congressmen,  met  in  the  same  Senate  Chamber 
on  January  1,  1820.  The  physicians  who  participated 
in  that  first  meeting,  which  was  later  to  become 
known  as  the  first  Pharmacopeial  Convention,  elect- 
ed Dr.  Lyman  Spalding  as  the  first  Chairman  of  the 
Committee  on  Publication  and  established  the  prin- 
ciples for  the  preparation  of  the  Pharmacopeia,  a 
book  of  standards  for  drugs.  Less  than  a year  later, 


in  December  of  1820,  the  first  United  States  Phar- 
macopeia was  published. 

In  1850,  pharmacists  joined  the  organization. 

Although  no  law  required  it  during  the  first  86 
years,  the  professions  recognized  the  Pharmacopeia 
as  the  official  book  of  drug  standards  in  America. 
Since  enactment  of  the  first  Food  and  Drug  Law 
in  1906,  U.S.P.  standards  have  been  enforced  by 
the  Food  and  Drug  Administration.  The  Pharma- 
copeia represents  a unique  model  of  cooperation 
between  the  government,  industry,  and  the  profes- 
sions. 

The  commemorative  ceremony  will  be  attended 
by  leaders  in  the  professions  and  government. 

WILLIAM  M.  HELLER 

Executive  Director-Designate 

The  Stamp  of  Quality 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

The  letter  from  S.  Spence  Meighan,  M.D.  and  Mr. 
Richard  A.  Burg,  entitled  “Records  Kept  Easily 
(with  stamps)”  in  northwest  medicine,  November 
1969,  offers  a solution  for  grading  educational 
achievement.  One  may  extend  the  concept  further: 
the  physician  could  receive  “cancelled  stamps”  for 
areas  involving  difficulties  such  as  threatened  mal- 
practice suits,  failure  to  report  to  committee  appoint- 
ment, delinquent  records,  etc. 

It  has  not  been  shown  that  the  physician  exposed 
to  newer  information  in  greater  quantity  is  neces- 
sarily the  better  physician  in  delivering  medical 
care.  The  sentence  in  Dr.  Meighan’s  letter  “patients 
would  learn  to  interpret  that  the  possessor  of  a 
certificate  could  provide  high  quality  competent 
medical  care”  might  be  construed  as  false  advertis- 
ing. Instead  of  providing  stamps  as  an  inducement 
for  a physician  to  attend  a course,  I would  place 
emphasis  on  the  quality  of  an  educational  program 
which  attracts  students. 

Sincerely, 

CHARLES  J.  ZERZAN,  JR.,  M.D. 

Automatic  Rho-Gam  Administration 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

The  editorial  on  Rho-Gam  by  Dr.  Robertson  in 
the  October  issue  was  superb  and  timely.  I too  have 
been  concerned  about  the  protection  given  to  our 
obstetrical  patients  who  need  it.  In  reviewing  the 
cases  at  the  Virginia  Mason  Hospital,  to  my  delight, 
those  not  receiving  the  Rho-Gam  (when  indicated) 
have  received  planned  sterilization  procedures.  This 
might,  therefore,  reflect  some  of  the  12  per  cent 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
S.  | nesium  hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
I £ a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 

action  of  simethicone.2 

Dosage.  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
. to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

V References  1.  Danhof,  I.  E.:  Report  on  file.  2.  Hoon,  J R : Arch.  Surg.  93:467  (Sept.)  1966. 
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cases  within  the  city  that  are  not  receiving  Rho-Gam 
and  give  the  Seattle  figure  a better  rating. 

As  you  so  well  pointed  out,  the  legal  implica- 
tions here  are  fuzzy  and  unanswered.  Because  of 
this  and  the  need  to  approach  100  per  cent,  I would 
like  to  propose  the  following  idea.  To  recommend 
to  all  obstetrical  units  that  a standing  order  or  policy 
within  the  department  read  “all  patients  who  would 
benefit  from  Rho-Gam  administration  shall  auto- 
matically receive  Rho-Gam  unless  ordered  otherwise 
by  her  physician.”  Our  government  can  force  us 
to  be  vaccinated  to  prevent  bringing  into  this  coun- 
try disease  contracted  from  others  when  travelling 
abroad.  It  would  seem  to  me  that  this  is  a public 
health  issue  that  falls  in  the  same  category  and 
could  be  supported  legally  on  these  grounds. 

Sincerely, 

RICHARD  M.  SODERSTROM,  M.D. 


You  Can't  Beat  the  IRS 

Seattle,  Washington 

EDITOR,  NORTHWEST  MEDICINE: 

I was  sorry  that  you  were  unable  to  attend  the 
recent  seminar  with  me  on  the  subject  of  Profes- 
sional Service  Corporations.  I was  fortunate  to  have 
gone  and  I returned  with  considerable  material  rela- 
tive to  this  subject  that  you  may  desire  to  review. 

Since  last  talking  with  you,  reference  whether  or 
not  there  are  any  specific  laws  that  preclude  doctors 
from  incorporating,  I have  had  the  opportunity  to 
look  into  this  subject  as  it  relates  to  the  laws  of 
Washington,  Idaho  and  Oregon. 

The  last  time  we  talked  we  discussed  the  ethics 
of  doctors  practicing  medicine  as  a corporation,  and 
you  made  inquiry  whether  or  not  there  existed  any 
laws  so  prohibiting  such  practice.  I have  not  re- 
searched all  of  the  state  laws  on  the  subject,  but 
my  researches  of  the  laws  of  Washington,  Oregon 
and  Idaho  do  not  reveal  any  such  prohibition.  In 
fact  each  of  these  states  has  a Professional  Service 
Corporation  Act.  Both  the  Oregon  and  Washington 
Acts  were  passed  in  1969,  and  the  Idaho  Act  has 
been  in  effect  since  1963.  All  of  these  do  spell  out 
that  the  professional  relationship  of  doctor-patient 
remains  unaffected.  For  example  the  Idaho  statute 
on  this  subject  is  typical  and  states  specifically: 

Idaho  Code  30-1306  Professional  relationship 
unaffected  personal  and  corporate  liability. 
Nothing  contained  in  this  Act  shall  be  inter- 
preted to  abolish,  repeal,  modify,  restrict  or 
limit  the  law  now  in  effect  in  this  state  appli- 
cable to  the  professional  relationship  and  lia- 
bilities between  the  person  furnishing  the  pro- 
fessional services  and  the  person  receiving  such 
professional  service  and  to  the  standards  for 


professional  conduct.  Any  officer,  shareholder, 
agent  or  employee  of  a corporation  organized 
under  this  act  shall  remain  personally  and  fully 
liable  and  accountable  for  any  negligent  or 
wrongful  acts  of  misconduct  committed  by  him, 
or  by  any  person  under  his  direct  supervision 
and  control,  while  rendering  professional  serv- 
ices on  behalf  of  the  corporation  to  the  person 
for  whom  such  professional  services  were  being 
rendered.  The  corporation  shall  be  liable  up  to 
the  full  value  of  its  property  for  any  negligent 
or  wrongful  acts  or  misconduct  committed  by 
any  of  its  officers,  shareholders,  agents  or  em- 
ployees while  they  are  engaged  on  behalf  of 
the  corporation  in  the  rendering  of  professional 
services. 

Your  readers  of  northwest  medicine  might  be 
interested  in  knowing  that  to  date  doctors  in  all 
of  the  three  above  states  have  formed  Professional 
Service  Corporations.  The  American  Medical  Asso- 
ciation, through  its  House  of  Delegates,  in  195'i 
stated  that  it  is  not  unethical  for  members  of  thi 
association  to  organize  in  the  form  of  a Professional 
Association  or  a Professional  Corporation.  The 
House  of  Delegates  stated  that  physicians  were 
free,  “to  join  together  as  partnerships,  associations 
or  other  lawful  groups,  provided  that  the  ownership 
and  management  of  the  affairs  thereof  remain  in 
the  hands  of  licensed  physicians.” 

You  might  ask  why  certain  physicians  have  taken 
the  path  of  incorporating  their  practices  while  others 
have  not.  The  answer  to  that  question  really  turns 
on  the  answer  to  a second  question,  namely,  what 
benefits  are  there  to  be  derived  from  practicing 
medicine  as  a Professional  Service  Corporation 
rather  than  as  an  association  or  partnership.  One 
advantage  that  a physician  has  in  a corporate  prac- 
tice is  that  he  is  an  employee  of  the  corporate  entity 
as  well  as  an  owner.  This  opens  the  door  to  many 
tax  saving  advantages  and  other  benefits  that  do 
not  accrue  to  the  typical  association. 

Perhaps  the  most  important  advantage  is  that  it 
places  the  doctor  who  incorporates  on  a tax  par  with 
executives  of  other  types  of  corporations.  The  many 
tax  sheltering  devices  used  by  such  executives  are 
now  available  to  professionals.  Tax  sheltered  pen- 
sion and  profit  sharing  plans  are  afforded  to  pro- 
fessionals that  offer  greater  benefits  than  Keogh 
Plans  for  partners.  In  addition  to  the  above  bene- 
fits there  are  also  certain  estate  tax  savings  and 
payments  that  can  be  made  by  a doctor’s  corpo- 
ration to  his  survivors  tax  free  up  to  $5,000.  There 
are  other  deferred  compensation  plans,  sick  pay 
plans,  medical  reimbursement  plans  and  group  term 
insurance  which  all  inure  to  the  benefit  of  the 
doctor  who  incorporates. 

There  are  other  business  advantages  of  Profes- 
sional Corporations  which  include  simplified  records 
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Pertofrane  desipramine  hydrochloride 


I depression. 

Contraindications:  Do  not  use  MAO  inhibitors  concomi- 
tantly or  within  2 weeks  of  the  use  of  this  drug.  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur  with  such 
combinations,  potentiation  of  adverse  reactions  can  be  seri- 
ous or  even  fatal. 

When  substituting  Pertofrane  in  patients  receiving  an 
MAO  inhibitor,  allow  an  interval  of  at  least  14  days  Initial 
dosage  in  such  patients  should  be  low  and  increases  should 
be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  following  recent  myocardial 
infarction  and  in  patients  with  a known  hypersensitivity  to 
tricyclic  antidepressants. 

Warning  Activation  of  psychosis  may  occasionally  be 
observed  in  schizophrenic  patients.  Due  to  atropine-like 
effects  and  sympathomimetic  potentiation,  use  only  with  the 
greatest  care  in  patients  with  narrow-angle  glaucoma  or 
urethral  or  ureteral  spasm. 

Do  not  use  in  patients  with  the  following  conditions  unless 
the  need  outweighs  the  risk  severe  coronary  heart  disease 
with  EKG  abnormalities,  progressive  heart  failure,  angina 
pectoris,  paroxysmal  tachycardia  and  active  seizure  disorder 
(may  lower  seizure  threshold). 

Desipramine  and  the  parent  compound,  imipramine.  have 
been  shown  to  block  the  action  of  guanethidme  and  related 
adrenergic  neuron-blocking  agents. 

Hypertensive episodes  have  been  observed during  surgery 
The  concurrent  use  of  other  central  nervous  system  drugs 
or  alcohol  may  potentiate  adverse  effects  Since  many  such 
drugs  may  be  used  during  surgery,  desipramine  should  be 
discontinued  prior  to  elective  procedures 
Caution  patients  on  the  possibility  of  impaired  ability  to 
operate  a motor  vehicle  or  dangerous  machinery. 

Do  not  use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  potential  risk,  and 
do  not  use  in  patients  under  1 2 years  of  age 
Because  of  increased  sensitivity  to  the  drug,  use  lower 
than  normal  dosage  in  adolescent  and  geriatric  patients 
Precautions  Potentially  suicidal  patients  require  careful 
supervision  and  protective  measures  during  therapy.  Dis- 
continuation of  the  drug  may  be  necessary  in  the  presence 
of  increased  agitation  and  anxiety  shifting  to  hypomamc  or 
manic  excitement 

Atropine-like  effects  may  be  more  pronounced  (e  g para- 
lytic ileus)  in  susceptible  patients  and  in  those  receiving  anti- 
cholinergic drugs  (including  antiparkinsonism  agents) 
Prescribe  cautiously  in  hyperthyroid  patients  and  in  those 
receiving  thyroid  medications,  transient  cardiac  arrhythmias 
have  occurred  in  rare  instances. 

Periodic  blood  and  liver  studies  should  supplement  careful 
clinical  observations  in  all  patients  undergoing  extended 
courses  of  therapy 

Adverse  Reactions  The  following  have  been  reported 
Nervous  System  dizziness,  drowsiness,  insomnia,  headache, 
disturbed  visual  accommodation,  tremor,  unsteadiness, 
tinnitus,  paresthesias,  changes  in  EEG  patterns,  epilepti- 
form seizures,  mild  extrapyramidal  activity,  falling  and  neuro- 
muscular incoordination  A confusional  state  (with  such 
symptoms  as  hallucinations  and  disorientation),  particularly 
in  older  patients  and  at  higher  dosage,  may  require  discon- 
tinuation of  the  drug  Gastrointestinal  Tract  anorexia, 
dryness  of  the  mouth,  nausea,  epigastric  distress,  constipa 
tion  and  diarrhea  Skm  skin  rashes  (including  photosensiti- 
zation).  perspiration  and  flushing  sensations.  Liver,  rare 
cases  of  transient  jaundice  (apparently  of  an  obstructive 
nature)  and  liver  damage.  If  jaundice  or  abnormalities  in 
liver  function  tests  occur,  discontinue  the  drug  and  investi- 
gate Blood  Elements  bone-marrow  depression,  agranu- 
locytosis. thrombocytopenia  and  purpura  If  these  occur, 
discontinue  the  drug  Transient  eosinophilia  has  been  ob- 
served Cardiovascular  System  orthostatic  hypotension 
and  tachycardia  Carefully  supervise  patients  requiring  con- 
comitant vasodilating  therapy,  particularly  during  initial 
phases  Genitourinary  System  urinary  frequency  or  reten- 
tion and  impotence.  Endocrine  System  occasional  hor- 
monal effects,  including  gynecomastia,  galactorrhea  and 
breast  enlargement,  and  decreased  libido  and  estrogenic 
effect  Sensitivity:  urticaria  and  rare  instances  of  drug  fever 
and  cross-sensitivity  with  imipramine 
Dosage  All  patients  except  geriatric  and  adolescent 
50  mg  1 1 d (150  mg  daily).  Dosage  may  be  increased  up 
to  200  mg  daily  Geriatric  and  adolescent  patients  should 
usually  be  started  with  lower  dosage  (25  to  50  mg  daily) 
and  may  not  tolerate  higher  doses  Dosage  may  be  increased 
up  to  100  mg.  daily. 

Lower  maintenance  dosages  should  be  continued  for  at 
least  2 months  after  obtaining  a satisfactory  response. 

Mild  anxiety  and  agitation  which  may  accompany  depres- 
sion usually  remit  as  the  depression  responds  Occasionally, 
however,  a sedative  or  tranquilizer  may  be  indicated 
Availability  Maroon  and  pink  capsules  of  50  mg  in  bottles 
of  100.  pink  capsules  of  25  mg  in  bottles  of  100  and  1000 
(BI46-530-G 


For  complete  details,  please  see  the  full  prescribing  mfor- 
mation 


Coming  out 
of  a depression. 


And  it  can  often  begin  to  happen  in  3 to  5 days 
with  an  antidepressant  like  Pertofrane.  There's  a lifting  of 
depressed  mood ...  a restoration  of  psychomotor  activity.  Patients 
usually  begin  to  cope,  work,  maybe  play,  even  enjoy. 

It's  not  all  beautiful.  Sometimes  there  are 
side  effects.  And  not  everybody  can  take  the  drug.  It  may  even  be 
a slow  process.  But  along  with  the  care  and  comfort  you  give 
depressed  patients,  consider  Pertofrane.Then  consider  the  response. 

Please  read  the  prescribing  informationfor 
full  details  on  contraindications,  warnings,  precautions,  adverse 
reactions  and  dosage.  It's  summarized  on  the  left. 

Pertofrane 

desipramine  hydrochloride 
New  50-mg. 

capsules  now  available. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  1 0502 


It's  beautiful! 
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and  bookkeeping  procedures,  the  relative  ease  with 
which  members  can  be  added  or  removed  and  the 
continuity  of  life  of  the  business.  Of  course,  there 
is  limited  liability  for  the  shareholders  for  business 
debts. 

As  recently  as  August  8,  1969,  the  IRS  issued 
TIR-1019  which  announced  that  “it  is  conceding 
that  organizations  of  doctors,  lawyers  and  other 
professional  people  organized  under  Professional 
Association  Acts  will,  generally,  be  treated  as  corpo- 
rations for  tax  purposes.”  Prior  to  that  date  there 
had  been  many  cases  in  various  Federal  District 
Courts  and  Circuit  Courts  of  Appeal  that  left  con- 
siderable doubt  as  to  whether  or  not  such  profes- 
sional corporations  would  be  treated  as  such  for 
tax  purposes.  It  would  seem  that  the  adoption  of 
the  above-referred  to  TIR-1019  resolves  the  con- 
flict of  the  past  to  some  extent. 

As  you  can  see  from  the  above  advantages  it 
would  seem  that  significant  economic  gains  can  be 
had  by  doctors  incorporating.  However,  that  old 
adage  “all  that  glitters  is  not  gold”  may  be  appli- 
cable in  this  case.  On  October  29,  1969,  the  front 
page  of  the  Wall  Street  Journal  carried  the  following 
article  reference  doctors  incorporating. 

DOCTORS  INCORPORATING  run  into  un- 
expected obstacles  in  Washington. 

Most  states  now  allow  doctors  to  form  corpo- 
rations. Doctors  pushing  for  such  tax  status 
relaxed  last  August  when  the  IRS  gave  in  to 
court  rulings  and  said  it  would  no  longer  resist 
such  efforts.  Seen  as  corporate  employes,  doc- 
tors could  enjoy  much  more  liberal  pension  and 
other  benefits  than  as  sole  proprietors. 

But  backers  of  such  moves  were  thrown  into 
a tizzy  this  week.  First  the  Treasury  disclosed 
that  it  is  “concerned  with  this  loophole,”  and  if 
investigations  show  “abuses  are  substantial,”  the 
department  would  request  corrective  legislation 
next  year.  And  then  yesterday,  without  wait- 
ing, the  Senate  Finance  Committee  voted  to 
include  such  restrictive  legislation  in  the  current 
tax  revision  bill. 

Sincerely, 

WILLIAM  L.  MALTMAN 

Hennings,  Maltman  & Weber,  Attorneys 

Suggestions  Wanted 

Seattle,  Washington 

EDITOR,  NORTHWEST  MEDICINE: 

Within  the  near  future  a major  Trauma  Center 
will  be  begun  at  Harborview  Medical  Center.  This 
unit  will  be  a separate  and  distinct  facility  for 
resuscitation  and  care  of  traumatized  patients.  It 
also  will  be  a center  for  training  and  research  in 
the  field  of  trauma. 

It  is  our  intent  that  this  be  a community  facility 
available  to  all  patients  and  utilized  by  physicians 
throughout  the  area.  For  this  reasons,  we  would  like 


to  request  suggestions  from  physicians  in  the  area 
concerning  the  design,  organization,  and  usage  of 
this  facility.  We  also  invite  inquiry  as  to  the  details 
of  our  present  plans  and  the  extent  of  the  program. 

Sincerely, 

ROLAND  FOLSE,  M.D. 

Director,  Trauma  Center 
Harborview  Medical  Center 
325  9th  Ave.,  Seattle  98104 

Capable  Intern 

Seattle,  Washington 

Editor,  northwest  medicine: 

Dr.  Gary  Kissel,  author  of  “Implanted  Pacemakers 
Results  in  Fifty-Nine  Patients”  which  appeared  in 
northwest  medicine  November  1969,  page  1020, 
was  an  intern  at  the  Swedish  Hospital  and  not  a 
member  of  the  resident  staff  when  he  did  this  work. 
I feel  this  is  important  to  point  out  to  you  as  it 
indicates  even  greater  maturity  for  an  intern  to  turn 
out  such  a paper,  than  for  a resident. 

Sincerely  yours, 

J.  C.  MICHEL,  M.D. 

An  intern  is  not  a member  of  the  staff  of  residents 
but  he  is  a member  of  the  resident  staff.  The  foot- 
note was  not  in  error.  We  agree,  however,  that  Dr. 
Kissel  is  to  be  commended.  The  contest  was  open 
to  interns  and  residents  on  the  assumption  that  they 
are  qualified  to  compete  on  equal  basis.  Dr.  Kissel’s 
paper  proves  the  point.  Ed. 

Cigarette  Advertising 

Spokane,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I believe  Northwest  Medicine  should  discontinue 
all  tobacco  and  cigarette  advertising.  I hope  you 
will  give  this  due  consideration. 

Yours  sincerely, 

CHARLES  L.  GATES,  M.D. 

Coitus  During  Pregnancy 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Many  doctors  express  opinions  for  or  against 
coition  during  pregnancy,  but  there  is  an  acknowl- 
edged dearth  of  medical  research  on  this  question. 

I recently  submitted  an  article  to  northwest 
medicine  reporting  a preliminary  study  on  the 
possible  relationship  between  coition  during  preg- 
nancy and  premature  birth  of  the  fetus  and  pointing 
out  the  need  for  such  research.® 

Now  a similar  concern  has  been  voiced  by  Roman 
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Give  your  patients 

rest  from  pain  Empirin  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 
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Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warn- 
ing-May be  habit  forming),  Phenacetin  gr.  2 Vi,  Aspirin 
gr.  3 Vi,  Caffeine  gr.  Vi. 

B.  W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe, N.Y. 
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Rechnitz  Limner.  In  his  book,  Sex  and  the  Unborn 
Child,  he  presents  the  theory  that  intercourse  during 
pregnancy,  particularly  in  the  early  months  of  gesta- 
tion, may  damage  the  fetus  because  of  the  shortage 
of  oxygen  in  the  mother’s  bloodstream  during 
orgasm. 

Though  the  book  is  not  medically  oriented,  it  is 
provocative  enough  that  two  eminent  physicians 
acknowledge,  in  the  book’s  foreword,  the  possi- 
bility of  this  hazard  and  express  the  view  that 
medical  research  on  this  hypothesis  should  be 
started  without  delay. 

It  is  acknowledged  that  causes  of  many  birth 
defects  are  unknown  and  also  that  prematurity 
accounts  for  many  handicaps  in  children.  Therefore 
it  seems  essential  that  any  clue  to  the  cause  or 
prevention  of  such  handicaps  should  receive  com- 
prehensive investigation,  preferably  by  the  medical 
profession. 

Sincerely, 

JOSEPHINE  P.  SANDERS,  Ed.D. 
*The  manuscript  was  returned  to  the  author.  Ed. 

Professional  Judgment  is  Best 

New  Orleans,  Louisiana 

Editor,  NORTHWEST  MEDICINE: 

At  a meeting  of  the  Board  of  Directors  of  the 
Orleans  Parish  Medical  Society  held  Tuesday,  Octo- 
ber 14,  1969,  the  following  resolution  was  adopted: 

WHEREAS  the  Food  and  Drug  Administration 
(hereinafter  referred  to  as  FDA)  has  undertaken  a 
review  of  the  safety  and  effectiveness  of  drugs 
pursuant  to  the  drug  law  amendments  of  1962,  and 

WHEREAS  the  FDA  has  continued  to  rely  almost 
exclusively  on  the  opinions  and  assertions  of  a small 
group  of  academic  and  research  oriented  scientists 
of  the  National  Academy  of  Sciences— National  Re- 
search Council,  virtually  ignoring  the  most  mean- 
ingful source  of  such  information,  the  thousands  of 
practicing  physicians  who  treat  sick  patients,  and 


WHEREAS  the  FDA  has  magnified  and  greatly 
distorted  the  question  of  safety  of  a number  of 
drugs,  often  in  sharp  contrast  to  the  experience  of 
practicing  physicians,  and 

WHEREAS,  the  FDA  has  labeled  as  ineffective 
drugs  which  are  quite  effective  in  the  hands  of 
countless  practicing  physicians,  and 

WHEREAS  the  FDA  is  attempting  to  remove 
drug  combinations  from  the  market  in  a thinly 
disguised  move  toward  compulsory  generic  pre- 
scribing, and 

WHEREAS  the  FDA  has  compelled  drug  firms 
to  rewrite  their  informational  brochures  and  package 
inserts  to  include  FDA  opinions,  and 

WHEREAS  the  rather  specific  FDA  opinions 
as  to  circumstances  for  use  or  non-use  of  a par- 
ticular drug  represent  an  unwarranted  intrusion  into 
the  private  practice  of  medicine,  be  it  therefore 

RESOLVED, 

1.  That  the  Board  of  Directors  of  the  Orleans 
Parish  Medical  Society  hereby  make  known  our 
grave  concern  about  these  actions  of  the  FDA. 

2.  That  all  drug  firms  be  requested  to  indicate  in 
their  informational  literature  any  and  all  language 
which  has  been  inserted  and/or  changed  by  direc- 
tion of  the  FDA. 

3.  That  the  physicians  of  this  Society  be  advised 
that  such  language  as  has  been  inserted  by  FDA 
direction  reflects  the  opinion  of  a few  scientists  and 
should  not  be  allowed  to  replace  the  best  profes- 
sional judgment  of  the  practicing  physician. 

4.  That  this  resolution  be  given  widespread  dis- 
tribution: To  Herbert  Ley,  M.D.,  Director  of  the 
FDA,  to  the  members  of  the  Louisiana  Congressional 
delegation,  to  all  the  State  Medical  Societies,  to  our 
delegates  to  the  American  Medical  Association  and 
to  all  drug  firms  concerned,  in  the  hope  that  the 
FDA  may  be  persuaded  to  resume  a more  prudent 
and  responsible  role  in  the  professions  of  healing. 

Yours  sincerely, 

L.  SIDNEY  CHARBONNET,  JR.,  M.D. 

President,  Orleans  Parish  Medical  Society 


If  medical  scientists  and  practitioners  are  to  develop  an  ethic  to  match  their 
new  powers,  it  will  be  a sophisticated  ethic,  and  it  therefore  must  be  developed  in  some 
jnivacy.  By  privacy  I do  not  mean  secrecy.  It  must  be  a discussion  among  those  who 
are  capable  of  understanding  the  issues  at  stake,  and  this  may  well  include  some  from 
outside  the  profession.  But  it  cannot  immediately  be  translated  into  the  language  of  the 
popular  Press.  It  cannot,  without  risk  of  distortion,  be  equally  understood  by  every 
patient,  the  sophisticated  and  the  simjtle. 

Medical  Journal  of  Australia,  Vol.  2,  No.  15,  Oct.  12,  1968 
J.  D.  McCaughey,  M.A.,  D.D.,  University  of  Melbourne. 
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MONEY  LOST  TO  TAXES 


IS  IRRECOVERABLE  ! ! ! 

WHY  LOSE?  ...  IT  DOESNT  MAKE 
SENSE  ESPECIALLY  WHEN  IT  IS 
COMPLETELY  UNNECESSARY! 

A properly  designed  Pension  or  Profit  Sharing  Plan 
keyed  to  your  situation  can  prevent  such  money  losses, 
whether  you  are  incorporated,  or  self-employed. 

Preferred  Equity  Pensions  a division  of  Great  Republic 
Financial  Corporation  specializes  in  plan  design,  installa- 
tion, qualification  and  administration. 

Only  the  latest  and  most  flexible  provisions  for  form, 
participant  eligibility,  investments,  and  maintaining  plans 
up-to-date,  are  included  in  the  trusts  we  use. 

If  modern  prototype  trusts,  already  approved  by  IRS, 
won't  do  the  job,  we  individually  design  to  your 
situation. 

You  should  act  now.  Contact  us  and  discuss  this 
with  one  of  our  experienced  associates,  at  no  obligation. 

Stop  Losing  . . . Discover  more  dollars  by  inquiring 
now. 


PREFERRED  EQUITY  PENSIONS 

A DIVISION  OF 

GREAT  REPUBLIC  FINANCIAL  CORPORATION 

7410  Delaware  Lane  • P.O.  Box  331  • Vancouver,  Wash.  98660 

Vane.  206/695-3318  Portland  503/285-9106 


I 

a 

12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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EDITORIAL 


New  Series  on  Drugs 


Anew  and  useful  series  begins  in  this  issue. 

It  will  provide  timely  and  reliable  infor- 
mation on  drugs  as  they  are  used  in  practice. 
The  articles  will  be  short,  will  carry  only  essen- 
tial information  and  they  will  be  authentic. 
Introduction  of  this  series  marks  the  end  of  a 
long  search  for  just  this  type  of  material. 

\ number  of  surveys  conducted  by  this  journal 
have  shown  clearly  that  there  is  need  for  more 
information  on  drugs.  The  surveys  have  also 
shown  significant  changes  in  preference  for 
source.  Needs  for  information  are  not  being  met 
fully  by  text  books,  reference  volumes,  detail 
men,  or  by  pharmaceutical  advertising.  There 
has  been  a significant  loss  of  confidence  in  the 
pharmaceutical  industry,  and  in  most  of  the  in- 
formation provided  by  pharmaceutical  manu- 
facturers. At  the  same  time  there  has  been  an 
increase  in  reliance  on  medical  journal  articles 
as  a source  of  information  on  all  medical  sub- 
jects. 

It  has  been  interesting  to  observe  the  effect 
of  government  insistence  on  full  disclosure. 
Rather  than  increase  confidence  of  physicians 
in  the  industry,  the  result  appears  to  have  been 
only  increased  confusion.  Inclusion  of  package 
insert  material  in  advertisements  has  resulted 
largely  in  a waste  of  paper  and  printer’s  ink 
and  a decrease  in  the  impact  of  the  advertising. 
Fine  print  discourages  reading  and  is  usually 
ignored. 

The  detail  man,  once  credited  with  being  the 
best  source  of  information,  is  no  longer  held  in 


such  esteem.  The  change  may  be  due,  in  part, 
to  general  loss  of  confidence  in  the  pharma- 
ceutical industry  resulting  from  numerous  con- 
gressional investigations  and  the  harassment 
conducted  by  the  Food  and  Drug  Administra- 
tion. The  many  dear  doctor  letters  demanded 
by  FDA  have  done  their  part  in  undermining 
confidence.  The  new  attitude  may  also  be  due 
in  part  to  increasing  sophistication  of  physicians 
and  their  tendency  to  increase  the  demands  they 
place  on  themselves  for  advancing  the  quality 
of  medical  care. 

The  new  series  will,  of  course,  be  clinically 
oriented.  The  articles  will  be  short,  practical, 
and  easy  to  read.  They  will  be  printed  with 
a broken  line  on  the  gutter  side  of  the  page 
to  facilitate  removal  from  the  issue,  and  will 
include  marks  for  punching  to  fit  a standard, 
three-ring  binder.  They  should  be  saved  for 
reference. 

The  first  article,  in  this  issue,  carries  only  basic 
information  and  may  be  considered  elementary. 
But  the  principles  are  so  important  that  they 
need  the  emphasis  of  repetition.  This  article 
should  start  the  file,  as  it  should  be  reviewed 
from  time  to  time. 

Usefulness  of  this  series  will  be  enhanced  a 
great  deal  by  response  of  the  authors  to  ques- 
tions and  suggestions.  They  will  prepare  articles 
on  subjects  of  special  interest  and  they  expect 
to  build  their  publication  program  according  to 
the  expressed  desires  of  readers.  Please  write. 

H.L.H. 


The  Dying  Patient 


No  physician  wishes  to  specialize  in  care  of 
the  dying  patient,  yet  few  escape  responsi- 
bility for  such  care.  For  most  it  is  difficult  to 
offer  the  kind  of  care  that  can  ease  the  patient’s 
anxieties  and  bring  understanding  to  surviving 
relatives.  But  the  hours  of  approaching  death 
may  be  the  hours  of  the  patient’s  greatest  need. 


It  is  then  that  the  obligation  of  the  physician, 
recognized  for  more  than  four  hundred  years, 
becomes  most  significant— “To  cure  sometimes, 
to  relieve  often,  to  comfort  always.” 

Tourney,  in  this  issue,  gives  a psychiatrist’s 
view  of  the  confusing  and  frequently  irrational 
reactions  to  death,  on  the  part  of  the  physician 
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as  well  as  the  patient.  The  picture  he  presents 
is  a remarkable  panorama  of  reactions  to  a situa- 
tion from  which  there  is  no  escape  and  which 
has  no  counterpart  in  living  experience.  Com- 
mendably,  he  does  not  try  to  simplify  a problem 
that  has  as  many  facets  as  humans  have  indi- 
vidual characteristics.  The  fact  that  he  has 
chosen  to  present  the  subject  largely  by  citing 
alternates,  emphasizes  the  imperative  need  to 
consider  the  individuality  of  the  individual.  It 
is  never  more  important  than  when  the  patient 
is  dying.  Reactions  of  the  patient,  his  family, 
and  those  of  the  physician,  are  as  variable  as 
the  ingredients  of  personality.  Wisdom  dictates 
individualization  of  management. 

Probably  the  major  reason  for  confusion  in 
thinking  about  death  is  the  fact  that  it  is  utterly 
impossible  for  a living  organism  to  understand 
the  condition  of  not  living.  It  is  this  inability 
that  permits  the  multitude  of  thoughts  associated 


with  the  unknown  and  unknowable.  To  the 
living,  a new  experience,  or  an  anticipated  ex- 
perience, is  evaluated  by  comparing  with  previ- 
ous experience.  This  cannot  be  done  with  death, 
hence  the  gamut  of  reactions  running  from  fear 
to  fantasy. 

In  his  concluding  paragraphs,  Tourney  gives 
clues  to  needs  of  the  dying  patient.  He  speaks 
of  isolation  of  the  patient  and  then  of  the  loneli- 
ness of  death.  These  can  be  bitter  elements  in 
the  last  hours  of  the  patient  who  is  still  aware. 
But  they  need  not  be.  These  are  the  hours  when 
the  physician’s  own  fears,  resentments,  and  frus- 
trations, may  cause  him  to  turn  away.  But  they 
are  the  hours  when  the  patient  needs  the  under- 
standing and  the  strength  of  the  physician  who 
sincerely  cares  for  him.  It  is  then  that  the 
physician  has  the  opportunity  to  offer  the  most 
helpful  of  all  gifts— himself. 

H.L.H. 


Opinions 

Most  highly  regarded  article  in  the  October  issue  was  the  paper  read 
at  the  John  Tomlin  Memorial  Lectures  by  Garfield  Tourney,  of  Iowa  City, 
Iowa.  Returns  on  the  survey  were  as  follows: 

Tourney,  Emotional  Reactions  to  Chronic  Disease  with 
Emphasis  on  Patients  Suffering  from  Cancer 

Percent 

37 

Griffith,  Application  of  Recent 
Research  on  Selective  Vagotomy 

27 

Mason  and  Mason,  A Bizarre  Intracranial  Calcification 

17 

Pidgeon,  Discrimination  in  the  General  Hospital 

14 

Conte,  Social  Psychiatry— Ten  Years  Later 

5 

Although  not  listed  on  the  survey  card,  the  editorial,  No  Excuse  for  Rli 
Failure,  received  a number  of  write-in  commendations. 

Poll  on  present  size  of  the  scientific  section  was: 

Percent 

About  right 

78 

Too  small 

18 

Too  large 

4 
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The  many 
forms 
of  llosone® 

Erythromycin  Estolate 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


wnen  mixed  as 
directed,  each  cc. 
will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Current  Status  of  Radioactive  Iodine  Therapy 
For  Hyperthyroidism 

JOHN  W.  ORMSBY,  M.D.,  Seattle,  Washington 

During  the  twenty-eight  years  that  have  elapsed  since  the  first  cautious 
trials,  radioactive  iodine  has  been  used  to  treat  hyperthyroidism  in  nearly  a 
quarter  million  patients.  Many  of  the  early  doubts  and  fears  have  been  erased 
by  consistently  favorable  response  and  there  have  been  few  complications.  It  is 
recommended  for  treatment  of  recurrent  hyperthyroidism  after  surgery,  even  in 
children.  It  should  not  be  given  to  pregnant  women  and  its  use  as  primary 
treatment  in  children  is  not  yet  established.  Post-treatment  development  of 
hypothyroidism  is  similar  to  that  following  surgery  and  the  rate  is  similarly 
cumulative.  Post-treatment  hypoparathyroidism  may  occur  but  the  incidence 
rate  has  not  been  established. 


Radioactive  iodine  has  been 
used  successfully  in  treat- 
ment of  hyperthyroidism  since 
1941. 12  That  there  is  not  com- 
plete understanding  and  critical 
appraisal  of  this  valuable  thera- 
peutic adjunct  is  evidenced  by 
a recent  editorial  in  the  JAMA, 
which  was  sufficiently  shallow 
and  inaccurate  as  to  elicit  a 
plethora  of  rebuttals  by  distin- 
guished thyroid  physiologists : 

. . regrettable  lack  of  objec- 
tivity” Rose,  . . uncritical  ap- 
proach to  an  important  prob- 
lem” Silver,  . . one-sided  view- 
point” Solomon,  “...editorial 
distorts  and  exaggerates”  Stan- 
bury.3  Insomuch  as  current  esti- 
mates suggest  that  more  than 
200,000  hyperthyroid  patients 
have  now  been  treated  with  131 1, 
ready  access  to  up-to-date  and 
objective  131I  information  con- 
cerning this  medication  is  of 
obvious  importance.  It  is  the 
purpose  of  this  paper  to  review 
past  and  current  experiences 
with  131 1 therapy  and  to  com- 
pare briefly  the  efficacy  and 
complications  of  this  method 
with  those  obtained  by  surgery 
and  drugs. 

history  and  physiology 

Enrico  Fermi  first  synthesized 


an  artificial  isotope  of  iodine  in 
1934.  By  1938  Hertz  et  al  pub- 
lished their  experiences  using  an 
iodine  isotope  as  an  indicator 
of  thyroid  physiology.4  Later  in- 
vestigators disclosed  that  while 
131I  emitted  both  beta  and  gam- 
ma particles,  more  than  90  per- 
cent of  the  radiation  energy  was 
from  the  beta  rays.  With  the 
knowledge  that  maximum  beta 
particle  penetration  in  tissue 
was  2 mm  (average  0.5  mm),  it 
was  theorized  that  only  those 
tissues  actively  concentrating 
iodine  should  have  significant 
radiation  exposure.  Iodine  was 
known  to  be  trapped  almost  ex- 
clusively by  the  thyroid  gland, 
to  be  excreted  readily  by  the 
kidney,  and  to  be  found  only 
in  trace  amounts  in  other  body 
tissues  including  the  salivary 
glands  and  the  stomach.  These 
and  other  discoveries  led  Hertz 
and  Roberts1  and  Hamilton  and 
Lawrence,2  in  1942,  to  publish 
simultaneously  their  results  in 
two  different  laboratories  using 
131I  therapy  in  5 and  2 hyper- 
thyroid patients,  respectively. 
Later,  enthusiasts  for  131I  treat- 
ment reported  a series  of  22  pa- 
tients by  1946  and  Williams  et  al 
reported  on  97  patients  treated 
with  131I  by  1949/’  As  of  this 


writing,  the  total  estimated 
number  of  patients  thus  treated 
approaches  one-quarter  million, 
Table  1. 

drug  therapy  and  surgery 

Both  these  treatment  modali- 
ties for  hyperthyroidism  ante- 
dated 131I  therapy  and  a brief 
review  of  the  advantages  and 
shortcomings  of  each  method  is 
germane  to  this  paper.  In  1943, 
Astwood  reported  50  percent 
success  in  hyperthyroid  patients 
treated  with  thiourylenes;  later 
investigators  confirmed  this  gen- 
eral percentage."  All  investi- 
gators have  been  impressed  with 
the  relative  safety  of  the  meth- 
od, the  ease  of  administration 
and  the  “universal”  initial  re- 
sponse. 

There  is  a traditional  and  still 
somewhat  popular  theory  that 
nearly  all  thvrotoxics  will  have 
spontaneous  remission  of  their 
disease  if  given  sufficient  time. 
Medical  therapy  with  thioury- 
lene  can  be  viewed,  then,  as  a 
means  of  controlling  the  symp- 
toms of  the  disease  until  the 
spontaneous  remission  of  the 
disease  takes  place,  even  though 
this  may  take  ten  or  more  years. 
To  facilitate  this  method,  How- 
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TABLE  1 

SIGNIFICANT  EVENTS  IN  THE  EVOLUTION  OF  THE  USE  OF 
RADIOACTIVE  IODINE  FOR  HYPERTHYROIDISM 


1934  E.  Fermi 

1938  Hertz  et  al 

1942  Hertz  and  Roberts 

1942  Hamilton  and  Lawrence 

1946  Chapman  and  Evans 

1949  Williams  et  al 

1968  World  experience 

ard  deliberately  blocks  all  activ- 
ity of  the  patient’s  thyroid  gland 
with  thiourylenes  and  supplies 
the  necessary  hormone  with 
exogenous  thyroid.7 

A majority  of  investigators, 
however,  have  commented  on 
the  tedium  of  getting  patients  to 
take  pills  at  6-8  hour  intervals, 
the  long  treatment  time  required 
(6-24  months  or  longer),  and  the 
high  relapse  rate  approaching 
50-70  percent.  Details  of  this 
therapy  may  be  obtained  from 
modem  textbooks;  suffice  to  say 
that  most  adults  prefer  methods 
with  faster  results  and  with  an 
investment  of  less  time.  Drug 
therapy  does  remain  the  method 
of  choice,  although  recently 
challenged,  of  treating  thyro- 
toxicosis in  children  and  will  be 
discussed  more  completely  in  a 
later  section  dealing  with  juve- 
nile thyrotoxicosis. 

Thyrotoxic  pregnant  women 
are  usually  treated  with  drugs.8 
While  there  are  instances  of 
normal  infants  being  delivered 
following  the  inadvertent  ad- 
ministration of  131I  to  a preg- 
nant female,  there  are  similarly 
instances  of  fetal  deformity  asso- 
ciated with  131I  therapy  given 
during  the  gestation.9  Conse- 
quently, 131I  therapy  in  preg- 
nancy is  not  currently  recom- 
mended. 

surgery 

Modem  medical  and  surgical 
techniques  have  largely  miti- 


Prepared  first  iodine  isotope 
131I  experiments  in  animals 
5 patients  treated  with  131I 
3 patients  treated  with  131I 
22  patients  treated  with  131I 
97  patients  treated  with  131I 
250,000  patients  (est.) 

gated  surgical  problems  such  as 
laryngeal  nerve  damage,  thyroid 
storm,  and  unexplained  surgical- 
anesthetic  deaths.  There  are 
definite  postsurgical  complica- 
tions still  to  be  reckoned  with: 
recurrence  of  hyperthyroidism, 
hypoparathyroidism,  and  hypo- 
thyroidism. Data  concerning  the 
incidences  of  these  complica- 
tions vary  widely.  An  attempt 
has  been  made  in  this  paper  to 
exclude  those  series  that  are 
either  small  or  are  without  ade- 
quate follow-up. 

Classical  surgical  therapy  for 
hyperthyroidism  is  aimed  at  re- 
moval of  all  but  one  gram  (esti- 
mated) of  thyroid  tissue.  The 
rate  of  recurrence  of  thyrotoxi- 
cosis following  partial  (i.e.,  al- 
most complete)  thyroidectomy 
is  1 to  15  percent.10-13  In  chil- 
dren, presenting  technically 
more  difficult  surgery,  one  large 
clinic  summary  cites  an  18  per- 
cent recurrence  rate  of  hyper- 
thyroidism.14 In  a few  selected 
instances,  where  thyroid  tissue 
of  four  to  five  grams  was  delib- 
erately left  behind  in  an  effort 
to  minimize  postoperative  hypo- 
thyroidism, all  cases  had  recur- 
rences of  hyperthyroidism.15 
Thus,  the  amount  of  tissue  left 
behind  seems  critical  to  the  re- 
currence rate  of  hyperthyroid- 
ism. 

Virtually  all  authors  agree 
that  the  treatment  of  choice  for 
recurrent  hyperthyroidism,  in- 
cluding children,  is  131I  therapy; 


thus  between  1 to  15  percent 
(possibly  18  percent)  of  surgi- 
cally treated  cases  are  later  con- 
cluded with  radio-iodine. 

The  reported  incidence  of 
hypoparathyroidism  is  also 
widely  varied  and  usually  re- 
ported from  0 to  10  percent, 
with  detail  and  thoroughness  of 
follow-up  widely  divergent  from 
series  to  series.  Hershman,  re- 
viewing several  papers,  sug- 
gested a more  realistic  incidence 
of  2 to  4 percent.10  An  impor- 
tant question  has  been  raised 
by  the  recent  investigations  of 
Davis  et  al  and  Jones  and  Four- 
nand  who,  using  chemical  as 
opposed  to  clinical  techniques, 
suggested  a postoperative  inci- 
dence of  relative  hypoparathy- 
roidism approaching  24  to  28 
percent.10  The  criteria  for  judg- 
ing decreased  parathyroid  re- 
serve were  much  more  stringent 
and  elaborate  than  merely  de- 
termining postoperative  serum 
calcium.  Davis  used  a low  cal- 
cium diet  in  conjunction  with 
oral  sodium  phytate  to  block 
calcium  absorption  from  the  gut. 
Control  patients  maintained 
normal  serum  calcium  in  spite 
of  decreased  calcium  absorption, 
presumably  by  secreting  para- 
thormone and  mobilizing  cal- 
cium from  bony  stores.  Twenty- 
four  percent  of  post-thyroidec- 
tomy patients  (those  with  no 
clinical  evidence  of  hypopara- 
thyroidism) were  unable  to 
maintain  normal  serum  calcium 
values  under  the  above  condi- 
tions. Jones  and  Foumand  in- 
fused a calcium-chelating  agent 
(EDTA)  as  a provocative  test 
and  found  that  28  percent  of  the 
post-thyroidectomy  patients  had 
failed  to  return  serum  calcium 
values  to  normal  within  24 
hours,  distinctly  opposed  to  the 
control  subjects. 

Does  the  incidence  of  clinical 
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Incidence  of  Hypothyroidism  per  IOO  Treated  Patients 


Years  after  therapy 

Fig.  1.  The  incidence  of  hypothyroidism  following  surgical  therapy  is  indicated 
by  triangular  symbols.  The  incidence  of  radioactive  iodine  therapy  is  indicated 
by  round  symbols,  both  are  plotted  against  years  after  therapy. 


hypoparathyroidism  increase 
with  time,  paralleling  the  inci- 
dence of  chemical  hypoparathy- 
roidism? There  is  no  answer  to 
this  question  at  this  time  but 
awareness  of  the  progressive  in- 
crease of  hypothyroidism  in 
postoperative  and  irradiated  pa- 
tients suggests  that  progressive 
hypoparathyroidism  is  a distinct 
possibility  and  must  be  dili- 
gently looked  for.  A postulated 
mechanism  for  cumulative  para- 
thyroid failure  is  the  compro- 
mised vascular  supply  associated 
with  progressive  cicatrization 
following  surgery,  much  as  is 
theorized  for  progressive  thy- 
roid failure.17  This  is,  of  course, 
speculative.  Regardless  of  its 
frequency,  hypoparathyroidism 
is  a most  troublesome  disease. 
It  is  difficult  to  manage,  requir- 
ing expert  technical  assistance 
and  skillful  clinical  talent  to 
control. 

The  incidence  of  hypothyroid- 
ism following  partial  thyroid- 
ectomy is  between  4 and  30  per- 
cent in  the  older  published 
series  with  the  larger  rates 
usually  reported  by  internists.10 
In  a recent  paper,  Nofal  et  al 
suggested  a 1.7  percent  inci- 
dence of  hypothyroidism  per 
year,  cumulative;  thus,  a 1.7  per- 
cent incidence  of  hypothyroid- 
ism the  first  year  becomes  8.2 
percent  at  5 years,  15.7  percent 
at  10  years,  and  at  20  years,  the 
theoretical  incidence  of  hypo- 
thyroidism approaches  27  per- 
cent!18 In  actual  fact,  121  of  his 
cases  of  surgically  treated  thyro- 
toxicosis, followed  from  1 to  16 
years,  revealed  a 28  percent  in- 
cidence of  hypothyroidism.  The 
projected  incidence  of  post- 
treatment hypothyroidism  is 
shown  in  Figure  1.  It  is  abund- 
antly clear  that  the  low  inci- 
dence of  hypothyroidism  in 
earlier  reports  of  surgically 


treated  cases  was  inaccurate, 
due  primarily  to  all-too-brief 
follow-up.  Again,  the  presump- 
tive mechanism  for  progressive 
thyroid  cell  failure  is  ischemia, 
secondary  to  cicatrization. 

complications  of  therapy  with  131  I 

Insomuch  as  approximately  70 
percent  of  the  toxic  thyroid 
glands  respond  to  the  adminis- 
tration of  one  dose  of  131I  and 
insomuch  as  95  percent  of  suc- 
cessful therapies  require  less 
than  20  millicuries  of  131I,  the 
usual  irradiation  exposure  to 
the  thyroid  is  5,000  to  20,000 
rads.11’1210’20  Fortunately,  there  is 
no  known  effect  to  gonads,  stom- 
ach or  kidney,  and  a suggested 


radiation  exposure  to  body  or- 
gans, other  than  the  thyroid,  is 
in  the  order  of  that  received 
during  a G.  I.  series,  or  approxi- 
mately 5 to  10  rads.119  20  Cur- 
rently, there  is  no  known  recog- 
nized genetic  effect  passed  on 
to  their  progeny  by  individuals 
treated  with  131 1.  Direct  fetal 
damage  from  irradiation— that  is, 
nongenetic— has  been  reported. 
To  date,  there  have  been  four 
cases  reported  in  which  hypo- 
parathyroidism developed  fol- 
lowing administration  of  131 1. 21 
These  have  been  recorded  dur- 
ing a time  span  from  1952  to 
1968;  but  doses  of  131I  used 
were  not  excessive  (4  to  16  milli- 
curies) except  in  one  case  where 
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TABLE  2 


THE  INCIDENCE  OF  HYPOTHYROIDISM  FOLLOWING  RADIOACTIVE 
IODINE  THERAPY  IS  SEEN  TO  BE  MUCH  HIGHER 
IN  MORE  RECENT  REPORTS 


1949 

Williams  et  al 

8%  total  incidence 

1960 

Seegal  et  al 

8%  total  incidence 

1961 

Beling  and  Einhorn 

7%  first  year 
3%  per  year  after 

1966 

Nofal  et  al 

2.8%  cumulative 

1967 

Smith  and  Wilson 

29%  in  5 years 

30  millicuries  was  administered 
to  treat  heart  disease  and  not 
hyperthyroidism.  Eite  speculates 
that  these  four  individuals  may 
have  been  cases  with  intrathy- 
roidal  parathyroid  glands  or 
possibly  these  individuals  had 
fewer  than  four  parathyroid 
glands. 

As  of  today,  some  27  years 
after  initiation  of  this  treatment 
venture,  the  fear  of  related  and 
causal  cancer  has  largely  been 
alleviated,  most  positively  in 
adults,  though  perhaps  less  con- 
vincingly in  children.  Van  Wyk 
suggests  that  an  experience  with 
treatment  and  follow-up  with 
children,  comparable  to  that 
with  adults,  simply  is  not  yet 
available.22 

The  incidence  of  leukemia 
likewise  has  not  been  found  to 
be  increased  following  131 1 ther- 
apy in  either  adults  or  adoles- 
cents.23 It  is  to  be  noted  that 
one  series  reports  the  incidence 
of  leukemia  to  be  50  percent 
higher  in  hyperthyroid  patients 
than  in  the  population  at  large, 
though  the  incidence  in  those 
patients  treated  with  131I  and 
those  patients  treated  with  sur- 
gery do  not  differ.24 

Cancer  of  the  thyroid  has 
followed  external  irradiation 
for  acne  and  after  irradiation 
of  “thymic”  disorders  of  juve- 
niles.25-27 A review  of  three  large 
groups  of  children  irradiated 
during  their  childhood,  usually 
for  status  thymolymphaticus, 


suggests  a cancer  incidence  of 

1.7  percent  per  500  rads  re- 
ceived.27 Note  that  almost  all 
the  gloomy  data  so  quoted  con- 
cern persons  irradiated  during 
their  childhood  and  adolescence. 
The  paucity  of  thyroid  cancer 
in  adults  irradiated  during  their 
adult  life  suggests  that  the 
adult  thyroid  is  peculiarly  re- 
sistant to  cancer  from  roentgen 
exposure.28-29  The  summary  of 
these  experiences  suggests:  the 
adult  thyroid  is  relatively  re- 
sistant to  roentgen  induced  can- 
cer; fetal  and  adolescent  thy- 
roids are  susceptible  to  cancer 
from  externally  applied  roent- 
gen rays;  the  susceptibility  of 
adolescent  thyroid  to  internal 
irradiation  with  131I  is  not 
known. 

hypothyroidism  following  131  I 
therapy 

In  the  many  publications  from 
1949  up  to  as  recently  as  1960, 
an  average  incidence  of  hypo- 
thyroidism following  131 1 treat- 
ment was  approximately  8 per- 
cent. This  low  incidence  has 
since  been  challenged.  In  1961, 
Scandinavian  authors  suggested 
a 7 percent  incidence  of  hypo- 
thyroidism the  first  year  follow- 
ing treatment,  and  a 3 percent 
incidence  per  additional  year 
post-therapy.30  By  1966,  Nofal 
had  suggested  an  incidence  of 

2.8  percent  hypothyroidism  per 
year,  i.e.  2.8  percent  of  those 
treated  patients  judged  euthy- 


roid became  hypothyroid  each 
successive  year  following  ther- 
apy. This  can  be  visualized  and 
compared  with  the  incidence  of 
hypothyroidism  following  sur- 
gery as  shown  in  Figure  1.  Some 
discrepancy  in  reports  of  both 
efficacy  of  therapy  and  inci- 
dence of  hypothyroidism  might 
be  explained  by  the  estimated 
dosages  used  in  treatment.  No- 
fal used  a formula  calling  for 
delivery  of  185  microcuries  of 
131I  per  estimated  gram  of  thy- 
roid tissue,  distinctly  higher 
than  the  customary  formulae 
calling  for  100  to  125  micro- 
curies 131 1 per  gram  of  thyroid 
tissue.  Roentgen  exposure  esti- 
mates are  16,700  rads  for  the 
Nofal  group  and  7,000  to 
12,000  rads  for  more  conven- 
tional 131I  dosages.  Noting  these 
differences,  Smith  and  Wilson 
recently  experimented  with  one- 
half  the  usual  131 1 dose  and  sig- 
nificantly reduced  the  incidence 
of  hypothyroidism.11  Their  tech- 
niques vary  slightly  from  the 
conventional,  and  longer  follow- 
up is  required  for  definitive 
evaluation,  Table  2. 

Curiously,  two  studies  dated 
1960  and  1966  found  their  high- 
est incidence  of  hypothyroidism 
in  those  patients  with  nonpalpa- 
ble  thyroid  glands  and  in  those 
patients  with  normal  sized 
glands.18-31  Sixty-one  percent  of 
their  patients  later  becoming 
hypothyroid  had  glands  so 
characterized.  Unusually  high 
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incidence  of  hypothyroidism 
was  also  found  in  those  pa- 
tients previously  operated  upon 
and  later  irradiated  for  recur- 
rent hyperthyroidism.  Many 
clinicians  now  subtract  an  arbi- 
trary measure  of  radioactivity— 
usually  2 to  4 millicuries— from 
the  calculated  131I  dosage  if  the 
patient  has  a small  gland. 

Why  should  there  be  progres- 
sive thyroid  failure  and  clinical 
hypothyroidism  appearing  after 
the  initial  intrathyroidal  irradia- 
tion? Were  not  the  lethal  charac- 
teristics of  131I  experienced  by 
the  thyroid  cells  shortly  after  the 
ingestion  and  trapping  of  131I? 
The  speculation  explaining  this 
phenomenon  is  well  reported 
and  summarized  by  Dobyns  and 
Robison  whose  investigation 
showed  that,  while  many  thy- 
roid cells  were  immediately  de- 
stroyed by  131I,  other  cells  were 
only  subtly  damaged.32  These 
cells  continued  “. . . to  survive  and 
make  thyroid  hormone,  main- 
tained the  individual  in  a euthy- 
roid state.  . . . Now,  10,  15  more 
years  after  131 1 therapy,  we  are 
observing  that  these  human  thy- 
roids, that  had  appeared  to  have 
an  adequate  capacity  to  manu- 
facture hormone,  ultimately  be- 
gin to  fail  and  clinical  hypo- 
thyroidism appears  . . . (thus)  the 
expected  normal  replacement  of 
thyroid  cells  is  not  taking  place 
and  this  explains  the  ultimate 
hypothyroid  state  in  clinical 
subjects  previously  treated  with 

131 J ” 

There  appears  to  be,  then,  a 
separate  index  of  cellular  sensi- 
tivity to  internal  radiation— the 
functional  capacity  of  the  cell 
may  remain  intact  in  spite  of 
nonlethal  irradiation,  though  the 
ultimate  reproductive  function 
of  the  cell  may  be  lost. 


thyrotoxicosis  in  children 

The  time-honored  method  of 
treating  thyrotoxicosis  in  chil- 
dren is  drug  therapy  with 
partial  thyroidectomy  a distant 
second  choice.  Fear  of  irradia- 
tion of  the  juvenile  thyroid  has 
already  been  alluded  to  and  is 
primarily  an  awareness  of  ir- 
radiation sensitivity  of  the 
young  and  developing  thyroid 
gland,  as  opposed  to  the  adult 
gland.  Sheline  et  al  noted  the 
late  occurrence  of  nodules  on 
the  thyroid  of  131I-treated  chil- 
dren in  8 of  256  patients.38  Starr 
et  al  and  Kogut  et  al  reviewed 
an  additional  118  children  ir- 
radiated with  131i_b*.*5  To  date, 
two  cases  of  thyroid  cancer  have 
been  discovered  following  131I 
therapy  and  perhaps  related. 
Crile,  however,  a surgeon  at  a 
large  private  clinic,  has  treated 
32  children  with  131 1 and  has 
been  favorably  impressed.30 
Follow-ups  of  3 to  15  years  (19 
patients  were  followed  for  more 
than  5 years)  revealed  no  oc- 
currence of  post-treatment  nod- 
ules. Other  groups  have  since 
started  adopting  this  method  of 
treating  juvenile  thyrotoxicosis, 
though  cautiously.  With  regard 
to  surgical  therapy  in  childhood 
thyrotoxicosis,  reports  of  Mayo 
Clinic  experience  cited  40  per- 
cent incidence  of  postsurgical 
hypothyroidism,  3 percent  inci- 
dence of  postsurgical  hypopara- 
thyroidism, and  18  percent  inci- 
dence of  recurrent  thyrotoxico- 
sis, usually  retreated  with  131I." 
Similarly,  Saxena  et  al  at  the 
Massachusetts  General  Hospital 
cited  10  percent  incidence  of 
permanent  hypoparathyroidism 
and  35  percent  incidence  of 
hypothyroidism  in  surgically 
treated  children.15  The  import 
of  these  recent  figures  is  that 
surgery  carries  a considerable 
hazard  as  a method  of  choice 


for  treating  childhood  thyro- 
toxicosis and  while  the  final 
valid  opinion  has  yet  to  be  writ- 
ten regarding  131I  therapy  in 
children,  we  shall  doubtless  see 
more  of  this  method  of  treat- 
ment in  the  next  20  years. 

indications  for  131  I 

Current  practice  is  to  treat 
thyrotoxicosis  in  persons  under 
the  age  of  21  with  drugs  or  with 
surgery.  I have  noted  excepting 
opinions  here  and  more  dissent- 
ing opinions  are  anticipated.  In 
pregnancy,  drugs  usually  are 
used  or,  occasionally,  surgical 
extirpation  of  the  gland  may  be 
carried  out  in  the  middle  tri- 
mester. I concur  and  suggest 
that  the  newer  uses  of  guanethi- 
dine  and  propranolol  be  consid- 
ered as  an  adjunct  to  iodine  and 
drug  therapy. '-'a.37-*1  In  almost 
all  cases  of  exophthalmic  goiter 
and  adenomatous  goiter  with 
hyperthyroidism,  except  in  preg- 
nancy, I emphatically  recom- 
mend 131 1.  Tradition  has  re- 
served the  treatment  of  the  large, 
toxic,  multinodular  gland  for  the 
surgeon’s  knife.  Much  of  this  tra- 
dition has  a poor  basis  and  criti- 
cal reappraisal  is  needed.  Good 
results  of  131 1 therapy  in  large, 
multinodular  goiters  were  re- 
ported as  early  as  1960,  and  more 
recently,  Hamburger  et  al  re- 
ported treatment  of  13  consecu- 
tive, toxic,  multinodular  glands, 
each  estimated  to  exceed  200 
grams  in  size,  with  resolution  of 
thyrotoxicosis  in  all  cases,  treat- 
ing each  with  a single  dose  of 
131I.  There  were  no  complica- 
tions and  they  saw  no  post- 
treatment tracheal  compression 
from  cicatrization.  This  is  an 
important  notation  and  makes 
mandatory  a careful  recon- 
sideration of  therapy  in  those 
patients  with  large  glands. 
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summary 

There  are  no  known  compli- 
cations of  131 1 therapy  for  hy- 
perthyroidism in  adults.  There 
are  rare  reports  of  the  incidence 
of  hypoparathyroidism  and 
these  must  be  watched  for.  Re- 
cent calculations  suggest  a high 
incidence  of  hypothyroidism  but 


also  document  a high  incidence 
of  hypothyroidism  following  sur- 
gery. Therapy  with  13II  is  con- 
traindicated in  pregnancies,  but 
131I  therapy  is  being  used  in 
juvenile  thyrotoxicosis,  cautious- 
ly, with  encouraging  early 
results.  Final  recommendations 
are  pending. 

1200  Harvard  Ave.  (98122) 


Chemical  Nomenclature 


Generic 

EDTA  (ethylendiamine 
tetraacetic  acid) 
guanethidine 
propranolol 


Trade 

Endrate 

Versenate 

Ismelin 

Inderal 


thiourylene  (class)  Propylthiouracil 

Tapazole 
Itrumil 
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Drug  Therapy 


I Basic  Principles 

JOHN  S.  HOLCENBERG,  / GEORGE  N.  A A GAARD,  M.D., 

Seattle,  Washington 


With  this  article  we  begin  a 
series  on  current  topics 
in  drug  therapy.  This  series 
could  well  be  entitled  “Clinical 
Pharmacology  — the  Study  of 
Drugs  in  the  Prevention,  Diag- 
nosis and  Treatment  of  Disease.” 
Attention  will  be  focused  on 
drugs  that  are  frequently  em- 
ployed in  significant  diseases. 
We  shall  also  discuss  new  prep- 
arations as  these  become  avail- 
able. The  format  will  be  largely 
disease  oriented.  In  order  that 
these  brief  articles  may  be  help- 
ful to  practicing  physicians  we 
invite  your  comments  and  par- 


ticularly your  suggestions  for 
future  subjects. 

In  this  first  article  we  wish  to 
emphasize  certain  general  points 
regarding  drug  therapy.  Most  of 
these  concepts  are  not  new;  in 
fact,  quite  the  contrary,  they 
are  familiar  to  most  practicing 
physicians.  However,  they  are 
so  important  that  they  bear  repe- 
tition. They  will  be  mentioned 
only  briefly  in  this  article,  but 
will  be  emphasized  in  future  art- 
icales  in  relation  to  specific  clini- 
cal situations,  and  to  particular 
drugs  or  groups  of  drugs. 


drug  history 

In  arriving  at  a diagnosis  and 
in  laying  the  foundation  for 
sound  therapy,  it  is  important  to 
obtain  a clear  picture  of  the 
patient’s  past  exposure  to  drugs. 
Drugs  taken  in  the  recent  or 
more  distant  past  may  have 
played  a role  in  the  etiology  of 
the  illness  or  in  the  genesis  of 
symptoms.  Loss  of  appetite,  and 
other  gastrointestinal  symptoms, 
may  be  related  to  digitalis  tox- 
icity. Large  doses  of  hydralazine 
given  over  a prolonged  period  of 
time  for  hypertension  may  cause 
muscular  aches  and  pains  and 


other  signs  and  symptoms  of  a 
lupus  erythematosis-like  syn- 
drome. The  importance  of  a his- 
tory of  previous  manifestations 
of  hypersensitivity  to  drugs  is 
obvious.  In  treating  a chronic  ill- 
ness like  asthma  or  hypertension, 
it  is  important  to  learn  what 
drugs  the  patient  has  had  pre- 
viously for  this  condition,  to- 
gether with  as  much  information 
as  can  be  obtained  concerning 
the  response  to  the  drugs  that 
were  utilized.  Furthermore,  one 
must  consider  over-the-counter 
preparations,  like  antihistamines 
and  antacids,  that  might  alter 
the  patient’s  response  to  therapy. 


Dr.  Holcenberg  is  Assistant  Professor  of  Clinical  Pharmacology  at  the  Uni- 
versity of  Washington  School  of  Medicine  and  former  recipient  of  a fellowship 
grant  from  the  Pharmaceutical  Manufacturers  Association  Foundation. 

Dr.  Aagaard,  former  Dean  of  the  University  of  Washington  School  of  Medi- 
cine, is  now  Head  of  the  Department  of  Clinical  Pharmacology. 
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the  therapeutic  decision 

In  order  to  make  sound  deci- 
sions concerning  drug  therapy,  a 
physician  must  have  three  kinds 
of  information: 

1.  A thorough  knowledge  of  the 
patient  and  his  disease. 

2.  The  relative  effectiveness  of 
the  drugs  that  might  be  used 
in  the  treatment  of  the  dis- 
ease. 

3.  The  hazards  of  the  drugs  that 
might  be  used  in  the  particu- 
lar disease. 

In  order  to  treat  a patient 
properly,  the  physician  must 
have  a thorough  knowledge  of 
the  patient  and  his  illness.  He 
must  know  the  stage  of  the  ill- 
ness, the  rate  of  progress  of  the 
disease  and  the  significance  of 
the  illness  to  the  patient  and  his 
family.  He  must  have  informa- 
tion that  only  a physician  would 
have. 

The  relative  effectiveness  of  a 
drug  must  also  be  understood. 
The  physician  must  be  able  to 
compare  various  drugs  that 
might  be  prescribed  as  to  their 
effectiveness.  He  must  think  of 
relative  efficacy  of  drugs,  not  in 
a general  way,  but  as  they  might 
be  applied  to  his  individual  pa- 
tient. 

Knowledge  of  the  relative 
hazards  of  the  various  drugs  that 
might  be  prescribed  must  also 
be  available  to  the  physician. 
Again,  the  hazards  of  a drug  may 
vary,  depending  upon  the  con- 
dition of  a particular  patient. 

In  making  this  therapeutic  de- 
cision the  physician  must  bal- 
ance three  factors,  the  patient 
and  his  illness,  the  efficacy  of 
the  drug,  and  the  hazards  of  the 
drug.  In  a patient  with  an  ex- 
tremely serious  illness  and  a 
poor  prognosis,  the  physician 
may  knowingly  prescribe  a drug 
with  a greater  chance  of  a seri- 


ous adverse  effect  whereas  he 
would  be  unwise  to  prescribe 
such  a drug  if  he  were  treating 
a minor  illness. 

cost  of  medications 

Physicians  are  justifiably  con- 
cerned about  the  costs  of  health 
services.  Accordingly,  we  are 
interested  in  cost  of  the  medica- 
tions we  prescribe.  We  have  a 
responsibility  to  see  that  our 
patients  receive  effective  drugs 
at  lowest  cost.  Physicians  should 
consult  with  their  pharmacists 
and  their  colleagues  regarding 
the  realtive  cost  and  efficacy  of 
drugs  available.  Writing  a pre- 
scription for  a generic  brand 
drug  is  no  certainty  that  the  pa- 
tient will  receive  the  least  expen- 
sive effective  drug.  You  must  in- 
form the  pharmacist  that  you 
want  your  patients  to  receive  the 
least  expensive  drug  that  meets 
your  prescription. 

teaching  the  patient 

When  the  physician  decides  to 
prescribe  a drug  it  is  important 
that  he  tell  the  patient  why  the 
drug  is  being  utilized,  and  what 
he  expects  may  happen.  If 
there  are  significant  adverse  ef- 
fects that  should  be  reported 
back,  the  patient  should  be  fully 
informed  about  them.  The  pre- 
scription of  a drug  and  the  ex- 
piation concerning  the  use  of  a 
drug  are  important  parts  of  the 
therapeutic  process.  It  is  an  im- 
portant responsibility  of  the 
physician  as  a teacher  to  fully 
discuss  with  his  patient  the  rea- 
son for  taking  a medication  and 
the  expected  response  to  the 
drug.  The  physician  who  knows 
the  patient  well  is  readily  able 
to  inform  him  properly  about 
potential  adverse  effects  without 
causing  undue  anxiety. 

It  is  important  that  instruc- 
tions to  patients  be  given  clearly 


in  order  that  the  patient  fully 
understands  what  he  is  supposed 
to  do.  Patients  are  frequently 
unable  to  grasp  all  that  the  doc- 
tor tells  them  when  he  gives 
them  a report  on  a number  of 
diagnostic  studies  and  makes 
recommendations  for  therapy. 
Patients  are  often  afraid  to  ask 
questions  when  they  do  not 
understand.  Consequently,  they 
may  not  follow  instructions  and 
medications  may  not  be  taken 
according  to  the  doctor’s  instruc- 
tions. It  is  helpful  to  give  the 
patient  written  instructions,  men- 
tioning each  medication  by 
name  and  describing  exactly  how 
the  patient  is  to  take  it. 

label  the  medications 

It  is  our  conviction  that  phy- 
sicians should  ask  the  pharmacist 
to  label  each  container  with  the 
name  of  the  drug.  This,  too, 
makes  the  written  instructions 
much  easier  to  understand  and 
to  follow.  If  the  drugs  are  la- 
beled, it  is  easy  to  instruct  the 
patient  when  you  wish  to  change 
the  schedule  of  administration 
for  one  of  several  drugs  the  pa- 
tient is  receiving. 

monitor  the  result 

It  is  important  to  ask  the 
patient  to  report  back  concern- 
ing residts  of  therapy.  This  may 
be  done  most  simply  on  the  tele- 
phone, or  it  may  require  a return 
visit  to  the  office  in  order  that 
symptoms,  signs  and  laboratory 
findings  may  be  rechecked.  The 
physician  will  not  know  the  re- 
sults of  his  therapeutic  efforts 
unless  the  patient  gives  him  this 
feedback.  Occasionally,  a patient 
may  be  disappointed  by  a lack 
of  response  or  by  some  adverse 
effect  and  may  stop  taking  the 
medication  or  may  go  to  a differ- 
ent physician  when  all  that  was 
necessary  was  a minor  change  in 
the  medication  schedule. 
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adverse  effects 

In  this  era  of  polypharmacy 
when  many  potent  drugs  are 
available,  it  is  important  to  em- 
phasize that  drugs  may  cause 
adverse  effects  which  may  vary 
from  minor  symptomatology  to 
serious  disruptions  in  the  body’s 
economy.  In  fact,  it  has  been 
estimated  that  5 per  cent  of  all 
hospital  admissions  are  related 
to  adverse  effects  of  drugs.  The 
number  of  hospitalized  patients 
suffering  from  significant  ad- 
verse effects  of  drugs  has  been 
estimated  anywhere  from  11  per 
cent  to  25  per  cent.  Many  ad- 
verse effects  from  drug  therapy 
are  related  to  such  commonly 
prescribed  drugs  as  phenobar- 
bital,  tranquilizers,  digitalis, 
diuretics,  anticoagulants,  anti- 
hypertensive medications,  anti- 
biotics and  insulin.  Many  of 
these  adverse  effects  are  ex- 
pected, but  many  are  not  and 
cause  serious  distress  to  the  pa- 
tient. 

drug  interactions 

With  an  ever-increasing  per- 


centage of  our  population  in  the 
older  age  group  and  hence  re- 
quiring treatment  for  two  or 
more  illnesses,  it  is  not  surpris- 
ing that  patients  are  taking  sev- 
eral drugs  simultaneously.  Cluff 
studied  the  patients  on  one  of 
the  medical  wards  at  Johns  Hop- 
kins Hospital  and  found  that 
the  average  number  of  drugs 
taken  per  patient  during  a peri- 
od of  hospitalization  was  14.  It 
is  not  surprising,  therefore,  that 
interactions  between  drugs  are 
being  reported  with  increasing 
frequency.  In  subsequent  arti- 
cles, specific  instances  will  be 
cited,  and  warnings  will  be  is- 
sued in  particular  therapeutic 
situations. 

There  are  a variety  of  mechan- 
isms through  which  one  drug 
may  modify  the  action  of  another 
drug. 

1.  A drug  may  enter  into  a 
direct  physical  or  chemical  com- 
bination with  another  drug. 

2.  The  rate  and  degree  of  ab- 
sorption may  be  modified. 

3.  Drugs  may  compete  for 
binding  sites  on  plasma  proteins 


or  drug  receptors,  and  they  thus 
modify  the  amount  of  free  drug 
circulating  in  the  plasma. 

4.  The  rate  of  metabolism  of  a 
drug  may  be  modified  by  other 
drugs. 

5.  A drug  may  alter  acid  base 
equilibrium  and  thereby  influ- 
ence the  absorption,  distribution 
and  excretion  of  another  drug. 

6.  The  renal  excretion  of  drugs 
may  be  enhanced  or  diminished 
by  other  drugs. 

7.  Drugs  that  alter  hemo- 
dynamics may  modify  the  action 
of  other  drugs. 

conclusions 

Sound  therapy  begins  with  an 
accurate  appraisal  of  all  aspects 
of  the  patient’s  health  problem. 
It  requires  clinical  judgment  in 
deciding  which,  if  any,  drugs 
should  be  selected  from  our 
growing  armamentarium.  It  is  a 
science  that  is  challenging  to 
physicians  and  rewarding  to  the 
patients  we  serve. 

Department  of  Medicine, 

University  of  Washington  School 
of  Medicine  (98105) 


Dicumarol  Trademark  Dedicated 


Coincident  with  the  expiration  of  the  U.S.  patent 
covering  the  use  of  bishydroxycoumarin  (U.S.  Pat. 
No.  2,601,204)  on  June  17,  1969,  the  Wisconsin 
Alumni  Research  Foundation  (WARF)  has  dedi- 
cated to  the  public  the  trademark  by  which  the 
compound  is  perhaps  better  known,  namely,  Dicu- 
marol. 

Dicumarol  is  the  anticoagulant  substance  isolated 
from  spoiled  sweet  clover  by  Karl  Paul  Link  and 
his  co-workers  at  the  University  of  Wisconsin  in 
1939.  The  first  of  the  oral  anticoagulants,  it  was 
one  of  the  early  “miracle”  drugs  and  led  the  way  to 
what  has  since  become  a generally  accepted  thera- 
peutic procedure.  Newer  anticoagulants,  mainly 


sodium  warfarin,  are  now  more  widely  used  for  the 
same  purpose. 

The  U.S.  patent  on  the  use  of  dicumarol  was 
assigned  by  the  inventors  to  WARF  which  licensed 
the  pharmaceutical  industry  to  manufacture  and 
distribute  the  drug  and  also  licensed  the  use  of  the 
trademark.  With  the  dedication  of  the  trademark, 
the  work  dicumarol  takes  its  place  with  other 
scientific  names  that  have  become  a familiar  part 
of  the  English  language.  It  may  hereafter  be  written 
and  printed  with  a lower  case  letter  “d”  and  with- 
out the  customary  ® which  indicates  that  the  word 
is  a trademark  registered  with  the  U.S.  Patent 
office. 
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Drug  A buse  With  Pentazocine 

JAMES  W.  SMITH,  M.D.,  Seattle,  Washington 


Two  patients  who  originally  used  pentazocine  for  pain  control 
began  to  self  administer  excessive  amounts  and  found  themselves 
unable  to  voluntarily  abstain  from  the  drug  even  though  they 
developed  extensive  tissue  damage  from  the  injections. 

The  addiction  potential  of  pentazocine  has  not  been  widely 
recognized  and  must  be  considered  whenever  it  is  prescribed. 


I have  found  few  previous  re- 
ports of  drug  abuse  involving 
pentazocine.1'3  The  manufac- 
turer recommends  this  synthetic 
analgesic  for  use  in  place  of 
morphine  and  other  narcotics, 
though  it  is  not  classed  as  a 
narcotic  and  many  believed  it 
has  little,  if  any,  potential  for 
abuse.  This  report  describes  two 
cases  of  excessive  use  of  the 
drug  to  the  point  of  marked  in- 
duration at  the  injection  sites 
and,  in  one  case,  to  the  point 
of  extensive  tissue  damage. 

CASE  REPORTS: 

Case  1.  A 49-year-old  woman 
alcoholic,  who  had  remained  absti- 
nent since  treatment  five  years 
before,  was  hospitalized  for  with- 
drawal from  pentazocine.  Three 
years  prior  to  admission  she  had 
bladder  neck  surgery  for  a malig- 
nancy and  for  the  year  preceding 
admission  she  required  an  indwell- 
ing catheter  because  of  inconti- 
nence. Her  physician  knew  of  her 
alcoholism  and  wished  to  provide 
her  with  a “non-addicting’’  anal- 
gesic for  her  chronic  bladder  pain. 
She  was  placed  on  pentazocine  30 
mg  intramuscularly  three  to  four 
times  a day.  The  injections  were 
administered  by  her  physician  hus- 
band. However,  she  soon  began 
to  self  administer  supplemental 
doses,  reaching  levels  of  1,200  to 
1,500  mg  daily  over  the  several 
months  before  admission. 

This  practice  resulted  in  marked 
induration  at  the  injection  sites. 
At  the  time  of  admission  her  but- 
tocks, thighs  and  arm  were  so 
swollen  and  hard  that  hypodermic 
needles  penetrated  the  tissue  only 
with  difficulty  and  nearly  half  of 
the  injected  medication  leaked  out 
of  the  skin  puncture  after  the 
needle  was  withdrawn.  In  addi- 


tion, she  had  approximately  25  in- 
jection sites  that  had  become 
necrotic  with  sloughed  out  areas 
1-2  cm  in  diameter  and  as  deep 
as  3 cm.  These  were  in  various 
stages  of  healing,  were  relatively 
clean  and  cultured  out  only  entero- 
bacteria. She  used  a sterile  dis- 
posable syringe  for  each  injection 
and  observed  sterile  technique. 
Tissue  damage  was  probably  the 
result  of  irritation  from  frequent 
injections  of  the  medication  rather 
than  from  bacterial  contamination. 

Her  voluntary  attempts  to  dis- 
continue or  decrease  the  dosage 
of  the  drug  were  unsuccessful  be- 
cause of  overwhelming  symptoms 
of  anxiety,  restlessness  and  “blad- 
der spasm.” 

After  admission  to  the  hospital, 
pentazocine  was  withdrawn  gradu- 
ally. Her  symptoms  of  anxiety  and 
restlessness  were  controlled  with 
an  oral  tranquillizer  (chlorprothix- 
ene  25-50  mg  every  six  hours)  and 
within  two  weeks  she  was  free 
from  all  drug  craving.  Her  tissues 
were  then  beginning  to  assume  a 
more  normal  consistency. 

Case  2.  A 44-year-old,  male 
alcoholic,  as  a result  of  several 
falls  while  drinking,  sustained  a 
series  of  injuries  to  his  left  shoulder 
and  ribs.  For  six  months  prior  to 
admission  he  had  been  taking 
pentazocine,  originally  to  control 
the  pain  from  his  injuries  but  soon 
primarily  for  the  euphoric  effect. 
He  gradually  increased  the  dosage 
and  frequency  of  injections  and  at 
the  time  of  admission  showed 
marked  induration  of  both  buttocks 
and  thighs,  but  no  sloughing  of 
injection  sites. 

Though  he  was  reluctant  to  state 


precisely  how  much  he  was  taking 
each  day,  he  admitted  that  it  was 
“quite  a lot.”  Attempts  to  discon- 
tinue the  drug  on  his  own  were 
unsuccessful  because  of  marked 
feelings  of  irritability  and  restless- 
ness. 

After  admission  to  the  hospital 
he  was  withdrawn  from  pentazo- 
cine and  alcohol,  the  withdrawal 
symptoms  being  controlled  with  a 
tranquillizer  (chlordiazepoxide  50 
mg  intramuscularly  every  four  to 
six  hours). 

After  withdrawal  he  received 
treatment  for  alcoholism  and  at 
the  end  of  eleven  days  of  hospitali- 
zation the  indurated  tissues  were 
beginning  to  assume  a more  nor- 
mal consistency. 

The  two  cases  described  in 
this  report  were  seen  within  a 
six-month  period  in  a private 
hospital  devoted  to  the  treat- 
ment of  alcoholism.  Alcoholics 
are  well  known  to  be  likely 
candidates  for  addiction  to  other 
drugs,  therefore,  it  is  not  sur- 
prising that  they  should  be 
among  the  first  to  demonstrate 
this  potential  in  a new  drug. 
However,  where  they  lead, 
others  will  no  doubt  follow.  It 
seems  that  yet  another  “non- 
addicting drug”  has  defected 
and  joined  the  other  side. 

12001  Ambaum  Boulevard  S.W. 

Chemical  Nomenclature 
Generic  Trade 

pentazocine  Talwin 

chlorprothixene  Taractan 

chlordiazepoxide  Librium 
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The  Iatrogenic  Diseases 

S A L V AT  ORE  P.  LUCIA,  San  Francisco,  California 

Medicine  is  no  longer  a simple  art.  New  drugs,  new  devices, 
and  new  techniques  have  enormously  increased  the  effectiveness 
of  medical  care.  But  at  the  same  time  they  have  introduced  new 
ways  in  which  unfavorable  reactions  can  appear.  The  treatment 
sometimes  makes  the  original  condition  worse,  or  creates  another 
disease  while  curing  the  first.  The  ancient  admonition,  “First  do 
no  harm”  is  far  more  important  today  than  when  it  ivas  first 
expressed. 


The  wise  admonition  of  the 
ancients  to  do  no  harm  and 
to  be  alert  to  the  healing  power 
of  Nature  acquires  a new  di- 
mension when  used  in  the  con- 
text of  modern  medicine.  Illness 
induced  by  accepted,  well-con- 
ceived therapeutic  agents  — 
emerging  as  the  patient  is  being 
treated  for  an  original  disease— 
is  a traditional  nemesis  well 
known  to  the  practicing  physi- 
cian. However,  in  recent  years 
the  evolution  of  a formidable 
stock-pile  of  potent  therapeutic 
agents,  improved  surgical  pro- 
cedures, more  efficient  equip- 
ment, and  perhaps  increased 
manipulations,  has  made  iatro- 
genic diease  more  alarming  than 
ever. 

This  phenomenon  may  find  its 
source  in  a variety  of  subtle 
mechanisms.  In  the  past,  expla- 
nation was  sought  in  drug  im- 
purity, improper  dosage,  and 
individual  idiosyncracy  or  sensi- 
tivity. Today,  the  situation  is 
more  complex  and  the  mechan- 
isms frequently  evade  explana- 
tion. Enzymatic,  metabolic,  im- 
munologic, and  mechanical  dis- 
ruptions have  come  under  care- 
ful study,  and  are  given  serious 
consideration  as  causes  for  un- 
necessary illness. 


A concept  of  iatrogenic  dis- 
ease encompasses  the  following 
parameters: 

1.  The  host. 

2.  The  environment,  and  all 
of  the  features  that  are  inter- 
active within  it.  And  apologeti- 
cally, I may  add, 

3.  The  vector. 

the  host 

In  iatrogenic  diseases  the  pa- 
tient is  the  host.  It  is  he  who 
receives  the  impact  of  the 
altered  environment  (psycho- 
genic, physical,  and  chemical), 
and  the  drugs  that  may  be  used 
in  the  treatment  of  his  illness; 
the  special  diets  that  may  be 
ordered;  the  surgical  manipu- 
lations that  are  constantly  ex- 
panding in  number;  and  the 
application  of  physical  forces 
and  radiant  energies. 

As  with  cause  and  effect  in 
other  types  of  diseases  (infec- 
tions, neoplasms,  congenital  de- 
fects, degenerative  processes, 
and  metabolic  disorders),  the 
outcome  in  a given  situation  is 
dependent  upon  the  complexi- 
ties of  the  interactions  in  the 
host  (state  of  health),  the  en- 
vironment (offending  agents, 
drugs,  and  manipulations),  and 


the  means  of  transmission  (the 
physician). 

It  has  been  stated  that  there 
is  “no  drug  with  a single  action 
and  there  is  no  patient  with  a 
single  type  of  response.”  Quality 
of  the  reaction  differs  in  differ- 
ent people.  Abnormal  drug  re- 
sponses may  result  from: 

1.  Inborn  errors  of  metabo- 
lism, such  as  glucose -6- phos- 
phate dehydrogenase  deficiency. 

2.  Age  and  sex  differences. 

3.  Intercurrent  pathologic 
conditions,  that  may  alter  the 
course  of  a biologic  reaction,  in- 
cluding disease. 

the  environment 

The  environment  of  the  pa- 
tient constantly  becomes  more 
complex  as  the  number  of  alter- 
ing factors  gets  larger.  Each 
year  the  number  of  drugs  and 
their  potency  increases  at  such 
a rate  that,  if  the  problem  does 
not  defy  comprehension,  at  least 
it  challenges  the  individual 
clinician’s  ability  to  understand 
the  significance  and  the  modes 
of  action  of  each  new  agent. 
Anti -hypertensives,  antimicro- 
bials, antihistamines,  oral  hypo- 
glycemics,  diuretics,  tranquiliz- 
ers, energizers,  muscle  relaxants, 
anticancer  chemicals,  steroids, 
synthetic  hormones,  plasma  ex- 
panders, radio-isotopes,  and  ra- 
diation, singly  and  in  combina- 


Presented  at  meeting  of  Idaho  Medical  Association,  Sun  Valley,  Idaho, 
July  3,  1969. 

Dr.  Lucia  is  Professor  Emeritus  of  Preventive  Medicine,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco. 
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tion,  continue  to  swell  the  ranks. 
In  effect,  there  is  no  end  to  what 
we  may  do  to  the  individual  pa- 
tient. If  he  survives,  he  may 
live  to  register  a counter-reac- 
tion of  varying  severity  all  the 
way  from  pejoration  to  another 
disease  entity.  When  are  we 
going  to  learn  moderation  and 
the  understanding  of  human 
tolerance  to  counter-reaction? 
Add  to  this,  catheters  and  instru- 
ments capable  of  exploring 
almost  every  vessel  and  body 
orifice,  parenteral  fluids  and 
transfusions,  and  the  picture  is 
still  not  complete.  These  tools, 
however,  are  powerful  and  con- 
tain not  only  much  that  is  bene- 
ficial but  also  a considerable 
potential  for  harm.  We  must 
know  which  we  should  use,  then 
know  when  to  withdraw  it. 

It  has  been  estimated  that  in 
any  large  general  hospital,  at 
any  given  moment,  50  out  of 
1,000  beds  (roughly  5 per  cent) 
are  constantly  occupied  by  pa- 
tients suffering  from  complica- 
tions due  to  advanced  thera- 
peutic agents.  This  does  not 
account  for  the  beds  occupied 
as  a consequence  of  complica- 
tions from  diagnostic  and  thera- 
peutic instrumentation.  These, 
then,  are  formidable  factors  in 
the  causation  of  human  disease. 
Iatrogenic  disease  can  now  take 
its  place  almost  as  an  equal 
alongside  the  bacteria  as  an  im- 
portant factor  in  the  patho- 
genesis of  human  illness.  The 
leading  culprits  are  those  drugs 
that  act  at  a molecular  level  and 
thus  interfere  with  vital,  intra- 
cellular, biologic  processes. 
Some  of  the  mechanisms  where- 
by drugs  produce  harm  are: 

1.  Toxic  effects  based  upon 
relative  or  absolute  overdosage. 
Absolute  overdosage  results 
from  the  administration  of  quan- 


tities that  are  either  too  great, 
or  from  excessive  accumulation 
of  ordinary  doses. 

2.  Toxic  actions  may  be  inde- 
pendent of  relative  or  absolute 
overdosage  and  may  be  derived 
from  inherent,  pharmacologic 
activity  of  the  drug,  or  the  sensi- 
tivity of  the  subject. 

3.  Allergic  reactions  consti- 
tute an  important  mechanism 
for  the  creation  of  reactions  to 
drugs,  and  are  perhaps  the  most 
frequent  cause  of  serious  iatro- 
genic disorders— to  wit,  the  all- 
important  causes  of  blood 
dvscrasias. 

4.  Suggestion  and  other  psy- 
chological factors,  too  numerous 
to  mention,  may  exert  an  influ- 
ence on  drug  reactions  or  re- 
sponses. Curiously,  with  the  use 
of  placebos,  not  only  does  one 
encounter  obviously  functional 
disorders,  such  as  diarrhea,  pain, 
nausea  and  headache,  but  also 
organic  changes,  such  as  ex- 
foliative dermatitis. 

the  vector 

The  vector  is  the  doctor.  Even 
after  a reasonable  degree  of 
safety  has  been  established  by 
long-term  testing  in  animals  and 
by  preliminary  studies  in  human 
beings,  harmful  effects  may  still 
not  be  revealed  until  many 
years  after  the  treatment  that 
caused  disease.  Several  decades 
elapsed  before  the  deleterious 
effects  of  salicylates  on  the  gas- 
trointestinal tract,  and  thorotrast 
in  the  hematopoietic  system,  be- 
came apparent.  Look  at  the 
tragedy  of  thalidomide.  To  use 
a new  procedure  or  drug  that 
offers  no  reasonable  expectation 
of  either  being  less  harmful, 
more  beneficial,  or  contributing 
more  to  the  knowledge  of  dis- 
ease than  can  be  or  has  been 
obtained  with  existing  proce- 


dures or  drugs  is  difficult  to 
justify  scientifically  or  morally. 

Acute  and  chronic  toxicity 
tests  should  be  performed  in  at 
least  two  species  of  animal  (one 
of  these  being  either  the  dog  or 
the  monkey)  before  a medicinal 
agent  is  ready  for  human  trials. 
There  should  be  comprehensive 
histopathologic  examinations  of 
all  tissues,  and  there  should  be 
detailed  clinical,  hematologic, 
urinary,  and  liver-function 
studies.  After  safety  of  the  drug 
has  been  demonstrated,  human 
testing  should  begin,  thereby 
avoiding  the  “dear  doctor”  let- 
ters we  physicians  are  receiving 
periodically.  This  latter  phe- 
nomenon only  serves  to  create 
mistrust  and  greater  confusion. 

Current  methods  of  introduc- 
tion of  new  agents  for  treatment 
of  disease  are,  for  the  most  part, 
hazardous.  Would  the  physician 
try  a new  medication  on  his 
children  or  his  loved  ones?  Yet, 
that  is  what  was  done  with  the 
amido,  nitro,  and  benzopyrenes, 
only  to  pave  the  way  for  the 
observation  of  the  fatal  leuko- 
penias that  were  inevitably  en- 
countered. Cinchophen  itself 
took  its  toll  with  jaundice  and 
atrophy  of  the  liver.  Fortunately 
it  has  now  been  outlawed. 

Human  testing  should  be  un- 
dertaken only  by  competent  and 
objective  investigators  who  uti- 
lize acceptable  experimental  de- 
signs and  who  provide  safe- 
guards for  the  patient.  No  dis- 
turbance to  the  patient  should 
be  permitted  solely  for  the 
benefit  of  the  clinician,  or  mere- 
ly to  satisfy  his  curiosity.  In  the 
final  analysis,  the  safety  of  the 
individual  who  receives  a new 
remedy  or  who  is  being  sub- 
jected to  new  tests  depends  not 
only  on  the  scientific  skills  that 
synthesized  the  drug  or  de- 
veloped the  new  instrument,  but 
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especially  upon  the  vigilance, 
knowledge,  sense  of  responsi- 
bility, and  conscience  of  the 
investigator.  Even  when  this 
level  of  performance  is  achieved 
there  will  be  the  occasional  un- 
predictable disaster.  We  should 
always  be  guided,  without  de- 
viation, by  the  ancient  admoni- 
tion, “First  do  no  harm!” 

It  is  well  to  remember  that 
pharmacologists,  chemists,  and 
clinicians  are  human  beings,  and 
despite  the  highest  integrity, 
bring  with  them  subconscious 
enthusiasms,  prejudices  or  biases 
that  can  generate  limited  and 
distorted  conclusions,  even 
though  these  be  derived  from 
the  most  carefully  designed  and 
meticulously  performed  experi- 
mental and  clinical  studies. 

It  is  the  pseudoscientific  ap- 
proach of  embarrassed  ignor- 
ance that  requires  the  physician 
to  use  immediately  every  new 
drug  and  every  new  procedure 
that  comes  his  way.  The  pseudo- 
scientific approach  constitutes 
the  false  necessity  by  the  unini- 
tiated and  the  inexperienced, 
who  take  then-  place  unwittingly 
among  the  morticians.  My  God! 
What  crimes  are  committed  in 
ignorance  and  certainly  in  nai- 
vete! 

This  same  attitude  also  re- 
quires that  the  patient  be  rou- 
tinely subjected  to  innumerable 
diagnostic  tests.  But  it  has  been 
observed  that  “change  and  new- 
ness do  not  necessarily  imply 
improvement”  and  that  the  de- 
gree of  benefit  to  the  patient  is 
not  by  any  means  directly  pro- 
portional to  the  number  of  pro- 
cedures, tests,  and  drugs  used. 
Today,  many  doctors  order  a 
great  profusion  of  tests  but 
sometimes  manage  to  omit  those 
that  would  establish  an  immedi- 
ate correct  diagnosis.  The  excel- 


lence of  a physician  may  be 
judged  by  the  ease  and  speed 
with  which  he  diagnoses  what 
ails  his  patient.  The  devices  he 
may  use  are  matters,  often,  of 
postgraduate  conditioning  and 
confusion.  The  day  of  the  ques- 
tionable differential  diagnosis 
through  the  device  of  plus  and 
minus  charts  is  over,  glory  to 
the  triumph  of  reason  and  eco- 
nomics over  technique! 

On  the  other  hand,  the  treat- 
ment of  a disorder  in  which  a 
powerful  and  potentially  habit- 
forming drug  may  be  used,  re- 
quires : 

1.  That  the  physician  be  sure 
of  his  diagnosis. 

2.  That  he  give  careful  con- 
sideration to  all  aspects  of  the 
problem  before  making  the  de- 
cision to  treat. 

3.  That  he  determine  the  real 
need  for  any  agent  which  he 
considers  specific  for  the  prob- 
lem at  band. 

It  is  always  better  to  under- 
stand a group  of  medicinal 
agents  which  act  on  a given 
situation  and  then  to  choose  and 
use  the  simplest  member  of  the 
group— preferably  one  that  the 
physician  understands  best  and 
one  that  has  the  broadest  and 
longest  history  of  application. 
The  physician  should  not  use 
a medication  if  he  does  not 
understand  thoroughly  its  bio- 
chemical, physical,  and  bio- 
logical potentials.  He  should  be 
thoroughly  familiar  with  the 
chemical  structure  of  the  agent 
and  its  physiological  effects,  be 
wary  of  clinical  trial  data,  espe- 
cially data  sponsored  by  the 
prejudiced. 

The  truth  of  reports  con- 
cerning therapy  in  the  absence 
of  personal  experience  must 
be  carefully  scrutinized.  Ac- 
ceptance should  be  tempered 


with  healthy  and  educated  skep- 
ticism. The  physician  should 
understand  the  interrelation  and 
potentials  between  a new  drug 
he  wishes  to  administer  and  the 
effects  of  other  drugs  that  are 
being  taken  or  have  been  taken 
in  the  recent  past.  The  side 
effects  of  compounding  therapy, 
such  as  neutralization  and  forti- 
fication and  the  effects  of  con- 
comitant drugs  which  prolong 
or  fortify  action,  should  be 
avoided. 

Chemical  and  biologic  contra- 
indications should  be  under- 
stood, and  proper  antidotes 
should  always  be  readily  avail- 
able. If  there  is  doubt,  the 
agent  should  not  be  used.  There 
is  no  excuse  for  being  ignorant 
of  a long,  latent,  toxic  reaction 
to  a medication.  Physicians 
should  always  be  aware  of  the 
truth  that  the  natural  healing 
powers  of  man  are  infinite  and 
that  they  must  be  brought  into 
relation  slowly.  It  is  not  justi- 
fiable to  tamper  for  amj  reason. 
Once  a decision  is  made  to  use 
a potent  agent,  capable  of  dis- 
rupting bodily  economy,  it 
should  be  induced  gently  and 
gingerly  and  decelerated  with 
care  and  vigilance.  The  results 
of  infraction  are  legion— to  wit, 
the  diseases  of  protein  dis- 
equilibrium (sludge  formation 
and  the  LE  phenomenon).  Pow- 
erful agents  should  be  pre- 
scribed for  a definite  and  limited 
period  of  time  only. 

The  psychological  status  of 
the  patient  should  be  evaluated. 
The  physician’s  words  of  counsel 
should  be  simple,  clearly  de- 
fined, and  be  should  be  certain 
that  there  is  complete  under- 
standing. Promises  should  not 
be  made.  People  do  not  expect 
the  physician  to  be  God,  but 
their  fears,  anxieties  and  ten- 
sions must  be  assuaged  by  the 
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sympathetic  health  advisor— one 
who  realizes  his  limitations  and 
who  has  deep  respect  for  the 
healing  powers  of  nature. 

Counseling  in  a hurried  or  un- 
sure manner  is  confusing  and 
misleading  to  the  patient.  He 
will  take  this  confusion  home 
with  him,  worry  about  it,  and 
in  some  instances  magnify  it  out 
of  all  proportion.  The  result  will 
be  stress,  emotional  strain,  and 
the  production  of  additional 
signs  and  symptoms.  Some  pa- 
tients have  unreasonable  con- 
cern for  their  physical  condition, 
and  a few  misplaced  words  can 
precipitate  unnecessary  symp- 
toms in  these  highly  imaginative 
individuals.  Patients  with  or- 
ganic diseases  in  which  the  out- 
come is  uncertain— such  as  in 
heart  disease,  hypertension,  and 
cancer,— require  very  careful 
counseling  in  order  to  avoid  the 
psychological  disorders  so  apt  to 
accompany  these  chronic  dis- 
eases. 

conclusions 

The  emergence  of  chronic  or- 
ganic disease  as  a dominant 
feature  of  the  illness  pattern  in 
the  populations  of  the  more 
highly  industrialized  areas  of 
the  world  has  necessitated  new 
approaches  and  new  attitudes. 
The  failure  to  extend  signifi- 
cantly the  horizons  of  preventive 
medicine  from  acute  infectious 
disease  into  the  area  of  chronic 
illness  is  unfortunate.  Many 
medical  schools  today  supply 
manpower,  space,  money  and 
time  almost  without  limit  in  the 
exploration  of  the  molecular  and 
biochemical  aspects  of  some 
obscure  diseases  that  affect  only 
a very  small  segment  of  the 
population.  In  addition  they 
spend  considerable  time  and 
effort  in  imparting  this  infor- 
mation to  the  medical  student. 


yet  provide  only  a perfunctory 
service  to  the  subject  of  general, 
preventive  medicine.  This  is  a 
lamentable  situation,  indeed. 

Why  do  physicians  spend  un- 
told energy,  and  spare  no  ex- 
pense to  the  family,  in  providing 
and  administering  transfusions, 
medications,  and  other  costly 
devices  and  ministrations  for  the 
care  of  the  single  terminal  and 
hopeless  cancer  case,  yet  not 
devote  even  the  minimum 
amount  of  time  to  advise  and 
help  their  patients  understand 
problems  like  smoking,  and 
better  still,  all  sorts  of  malnu- 
trition (compulsive  to  qualitative 
deviations).  The  ultimate  bene- 
fits to  the  patient  from  the 
personal  involvement  of  the 
physician  in  this  latter  area 
would  far  exceed  anything  that 
is  accomplished  in  the  frantic 
efforts  expended  during  the  last 
agonal  hours  of  the  life  of  a 
dying  individual. 

The  rapid  accumulation  of 
knowledge,  the  advances 
achieved  in  the  understanding 
of  disease  and  the  development 
of  highly  intricate  therapeutic 
and  diagnostic  techniques  have 
led  to  extreme  specialization. 
The  unfortunate  byproduct  of 
this  progress  leads  to  a frag- 
mentation of  medical  practice, 
so  that  the  highly  specialized 
physician  views  the  patient  to  a 
great  extent  either  as  a liver,  a 
heart,  or  an  electrolyte  disturb- 
ance, and  not  as  a total  human 
being  with  a past,  a present,  a 
hopeful  future,  and  a family. 

Part  of  the  difficulty  exists  be- 
cause, in  treating  or  diagnosing 
acute  disease  or  chronic  illness, 
we  are  doing  something  positive 
(such  as  injecting,  prescribing, 
or  operating),  but  in  the  pre- 
vention of  chronic  illness  the 
physician  is  taking  aivay  from, 
or  depriving  the  patient  of 


something  that  is  often  pleasur- 
able. The  act  is  a negative  one, 
and  because  of  its  intangibility 
is  less  readily  applied  to  and  less 
readily  received  by  the  patient. 
This  does  not  enter  into  the  pre- 
vention of  acute  infectious  dis- 
ease, where  often  an  injection 
is  given  and  the  beneficial  re- 
sults are  apparent  almost  im- 
mediately. The  medical  situa- 
tion, in  so  far  as  the  doctor  is 
concerned,  is  one  of  dominance 
and  leadership.  We  must  assume 
it  and  take  it. 

The  entire  pattern  of  medical 
training  should  emphasize  the 
preservation  of  the  best  state  of 
health  possible.  The  best  doctor 
is  one  who  artfully  applies  sci- 
ence for  the  patient  not  only 
when  he  is  acutely  or  chroni- 
cally ill,  but  even  when  he  is 
healthy,  so  that  he  will  be  able 
to  maintain  his  good  health. 

It  is  obvious  that  no  progress 
can  be  or  has  ever  been  made 
without  the  creation  of  new 
problems.  In  medicine,  great 
advances  are  being  achieved 
because  we  forthrightly  recog- 
nize and  face  these  new  chal- 
lenges. It  is  the  total  sum  of 
knowledge  and  the  sensitivity 
that  each  physician  brings  to 
bear  on  the  patient  rather  than 
the  quantity  or  complexity  of 
the  tests  and  drugs,  that  are  the 
telling  factors  in  determining  a 
successful  outcome. 

My  plea  is  for  knowledge  con- 
cerning therapeutic  devices, 
especially  those  that  have  been 
tested  and  that  incorporate  the 
requisite  safety  features.  These 
should  be  administered  carefully 
in  order  to  achieve  the  specific 
purpose,  and  discontinued  as 
soon  as  is  feasible.  Natural  de- 
fenses, tbank  God,  soon  neutral- 
ize any  drug  that  doesn’t  kill! 

University  of  California 
School  of  Medicine  (94122) 


1132 

Northwest  Medicine,  December,  1969 


The  Physician  and  the  Dying  Patient 

GARFIELD  TOURNEY,  M.D.,  Iowa  City,  Iowa 

The  aim  of  treatment  of  the  dying  patient  should  be  to  allow  the 
patient  to  live  in  relative  ease  and  comfort  during  the  process  of 
dying.  The  method  to  be  employed  cannot  be  specified,  for  it  must 
evolve  from  interactions  between  physician,  patient,  and  the  family. 
The  physician  should  maintain  a balance  between  intellectualism 
and  emotionalism,  but  should  not  become  involved  in  the  process 
of  bereavement. 

The  way  of  death  is  often  smoother  than  the 
path  of  life;  and  great  bodily  anguish  (there  is 
reason  to  believe)  does  not  often  enter  largely 
into  the  process  of  dissolution. 

Peter  Mere  Latham,  M.D. 


The  willingness  to  die  appears 
as  a necessary  condition  of 
human  existence.  Death  and 
dying  are  a part  of  the  cycle  of 
life  itself  with  which  each  indi- 
vidual must  eventually  come  to 
terms.  With  a terminal  illness 
disengagement  from  life  occurs 
gradually.  This  is  characteristic 
of  the  patient  suffering  from 
cancer,  where  death  is  not  ordi- 
narily acute  and  a process  of 
gradual  realization  of  the  in- 
evitability of  death  develops 
during  the  course  of  the  illness. 

The  significance  of  death  is 
in  many  ways  denied  and  yet  we 
are  repeatedly  exposed  to  the 
problem  of  death  in  our  rela- 
tionships with  friends  and  rela- 
tives, with  the  mass  media,  social 
and  political  upheavals,  crime 
and  war.  Death  frequently  re- 
mains a taboo  subject,  one  in- 
frequently discussed,  and  often 
approached  with  disapproval 
and  shame.  To  accept  one’s  own 
death  is  difficult  to  conceive— an 
inexplicable  thought  to  many, 
although  the  reality  of  death  for 
others  is  admitted.  Many  of  our 


belief  systems,  religions,  and 
funeral  rites,  as  well  as  the  em- 
phasis on  youthfulness,  have  as 
their  basis  the  avoidance  of  the 
whole  issue  of  death. 

The  physician,  in  treating  the 
chronically  ill  patient,  often  re- 
veals his  own  desensitized  atti- 
tude toward  death.  He  avoids 
empathy  and  identification  with 
the  dying,  and  so  treatment  for 
the  terminal  patient  often  be- 
comes distant  and  impersonal. 
Death  may  also  be  seen  by  the 
physician  as  some  type  of  medi- 
cal failure  and  reflects  his  own 
personal  limitations.  However, 
the  doctor-patient  relationship 
continues  to  have  tremendous 
meaning  for  the  dying  patient 
and  gives  great  comfort  to  the 
suffering  individual  along  with 
the  use  of  a number  of  palliative 
procedures.  Through  interper- 
sonal contacts  with  the  patient, 
the  phvsician  can  overcome 
much  of  the  pain  of  dying,  as 
well  as  the  disturbed  emotions 
aroused  by  the  fear  and  eva- 
sion of  death,  the  fear  of  the 
dead,  and  the  anxiety  of  death. 


A John  Tomlin  Memorial  Lecture  presented  July  26  at  the  Rogue  Valley  Country 
Club,  Medford.  Oregon. 
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Depression,  obsessions  of  death, 
and  suicidal  impulses— common 
components  of  the  dying  process 
—need  to  be  approached  as  part 
of  an  effective  therapeutic  rela- 
tionship. 

the  dying  patient 

What  does  death  mean  for  the 
patient?  Death  can  represent  an 
eternal  sleep,  a state  of  un- 
eonsciouness,  aloneness,  a loss 
of  loved  ones,  separation  from 
the  pleasures  of  earthly  life,  a 
loss  of  self-control,  a loss  of  per- 
sonal identity  and  a loss  of  the 
intactness  of  the  physical  self. 
Death  may  also  signify  a rest,  a 
release  from  the  burdens  of  life, 
a redemption  from  suffering,  a 
doorway  to  another  state  of  be- 
ing, and  a reunion  with  those 
previously  deceased.  Many  cul- 
tural and  religious  values  aim  at 
avoiding  the  social  isolation  as- 
sociated with  the  concept  of 
death.  Death  may  be  readily 
accepted  as  the  individual  seeks 
identity  and  omnipotence  in  a 
movement  or  a cause,  such  as 
war  and  revolutionary  activity. 
There  can  be  a feeling  of  tri- 
umph in  giving  up  life  when  one 
chooses  after  the  course  of  a 
prolonged  illness.  Of  great  im- 
portance in  realizing  this  is  the 
sense  of  personal  and  historical 
immortality  that  is  often  empha- 
sized in  death. 

When  death  occurs  as  part  of 
a chronic  fatal  illness,  such  as 
cancer,  it  takes  on  additional 
meaning.  It  readily  becomes  as- 
sociated with  physical  suffer- 
ing, although  this  is  not  a neces- 
sary condition  with  cancer  by 
any  means  at  all.  Various  stages 
are  seen  in  the  dying  patient 
over  a period  of  time.  Often 
initially  a denial  of  death  exists, 
with  a rejection  of  the  idea  that 
dying  involves  the  person.  Then 
the  question  of  why  death  at  this 


time  may  be  raised  by  the  pa- 
tient, it  seemingly  being  an  in- 
justice. A certain  sense  of  rage 
and  frustration  occurs,  particu- 
larly toward  those  nearest  to  ’.he 
patient.  Then  the  patient  at- 
tempts to  rationalize  it  away  and 
in  his  phantasy  life  seems  to 
make  a bargain  with  death,  and 
accepts  it  if  he  can  be  granted 
some  particular  wish.  During 
this  time  often  there  is  an  at- 
tempt to  postpone  it  and  mini- 
mize its  significance.  Another 
aspect  is  one  of  despair  and  a 
feeling  of  grief  in  dying.  This 
may  reach  extremes  in  terms  of 
the  development  of  depression 
and  even  suicidal  tendencies.  But 
most  patients  work  through  this 
despair  and  accept  the  reality  of 
death,  although  with  ambiva- 
lence, and  finally  face  the  end 
with  dignity  and  courage. 

With  malignancy  there  is  time 
for  preparation  for  death  and 
the  meaning  of  life  may  not  be 
lost  over  a period  of  months  or 
several  years.  However,  the  pa- 
tient may  be  very  much  con- 
cerned about  the  loss  of  mastery 
of  situations,  impairment  of  his 
functioning,  the  loss  of  physical 
vigor  and  changes  in  the  body 
image,  particularly  with  sur- 
gery. Dying  may  be  regarded  as 
being  something  disgusting  and 
the  patient  as  being  untouchable 
by  both  the  patient  himself  and 
his  family.  The  great  threat  may 
not  be  one  so  much  of  dying  as 
a danger  of  progressive  isolation, 
and  the  feeling  of  a sense  of 
aloneness. 

As  the  individual  is  confront- 
ed with  the  problem  of  dying,  he 
utilizes  various  defense  mechan- 
isms and  emotional  reactions. 
Realization  that  he  has  a fatal 
illness  creates  stress  of  great 
magnitude,  and  all  of  his  physi- 
cal and  emotional  resources  are 
called  upon.  A common  reaction 


includes  regression,  a giving  up 
with  regard  to  the  situation  and 
a withdrawal  from  activities  and 
social  relationships.  Some  pa- 
tients tend  to  repress,  suppress 
or  deny  the  dying  process  and 
attempt  to  rationalize  it  away. 
Others  demonstrate  irritability, 
projection,  obsessive-compulsive 
and  counter-phobic  defenses. 
Various  emotional  symptoms  are 
seen,  predominantly  anxiety, 
grief,  depression,  guilt,  shame, 
anger  and  hostility. 

Patients  gradually  make  some 
form  of  adaptation  to  the  dying 
process  and  their  attitudes  to- 
ward death  reflect  their  attitudes 
toward  life.  Often  death  is  diffi- 
cult for  the  individual  and  family 
to  comprehend,  particularly  with 
children  and  those  in  the  prime 
of  their  lives.  Others  face  death 
without  fear  and  when  life  has 
given  them  more  pain  than  pleas- 
ure, death  may  be  sensed  as  a 
form  of  relief.  With  a lingering 
terminal  illness  there  may  be 
great  pain  and  physical  discom- 
fort. Malignancies  are  not  neces- 
sarily the  worst  causes  of  death 
in  terms  of  distress,  although  if 
the  necessary  help  and  palliative 
treatment  is  not  obtained,  such 
deaths  can  be  extremely  painful 
and  seemingly  cruel.  Quite  often, 
especially  in  the  elderly  who 
have  other  troubles  and  diseases 
that  are  incurable,  cancer  is  not 
the  fatal  disorder  that  brings 
much  of  the  discomfort  to  their 
existence. 

It  is  not  the  experience  of 
death,  but  the  feeling  of  being 
hurt  or  being  deserted  which 
has  such  great  psychological 
meaning  for  the  patient.  Because 
of  these  factors  the  patient  needs 
to  share  his  experiences  with 
the  doctor,  and  with  the  doctor’s 
understanding  of  the  patient’s 
pain  and  despair,  the  patient 
feels  less  frightened  and  alone. 


1134 

Northwest  Medicine,  December,  1969 


The  doctor  can  orient  the  patient 
toward  reality  while  allowing 
the  patient  to  ventilate  his  con- 
cern over  his  illness,  death,  his 
family  and  friends.  An  important 
component  of  dying  is  this 
separation  - depression  reaction, 
which  often  is  accompanied  by 
phantasies  of  reunion  with  others 
who  have  died  previously  and  a 
reinvestment  of  feelings  for  the 
dead.  Many  individuals  have  a 
number  of  accessible  reunion 
phantasies  and  relief  occurs 
with  their  verbalization. 

At  times  depressive  reactions 
may  lead  to  suicidal  phantasies 
and  attempts.  In  fact,  approxi- 
mately 20  per  cent  of  suicides 
are  related  to  chronic  physical 
disease  usually  of  an  extremely 
painful  or  debilitating  type  such 
as  seen  with  some  malignancies. 
With  depression  and  suicidal 
preoccupation  the  prospect  of 
life  remains  miserable  for  pa- 
tients as  they  anticipate  the 
death  their  disease  is  bringing. 
Most  important  of  physical  dis- 
orders contributing  to  suicide  is 
cancer,  although  in  many  cases 
the  post-mortem  examination 
has  shown  the  apparently  suc- 
cessful treatment  of  the  illness 
without  recurrence.  Hence  the 
depression  has  no  realistic  basis 
in  terms  of  the  patient’s  physical 
condition.  Depression  and  sui- 
cidal tendencies  with  physical 
illness  may  actually  be  primary 
depressive  illnesses  while  the 
physical  disorders  per  se  may 
not  be  playing  a significant  role 
in  continuation  of  the  depres- 
sion. The  physical  disorder  acts 
as  a precipitating  emotional 
stress  for  the  development  of 
the  depressive  illness.  On  the 
other  hand,  there  are  patients 
who  initially  develop  depressive 
symptoms  as  an  early  sign  of 
their  malignancy,  as  is  common- 
ly seen  in  carcinoma  of  the  pan- 


creas. Because  of  these  factors, 
a careful  diagnostic  study  re- 
garding depressive  symptoms  is 
important  both  from  the  psycho- 
logical and  physical  viewpoints. 

The  use  of  drugs  and  the 
metabolic  changes  of  the  disease 
process  itself  often  blunt  emo- 
tional responses  resulting  in 
apathy  and  indifference.  With 
advanced  malignancy  patients 
usually  know  the  nature  of  the 
disturbance  and  realize  the  in- 
evitability of  death.  As  they 
near  death  they  may  become 
confused  and  even  comatose. 

The  whole  question  as  to  the 
role  of  emotional  anguish  and 
the  hastening  of  death  is  difficult 
to  answer.  Where  depression 
and  the  lack  of  hope  become 
consistent  and  pervasive  symp- 
toms, the  patient  does  fail  to 
mobilize  the  usual  physical 
and  emotional  mechanisms  for 
coping  with  distress.  He  may 
refuse  to  eat,  languish,  avoid 
social  relationships,  become  in- 
active, and  resolve  to  die.  In 
these  circumstances  the  whole 
process  of  death  is  hastened. 

attitudes  of  physician  toward  death 

In  becoming  a physician  one 
repeatedly  becomes  desensitized 
to  death  and  often  assumes  an 
impersonal,  cold  and  distant  ap- 
proach to  the  problem.  He  may 
intellectualize  the  process  of 
death  in  order  to  avoid  his  own 
fears  and  sense  of  impotence 
in  dealing  with  fatal  illness. 
Terminal  illness  in  some  in- 
stances represents  a threat  to 
the  physician’s  sense  of  omni- 
potence and  his  need  to  control 
the  disease.  Some  patients  be- 
lieve that  the  physician  has 
some  special  powers,  a magical 
type  of  omnipotence,  which 
helps  them  maintain  hope 
through  the  period  of  the  stress 
of  illness. 


The  physician’s  anxiety  in  re- 
gard to  death  is  often  seen  in 
his  difficulty  in  informing  the 
patient  of  the  seriousness  of  his 
illness.  At  times  he  has  a prob- 
lem regarding  over-identifica- 
tion and  excessive  empathy  with 
certain  types  of  patients,  while 
a reaction  of  antipathy  may 
occur  toward  others.  A feeling 
of  triumph  in  outliving  some 
patients  may  be  experienced  by 
the  doctor,  while  with  others 
there  is  guilt  over  the  inability 
to  help.  A balance  between  in- 
tellectualism  and  emotionalism 
must  be  obtained  within  the 
physician.  In  order  to  maintain 
a good  doctor-patient  relation- 
ship his  emotional  interest  in 
the  patient  needs  to  be  fostered. 
However,  he  does  not  involve 
himself  in  the  process  of  be- 
reavement, grief  and  mourning 
as  do  members  of  the  family. 
Unwitting  irrational  or  uncon- 
scious feelings,  irrespective  of 
their  origin,  lead  at  times  to  re- 
jection of  the  patient.  This  may 
adversely  affect  the  maintenance 
of  hope  in  the  patient  and  the 
efficacy  of  palliative  measures. 
Osier  emphasized  the  need  for 
the  doctor  to  maintain  a sense 
of  imperturbability  with  the 
dying  patient— “The  first  essen- 
tial is  to  have  your  nerves  well 
in  hand.” 

the  family  of  the  dying  patient 

The  emotional  state  of  the 
family  and  reaction  of  family 
members  to  the  terminal  illness 
of  the  patient  are  most  impor- 
tant. It  is  wise  for  the  physician 
to  have  made  a careful  appraisal 
of  the  family,  its  stability,  and 
the  problems  and  emotional 
difficulties  of  individual  mem- 
bers, before  explaining  the 
course  and  nature  of  the  illness. 
The  knowledge  of  a fatal  illness 
in  a family  member  has  great 
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impact  on  the  entire  family. 
And  family  members  utilize  a 
number  of  defenses  and  demon- 
strate disturbed  emotional  re- 
sponses just  as  does  the  patient. 
They  may  become  greatly  con- 
cerned with  object  loss  as  well 
as  the  stress  of  witnessing  the 
physical  and  psychological  wan- 
ing of  the  patient  during  the 
chronic  illness.  The  cost  of 
medical  care  and  time  spent 
with  the  patient  may  also  have 
considerable  significance  for  the 
family. 

The  physician  must  maintain 
open  channels  of  communication 
with  the  family  and  gradually 
present  the  seriousness  of  the 
problem  to  them.  With  a knowl- 
edge of  the  family  structure  he 
will  ordinarily  know  to  whom 
he  should  explain  the  illness  and 
at  what  tempo.  In  describing 
the  seriousness  of  the  illness  one 
aims  at  preventing  and  relieving 
guilt  and  anxiety  which  may 
prolong  their  grief  and  result  in 
depression.  Such  feelings  are 
normal— as  are  many  others  that 
occur  as  reaction  to  illness  of  a 
relative.  Hostility  over  the  bur- 
den of  the  illness  may  be  seen, 
and  at  times  family  members 
become  irritable  and  angry  with 
the  patient.  The  feeling  of  ex- 
haustion in  the  care  of  the  pa- 
tient may  lead  to  considerable 
resentment.  Old  grievances 
among  family  members  may  be 
highlighted  and  dissent  may 
occur  in  relation  to  the  patient’s 
will  and  the  distribution  of  the 
estate. 

Patients  and  family  may  both 
interpret  hospitalization  as  some 
form  of  rejection  and  hence  it  is 
important  for  family  members 
to  be  involved  in  the  patient’s 
care  with  hospitalization.  The 
physician  assumes  the  decision 
making  process  in  the  care  of 


the  patient  in  order  to  avoid 
placing  the  family  in  a dilemma 
in  regard  to  who  should  provide 
care.  He  must  also  determine 
the  nature  of  the  care  required 
and  the  necessity  of  hospitaliza- 
tion. Care  at  home  is  advisable 
in  many  instances  and  most  peo- 
ple prefer  to  die  at  home.  How- 
ever, where  frequent  medication 
is  necessary,  the  family  is  realis- 
tically overburdened,  supervised 
nursing  care  is  required  and  hos- 
pitalization is  needed. 

Regulating  visits  by  the  fam- 
ily is  important  whether  the 
patient  is  at  home  or  in  the 
hospital.  Unrestricted  visiting 
may  present  a number  of  prob- 
lems for  the  patient  and  the 
family  members.  It  may  be  ex- 
hausting and  frustrating  for  the 
patient  and  often  proves  to  be 
an  excessive  physical  and  emo- 
tional drain  for  the  relatives. 
The  level  of  interpersonal  irrita- 
bility7 and  frustration  may  be 
increased  through  frequent  visit- 
ing. Visiting  should  serve  the 
function  of  carrying  out  a mean- 
ingful emotional  gratification  for 
the  patient  and  the  relatives. 
When  it  produces  adverse  or 
negative  emotional  reactions  it 
should  then  be  avoided  or  lim- 
ited. A certain  amount  of  visit- 
ing is  necessary  in  order  to  over- 
come the  separation  anxiety  and 
feeling  of  loneliness  of  the  pa- 
tient as  well  as  to  reduce  the 
feeling  of  guilt  in  relatives. 

The  physician  is  confronted 
with  managing  the  feelings  of 
anger,  hostility  and  grief  among 
the  family  members.  Dying  of 
the  patient  is  often  a severe 
emotional  and  economic  drain. 
The  patient  does  not  get  better, 
but  worse,  and  often  makes  ex- 
cessive demands,  becomes  more 
irritable  and  expresses  hostility 
towards  the  family.  With  such 


circumstances  one  can  see  anger 
and  frustration  mounting  within 
the  family  members.  Often  the 
anger  may  be  directed  toward 
medical  personnel,  including 
nurses  and  physicians,  who  are 
regarded  as  not  giving  enough 
attention  and  care  to  the  patient. 
Medical  personnel  should  be 
alert  to  the  possible  existence 
of  such  reactions,  avoid  with- 
drawal, and  try  to  manage  the 
difficult  patient  or  family7 
through  allowing  them  to  ex- 
press their  thoughts  and  feel- 
ings. A certain  tolerance  of  their 
emotionality  during  their  diffi- 
cult experience  is  necessary. 

Bereavement  and  grief  are 
seen  as  a reaction  to  the  process 
of  dying  and  the  ultimate  loss 
seen  in  death.  Bereavement  em- 
phasizes the  deprivation  or  loss 
of  the  loved  one  by  death,  and 
grief  is  the  mental  suffering  fol- 
lowing such  bereavement.  The 
bereaved  person  finds  himself 
restless,  aimless,  and  unable  to 
initiate  organized  patterns  of 
activity;  often  he  manifests  tran- 
sitory feelings  of  anxiety,  anger 
and  depression.  Grief  may  not 
be  initiated  by  the  actual  death 
of  the  loved  one,  but  rather  by 
the  anticipation  of  the  death 
when  a fatal  prognosis  is  made. 
In  many  cases  of  prolonged 
terminal  illness  the  grief  re- 
action may  have  run  its  course 
by  the  time  death  has  arrived 
and  with  death  there  is  often 
experienced  a sense  of  relief. 
Many  somatic  complaints  may 
be  experienced  during  the 
period  of  bereavement.  At  times 
grief  persists  and  feelings  of  de- 
pression become  more  intense 
and  a ty7pical  depressive  illness 
occurs  with  a lack  of  interest, 
extreme  feelings  of  guilt,  sleep- 
ing disturbance,  weight  loss,  and 
a feeling  of  hopelessness  about 
the  future. 


1136 

Northivest  Medicine,  December,  1969 


treatment  of  the  dying  patient 

The  physician’s  treatment  goal 
is  one  not  so  much  of  helping  a 
person  to  die  as  to  help  him  to 
live  until  the  time  of  death. 
Death  may  then  be  recognized 
and  accepted  as  a reality  of  life 
itself.  Communication  becomes 
of  prime  significance  as  the  pa- 
tient wants  the  opportunity  of 
talking  about  daily  things  with 
the  physician,  nursing  personnel 
and  families.  Throughout,  this 
helps  maintain  a sense  of  hope 
and  overcome  the  feeling  of  final 
isolation.  A meaningful  life  need 
not  be  lost  to  the  terminal  pa- 
tient. Such  patients  can  continue 
to  see  themselves  as  functioning 
and  productive  human  beings  in 
carrying  out  as  many  of  the  nor- 
mal aspects  of  their  lives  as  is 
possible  for  them  to  do. 

An  initial  important  problem 
rests  in  informing  the  patient  re- 
garding the  nature  of  his  illness. 
This  issue  has  been  frequently 
discussed  by  many  physicians.  It 
has  been  found  in  studies  that 
most  patients  want  to  know 
about  their  terminal  illness,  and 
give  reasons  such  as  putting 
their  personal  affairs  in  order, 
making  various  financial  and 
family  arrangements  and  having 
a right  to  know  because  it  is 
their  life.  In  survey  studies,  80 
per  cent  of  the  patients  ex- 
pressed this  desire  of  being  in- 
formed. It  is  interesting  to  note 
that  many  physicians  do  not 
want  to  tell  the  patient  the  na- 
ture of  his  illness  and  prefer  to 
communicate  through  the  fam- 
ily. This  usually  reflects  the 
physician’s  anxiety  and  his  lack 
of  understanding  the  patient’s 
personality  and  family  relations. 
How  the  patient  is  told  becomes 
important.  The  truth  can  be 
cruel  and  cold  but  when  the 
nature  of  the  illness  is  expressed 
with  gentleness,  mercy  and  a 


sense  of  hope,  the  patient  can 
often  be  led  to  understand  the 
nature  of  the  difficulty  and  the 
anticipated  course  of  his  life 
during  the  next  few  months  or 
years.  This  whole  process  of  ex- 
plaining is  a highly  individual 
process,  and  one  should  know 
the  patient,  his  family,  their  per- 
sonalities, problems  and  stresses 
in  order  to  best  carry  out  the 
informing  process. 

Factors  that  influence  the  in- 
forming process  include  the  pa- 
tient’s and  family’s  emotional 
and  intellectual  resources.  The 
ego  strength  of  the  patient,  his 
religious  convictions  and  his  in- 
tellectual capacity  are  important. 
The  physician  should  access 
how  much  the  patient  already 
knows  about  his  illness,  his  pre- 
vious contacts  with  other  doc- 
tors, the  family  medical  history, 
the  nature  of  prior  illnesses  and 
his  emotional  reactions  to  them. 
How  much  does  the  patient 
really  want  to  know?  He  may 
be  using  the  mechanism  of  de- 
nial, and  even  though  special 
diagnostic  procedures,  surgery 
and  radiotherapy  indicate  to 
most  individuals  the  likelihood 
of  cancer,  he  may  act  as  if  he  is 
oblivious  to  their  real  implica- 
tions for  him.  At  such  times  the 
patient’s  defenses  need  to  be 
supported  and  his  seeming  ir- 
rationality not  attacked. 

The  patient  may  be  in  doubt 
as  to  when  the  doctor  knows 
the  diagnosis.  When  the  physi- 
cian is  not  sure,  he  should  reveal 
this  knowledge  to  the  patient 
and  the  necessity  for  special 
examinations,  biopsy  and  explor- 
atory procedures.  It  is  unwise  to 
make  a preliminary  diagnosis  of 
malignancy  for  which  the  evi- 
dence has  not  been  substantiated 
by  biopsy  or  exploratory  pro- 
cedures. A tentative  diagnosis 
of  cancer,  later  not  substan- 


tiated, often  initially  creates 
more  conflict  and  confusion  for 
the  patient.  At  times  the  patient 
will  not  admit  the  seriousness  of 
the  illness,  although  proving  to 
be  cooperative  with  treatment. 
The  physician  proceeds  gently, 
does  not  force  upon  the  patient 
the  full  medical  implications  of 
his  illness,  but  explains  simply 
and  directly  the  nature  of  the 
disorder  and  the  prospects  for 
therapy.  The  illness  may  have 
great  personal  meaning  for  the 
patient,  and  this  the  physician 
should  understand.  This  knowl- 
edge can  only  be  gained  by  free 
verbal  exchange  between  the 
patient  and  the  doctor. 

One  needs  to  approach  the 
patient  with  respect  and  tact, 
utilizing  reassurance,  particular- 
ly in  regard  to  the  immediate 
task  at  hand.  The  totally  un- 
prepared patient  must  be  pre- 
pared for  the  significance  of  his 
illness.  At  times  the  seriousness 
may  be  approached  through 
understatements  or  analogies; 
however,  throughout  the  course, 
encouragement  of  self-expression 
in  the  patient  with  the  emphasis 
on  hope  is  important.  The  pa- 
tient and  his  family  have  the 
right  to  know  about  the  illness 
in  order  to  put  their  affairs  in 
order,  make  confessions,  sacra- 
mental and  informal,  alleviate 
irrational  fears  and  guilt,  and 
maintain  a sense  of  belonging. 
Frequently  there  is  great  relief 
in  being  able  to  speak  openly 
and  candidly  about  the  nature 
of  the  illness  to  friends  and  rela- 
tives. 

Granted  that  the  treatment  is 
a palliative  one,  one  should  aim 
at  allowing  the  patient  to  live 
with  relative  ease  and  comfort 
during  the  process  of  dying. 
Throughout  the  terminal  period 
a realistic  approach  to  palli- 
ation should  occur.  One  could 
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encourage  a subjective  sense  of 
control,  but  where  necessary, 
medications  for  control  of  pain, 
anxiety  and  depression  may  be 
indicated.  Wherever  possible 
one  expects  the  patient  to  func- 
tion at  the  adult  level,  and  this 
in  itself  reduces  anxiety,  depen- 
dency, regression  and  the  feeling 
of  being  a burden  to  others. 

In  the  late  stages  of  the  illness, 
shortly  before  death,  the  sen- 
sorium  may  be  involved.  Patients 
may  become  confused,  irration- 
al in  their  thinking,  delusional 
and  at  times  hallucinate.  Para- 
noid tendencies  with  ideas  of 
persecution  may  be  seen.  Many 
of  the  chemotherapeutic  agents 
for  cancer  produce  a toxic  de- 
lirium. These  disturbances  in 
the  sensorium  are  probably  also 
related  to  the  inanition,  nutri- 
tional deficiencies  and  metabolic 
disturbances  that  occur  with  late 
cancer.  These  features  may  also 
reflect  metastatic  lesions  to  the 
brain  with  increased  intracranial 
pressure  and  neuronal  destruc- 


tion, particularly  in  the  pre- 
frontal cortex. 

Nursing  personnel  may  often 
be  caught  between  the  seeming 
coldness  of  the  physician  and 
the  high-pitched  emotions  of  the 
patients  and  their  families.  They 
need  considerable  support  from 
the  medical  staff  in  order  to 
handle  the  dying  patient.  In  ap- 
proaching the  patient,  they  must 
realize  that  many  nuisance  calls 
may  express  the  patient’s  need  to 
talk  and  communicate  his  diffi- 
culties. When  the  patient  be- 
comes hospitalized  and  bed- 
ridden, further  withdrawal  and 
regression  may  occur.  One 
should  encourage  as  much  activ- 
ity as  possible  in  the  patient.  He 
should  get  up,  walk  about,  be- 
come involved  in  projects,  and 
talk  over  subjects  related  to  his 
own  needs.  Wherever  possible 
the  use  of  a communal  dining 
room  has  advantages  over  eating 
alone  in  bed.  In  such  circum- 
stances patients  continue  to 
share  experiences,  be  informed 


and  talk  about  daily  activities. 
They  need  to  overcome  the  final 
isolation  and  maintain  a sense 
of  hope. 

The  religious  and  ethical  as- 
pects of  the  patients’  lives  need 
to  be  considered  by  the  physi- 
cian. Medicine  and  religion  are 
mutually  compatible  in  dealing 
with  the  dying  patient,  and  the 
pastoral  communication  may  be- 
come quite  important.  The  phy- 
sician should  ordinarily  avoid 
discussion  of  religious  topics,  but 
should  support  the  patient’s  be- 
lief system  and  his  faith.  Prob- 
lems of  guilt  can  be  dealt  with 
by  the  clergyman  as  well  as  by 
the  physician.  Certainly  the  aim 
is  one  of  reducing  a sense  of 
guilt  and  responsibility  for  the 
illness  in  the  patient.  Confession 
and  the  final  ordering  of  one’s 
life  in  the  dying  process  play  an 
important  role  in  maintaining  a 
sound  emotional  state  in  the  pa- 
tient as  he  faces  the  loneliness 
of  death. 

500  Newton  Road  (52240) 
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OREGON 


Oregon  Medical  Association -2164  s.w.  park  place,  Portland,  Oregon  97205 

president  Noel  B.  Rawls,  M.D.,  Astoria 

secy-treas.  Lawrence  M.  Lowell,  M.D.  Portland 
executive  secy.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting  October  1-4,  1970,  Portland 


OMA  November  Board  Meeting  Busy 


The  Oregon  Medical  Association’s  Board  of  Trus- 
tees took  the  following  action  with  respect  to  the 
report  of  the  Executive  Committee  at  their  No- 
vember meeting: 

That  the  OMA  continue  its  modified  group  pro- 
gram of  Workmen’s  Compensation  Insurance  for 
physicians  and  their  employees  with  the  present 
underwriter,  Industrial  Indemnity. 

Adopted  a recommendation  that  the  names  of 
Verner  V.  Lindgren,  Portland;  John  E.  Tuhy,  Port- 
land; and  G.  Prentiss  Lee,  Portland  be  submitted 
as  nominees  to  represent  the  Oregon  Medical  Asso- 
ciation on  the  Oregon  Medical  Research  Board. 

Passed  a recommendation  that  the  Association 
write  a letter  to  the  appropriate  members  of  U.  S. 
Congress  deploring  the  action  of  Congress  regard- 
ing the  professional  incorporation  legislation  pend- 
ing inasmuch  as  many  of  the  several  states  have 
already  enacted  legislation  providing  an  opportunity 
for  self-employed  professionals  to  incorporate. 

It  was  further  noted  that  if  Congress  did  take 
any  advantage  out  of  state-legislated  incorporation 
acts  the  result  would  be  an  unfair  and  unequal  op- 
portunity and  would  be  in  violation  of  states  rights. 
The  constitutionality  of  such  Federal  action  was 
therefore  questioned. 

Adopted  a recommendation  that  the  1970  Annual 
Session  of  the  OMA  be  held  October  1-4,  1970. 
These  dates,  which  fall  Thursday  through  Sunday, 
coordinate  with  a change  which  the  Washington 
State  Medical  Association  was  forced  to  make. 

Adopted  a recommendation  that  the  OMA  not 
sponsor  another  group  tour  until  the  Oregon  Medical 


Association  1970  Europe  Excursion  plans  have  been 
firmly  established. 

Referred  the  increasing  problem  resulting  from 
stolen  and  forged  prescriptions  to  the  Committee 
on  Pharmacy  and  Drugs  and  requested  that  they 
initiate  appropriate  legislation  if  deemed  necessary. 

In  other  action  the  Board  reviewed  an  informa- 
tional report  from  the  Oregon  Academy  of  General 
Practice  concerning  the  Oregon  Conference  on 
Family  Practice  held  at  Salishan  Lodge  October 
24-26. 

The  Trustees  also  reviewed  a report  of  the  Com- 
mittee on  State  Industrial  Affairs  which  reported 
the  membership  of  a State  Workmen’s  Compensa- 
tion Board-appointed  special  committee  to  study 
and  recommend  procedures  for  implementation  of 
“usual  and  customary”  physician  fees. 

Physicians  appointed  to  the  committee  are  George 
C.  McCallum,  Eugene;  E.  Hume  Downs,  Salem; 
Lester  H.  Eisendorf,  Portland;  James  H.  Seacat, 
Salem;  Robert  H.  Gray,  Portland;  Robert  T.  Capps, 
Portland  and  Alton  E.  Weibe,  Portland. 

Adopted  was  a recommendation  of  the  Committee 
on  Conservation  of  Vision  which  read:  “That  the 
Association  be  on  record  and  promulgate  the  follow- 
ing position  regarding  the  detection  and  prevention 
of  amplyompia  ex  anopsia:  ‘since  this  condition  is  a 
secondary  condition  it  should  be  possible  to  minimize 
this  crippling  adaptation  by  preventive  means.  Mea- 
sures which  should  be  effective  to  this  end  would 
include  the  early  examination  of  all  individuals 
whose  eyes  are  not  fully  coordinated  by  the  age  of 
six  months,  all  children  whose  eyes  are  not  straight 
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at  all  times  and  all  children  who  do  not  have  good 
vision  in  each  eye’.” 

The  Board  also  reviewed  a preliminary  1970  bud- 
get presented  by  Association  Secretary-Treasurer, 
Lawrence  M.  Lowell.  The  proposed  budget  pro- 
jected 1970  income  at  $251,000  and  estimated  ex- 
penses at  nearly  $232,000. 

Medical  Board  Licenses 
64  Doctors 

The  following  doctors  were  licensed  October  18, 
to  practice  medicine  in  Oregon: 

James  Lester  Baldwin;  Herbert  Isaac  Bias,  Jr.; 
Douglas  Mills  Blatchford;  Robert  Henry  Blomquist; 
Harold  Irwin  Boverman;  Thomas  Simeon  Dietrich; 
Gordon  Alexander  Dowsett;  George  Henry  Frailey; 
Gary  Julius  Goodman;  Thomas  Howard  Halgren; 
Peter  Brian  Hutchinson;  Freburn  LeRoy  James; 
Larry  Michael  Miller;  Victor  Carl  Marquardt,  Jr.; 
James  Dean  Nelson;  Norman  Harold  Peckham; 
Gary  Keith  Resehly;  Gordon  Hiroshi  Sasaki;  James 
Edward  Scheel;  David  Neil  Sim;  Robert  Donald 
Thornton;  Peter  Richard  Torelli;  Daniel  Jerome 
Trozak;  Gary  Clark  Van  Galder;  John  Lewis  Wallin; 
Glenn  Howard  Weyhrich;  and  Herbert  McNeil 
Woodcock,  all  of  Portland. 

David  James  Abel,  Eugene;  Donlad  Franklin  Aus- 
tin, Richmond,  California;  Robert  Francis  Balen, 


West  Linn;  Thomas  Allen  Bailey,  Salem;  Jay  B.  V. 
Butler,  Jr.,  St.  Louis,  Missouri;  Victor  Bernard  Bras- 
seur,  Yakima,  Washington;  Carol  David  Calder, 
Eugene;  Avalo  Vergne  Caldwell,  Lawton,  Oklahoma; 
Robert  Stanton  Chapman,  Indianapolis,  Indiana; 
John  Edward  Chen,  Caldwell,  Idaho;  Edward  Fred- 
erick Doehne,  III,  Woodland,  California;  George 
Michael  Galambos,  Chicago,  Illinois;  Alexander  Paul 
Hands,  Sunset  Beach,  California;  Henry  Curtis 
Harrell,  Grants  Pass;  Robert  Lewis  Harrington,  Santa 
Clara,  California;  George  Woody  Harwood,  Jr.,  Ev- 
erett, Washington;  Gertrude  Lilian  Hutton,  Pendle- 
ton; Lloyd  Henry  Klefstad,  Greenbush,  Minnesota; 
John  Charles  Krauss,  United  States  Air  Force;  Don 
Denman  Martin,  Vancouver,  Washington;  Thomas 
Edward  Matheson,  Miami,  Arizona;  William  Palmer 
McNulty,  Beaverton;  Raymond  Kenneth  Minge, 
Worthington,  Minnesota;  Mitchell  Andrew  Moos, 
Grants  Pass;  James  Lawrence  Murdock,  Eugene; 
Kerry  Kenneth  O’Fallon,  Cottage  Grove;  Anthony 
George  Pappas,  United  States  Army,  Portland; 
Wayne  Faling  Platner,  Spokane,  Washington;  Wil- 
liam John  Pendergast,  III,  U.  S.  Public  Health  Serv- 
ice; Stephen  Roberts  Rogers,  Bend;  Barney  Sutton 
Saunders,  Beaverton;  Clifford  Sherwood,  Salt  Lake 
City,  Utah;  Max  Laurel  Smith.  United  States  Army; 
Terry  Allen  Sorom,  Astoria;  Richard  Trussell  Wal- 
den, Loma  Linda,  California. 

William  Edward  Davis,  D.  O.,  Kansas  City,  Kansas 
and  Stanley  Roland  Mertes,  D.O.,  Denver,  Colorado 
were  also  licensed. 


Committee  Activities 


Liaison  to  Optometrists 

The  OMA  Liaison  Committee  to  the  Oregon 
Optometric  Association  met  at  Association  Head- 
quarters on  November  5.  The  Committee,  chaired 
by  J.  Richard  Raines,  Immediate  Past  President  of 
the  Oregon  Medical  Association,  met  to  discuss 
ethical  and  operational  concerns  of  mutual  interest 
between  the  two  professions. 

The  Committee  consists  of  Doctor  Raines,  three 
opthalmologists  and  three  optometrists. 

Conservation  of  Vision 

The  Committee  on  Conservation  of  Vision  met 
on  November  6 to  promulgate  a recommended 
policy  regarding  the  prevention  and  detection  of 
amplyopia  ex  anopsia.  The  primary  purpose  of  the 
policy  statement  was  based  on  the  broad  general 


agreement  between  ophthalmologists  that  the  earlier 
such  conditions  are  detected  the  higher  the  success 
rate  of  improvement  can  be  expected. 

As  a result  of  the  recommendation  the  committee 
would  plan  to  involve  itself  in  a multi-faceted  ap- 
proach of  information  and  education  in  screening 
procedures  in  order  to  prevent  the  condition  often 
referred  to  as  the  “lazy  eye.” 

Coordination  and  Communication 

The  Council  on  Medical  Education’s  Coordination 
and  Communication  Committee  met  at  Association 
headquarters  on  November  7 to  discuss  preliminary 
plans  for  a Regional  Medical  Education  Coordinator 
Program. 

Committee  Chairman,  Robert  I.  Daugherty  ex- 
plained that  the  pilot  program  for  the  year  is 
designed  to  supplement  all  continuing  education 


1140 

Northwest  Medicine,  December,  1969 


efforts  in  the  state.  Physicians  in  all  areas  of  the 
state  will  serve  as  local  coordinators  of  educational 
opportunities  available  in  their  area.  The  coordi- 
nators will  also  serve  as  liaison  between  other  doc- 
tors in  their  community  and  the  Council  on  Medical 
Education  in  serving  the  educational  needs  charac- 
teristics of  a specific  area. 

A workshop  for  the  pilot  program  is  tentatively 
scheduled  for  mid-May,  and  will  serve  as  a training 
session  for  the  approximately  twenty  Regional  Co- 
ordinators who  will  be  appointed  by  the  Council 
before  that  time. 

Ombudsman  Committee 

The  Oregon  Medical  Association’s  Ombudsman 
Committee,  chaired  by  Joseph  L.  Miller,  Jr.,  met 
at  Association  headquarters  on  November  14. 

The  principal  purpose  of  the  meeting  was  to 
review  the  last  eleven  of  41  letters  to  the  Com- 
mittee written  as  a result  of  a solicitation  last  spring, 
when  OMA  members,  non  members,  medical  stu- 
dents, ADC  Mothers,  Osteopathic  Physicians  and 
any  other  interested  persons  were  asked  to  address 
to  the  Committee  any  and  all  questions  and  com- 
plaints concerning  organized  medicine  and  other 
concerns  having  to  do  with  medical  care  in  Oregon. 

The  Committee  has  been  meeting  regularly  to 
discuss  these  letters  and  to  assign  members  to  re- 
spond and  try  to  assist  the  writer  with  the  problem. 

Included  on  the  Committee  are  OMA  members 
who  hold  no  other  office  or  appointment  in  the 
Association  as  well  as  members  of  the  Board  of 
Trustees.  Noel  B.  Rawls,  OMA  President  recently 
appointed  two  UOMS  medical  students,  Mason 
Smith  and  Bruce  VanZee  to  the  Committee. 

The  Ombudsmen  are  continuing  their  project 
and  invite  readers  with  questions  or  complaints  or 
comments  to  write  the  Ombudsman  Committee  care 
of  OMA  Headquarters. 

Medicine  and  Religion 

Glenn  M.  Gordon,  newly-appointed  chairman  of 
the  Committee  on  Medicine  and  Religion  recently 
announced  his  committee  will  be  co-sponsoring  a 
convocation  on  the  relationship  of  medicine  and 


theology  with  several  state  church  and  clergy  groups 
this  spring. 

Tentatively  scheduled  for  March  19-20  at  Wil- 
lamette University,  the  meeting  will  be  entitled 
“Medicine  and  Theology,  A Dialogue.”  It  will  be 
open  to  any  interested  physicians  and  clergymen 
in  the  state. 

Although  the  convocation  will  be  primarily  de- 
voted to  discussion  between  the  professions,  each 
group  has  recruited  a speaker  to  co-keynote  the 
proceedings.  The  physician  speaker  is  E.  Mansell 
Pattison,  University  of  Washington  School  of  Medi- 
cine faculty  member.  Dr.  Pattison  is  also  an  ordained 
minister. 

Representing  the  clergy  will  be  Dr.  Harvey  Pott- 
hoff,  Professor  of  Theology  at  Illiff  School  of  Theol- 
ogy in  Denver,  Colorado. 

Regional  AAMSE  Conference  at  Salishan 

Oregon  physicians  and  medical  society  executives 
played  a large  part  in  a western  regional  conference 
of  the  American  Association  of  Medical  Society 
Executives  held  at  Salishan  Lodge  November  10-12. 

Mr.  Robert  H.  Eisner  and  Mr.  J.  David  Lortie, 
Multnomah  County  Medical  Society;  Mr.  Tom 
Bechtol,  Clackamas  County  Medical  Society  and 
Mr.  Robert  O.  Bissell,  Oregon  Medical  Association 
were  program  participants  in  the  three  day  educa- 
tional program. 

More  than  forty  executives  from  as  far  away  as 
Florida  attended.  Blair  J.  Henningsgaard,  Immedi- 
ate Past  Chairman  of  AMPAC;  Max  H.  Parrott, 
AMA  Trustee,  Noel  B.  Rawls,  OMA  President, 
and  Arnold  Hurtado,  Kaiser  Foundation  were  Ore- 
gon doctors  on  the  program. 

Principal  subject  of  discussion  was  peer  review. 
The  conference  was  planned  by  Mr.  Eisner,  Mr. 
Lortie,  Mr.  Bissell  and  Mr.  Boyd  Thompson,  Execu- 
tive Director  of  the  San  Jouquin  Medical  Society'. 

Other  Oregon  executives  in  attendance  were  Miss 
Peggy  Cloyd,  Multnomah  County  Medical  Society; 
Mrs.  Betty  Ferrell,  Oregon  Medical  Political  Action 
Committee,  Mrs.  Jan  Oppertshauser,  Lane  County 
Medical  Society,  and  Mr.  Robert  L.  Dernedde  and 
Mr.  James  A.  Kronenberg,  Oregon  Medical  Asso- 
ciation. 
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PRESIDENT’S  page 


NOEL  B.  RAWLS,  M.D. 


One  Vote  Counts 


During  the  long  history  of  politics  in  America 
there  have  been  numerous  examples  where  one 
vote  decided  an  election.  At  the  recent  Annual  Ses- 
sion of  the  Oregon  Medical  Association  the  old  adage 
that  “your  vote  counts”  was  seen  again  when  Dr. 
Robert  Hare  won  the  election  for  President-Elect  by 
a single  vote.  Who  won  the  election  is  not  the  issue 
since  all  three  candidates  were  well  qualified  for  the 
position. 

What  does  matter  is  that  the  membership  of  OMA 
is  increasingly  concerned  with  our  process  of  election 
of  officers.  This  first  became  apparent  when  the 
Grass  Roots  Committee  of  the  OMA  suggested  con- 
tested elections.  At  this  session  of  the  House  of  Dele- 
gate a resolution  introduced  by  Lane  County  con- 
cerned the  composition  of  the  Nominating  Commit- 
tee, suggesting  that  there  be  no  more  than  two 
members  from  any  single  county  society  on  the  com- 
mittee. Another  resolution  pointed  out  that  the  elec- 
tion of  the  top  officers  of  the  OMA  is  decided  by 
those  geographically  nearest  the  year’s  particular  an- 
nual meeting  site  and  is  not  consistent  with  the  true 


representative  vote.  It  resolved  that  the  principal 
officials  of  the  Association  would  be  elected  by  a 
vote  of  the  registered  delegates  from  each  compon- 
ent society.  In  addition,  the  Committee  on  Articles 
of  Incorporation  and  Bylaws  referred  to  the  House 
certain  changes  in  the  method  of  elective  procedures. 

Reference  Committee  A spent  a considerable 
amount  of  time  hearing  testimony  from  physicians 
regarding  this  subject.  In  its  report  to  the  House  at 
the  final  session,  the  reference  committee  “found 
that  there  was  considerable  confusion  among  the 
OMA  members  as  to  the  intent  and  the  elective  pro- 
cedures appeared  to  be  unworkable.”  The  report 
quite  aptly  pointed  out  that  the  committee  was  un- 
able to  develop  sufficient  unanimity  to  provide  an 
acceptable  solution.  The  Reference  Committee  also 
felt  that  the  election  process  was  of  considerable 
concern  to  the  OMA  membership  and  properly 
recommended  that  the  subject  be  referred  back  to 
the  Committee  on  Revision  of  Articles  of  Incorpora- 
tion and  Bylaws  for  further  study  and  resubmission 
at  the  Midyear  Meeting  of  the  House  of  Delegates 
in  April  of  1970. 

At  this  same  meeting  of  the  House  of  Delegates 
we  saw  a member  of  the  House  argue  quite  logically 
that  he  should  be  entitled  to  more  than  one  vote 
since  he  represented  more  than  one  component  so- 
ciety. We  also  saw  at  the  business  meeting  a differ- 
ence in  the  total  tally  of  the  first  ballot  and  the  sec- 
ond ballot,  proving  that  some  members  disenfran- 
chised themselves  by  leaving  early. 

It  is  of  the  utmost  importance  to  the  future  of  the 
OMA  that  its  membership  feel  it  has  a fair  and  work- 
able method  of  nominating  and  electing  its  officers. 
To  this  end  I urge  that  the  entire  membership  either 
as  individuals  or  through  your  component  societies 
make  your  wishes  known  to  the  Committee  on  Re- 
vision of  Articles  of  Incorporation  and  Bylaws.  When 
the  House  of  Delegates  has  finally  adopted  an  elec- 
tion method  acceptable  to  the  membership  for  the 
election  of  officers,  I would  urge  each  member  to 
exercise  his  voting  privilege  for  a single  vote  always 
counts. 

^ /T) 
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FOURTH  ANNUAL  MANUSCRIPT  CONTEST 


Franklin  J.  Underwood,  member  of  the  Board  of  Trustees  of  Northwest  Medical 
Publishing  Association,  presents  the  Northwest  Medicine  Plaque  to  Richard  S.  Egan, 
winner  of  the1  1969  contest  sponsored  by  Northwest  Medicine  and  the  Encyclopaedia 
Britannica.  Dr.  Egan  received  a check  for  $200.00,  a plaque  from  Encyclopaedia 
Britannica,  and  a 24  volume  set  of  the  latest  edition  of  the  Encyclopaedia. 


The  Fourth  Annual  NORTHWEST  MEDICINE  Manu- 
script Contest  is  open  to  all  interns  and  residents 
of  hospitals  in  Oregon,  Washington  and  Idaho.  The 
award  fund  has  been  established  as  result  of  an 
agreement  with  Encyclopaedia  Britannica,  Inc.,  in 
connection  with  their  special  offer  to  readers  of  this 
journal.  They  have  also  contributed  a special  plaque 
and  a 24  volume  set  of  the  latest  edition  of  Encyclo- 
paedia Britannica.  Rules  for  this  contest  are: 


1.  Those  eligible  to  compete  must  be  enrolled  in 
an  internship  or  residency  approved  by  the  American 
Medical  Association. 

2.  The  article  may  present  any  subject  in  the 
general  field  of  medicine.  If  in  the  field  of  funda- 
mental investigation,  current  or  future  application  to 
clinical  medicine  will  be  considered  by  the  judges. 

3.  The  manuscript  should  not  comprise  more  than 
five  and  one-half  double-spaced,  typewritten  pages, 
exclusive  of  tabular  matter  and  illustrations.  The 
manuscript  should  be  submitted  in  form  described  in 
a printed  list  of  requirements,  obtainable  from  the 
editor. 

4.  Manuscripts  must  be  submitted  to  the  Editor  of 
NORTHWEST  MEDICINE,  not  later  than  1 July  1970. 
Accompanying  letter  must  indicate  entry  in  this 
competition  and  status  of  the  author. 


5.  Manuscripts  will  be  judged  by  a committee  of 
the  Editorial  Advisory  Board  of  NORTHWEST  MEDI- 
CINE. 

6.  Winning  manuscript  will  be  published  in 
NORTHWEST  MEDICINE.  Other  manuscripts  may  be 
accepted  for  publication  if  recommended  by  the 
judges.  Such  selection  shall  constitute  an  Honorable 
Mention  award. 

7.  Prize  award  will  be  made  at  the  1970  annual 
meeting  of  the  state  medical  association  of  the  state 
from  which  the  manuscript  originated. 

8.  Prizes:  Cash  award,  $200,  and  bronze  plaque 
from  NORTHWEST  MEDICINE.  Twenty-four  volume 
set  of  the  Encyclopaedia  Britannica  and  bronze 
plaque  from  Encyclopaedia  Britannica,  Inc.,  Chicago- 
London. 


1143 

Northwest  Medicine,  December,  1969 


WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  bivd.,  sea*»ie,  Washington  98ns 

president  Robert  P.  Parker,  M.D.,  Spokane 

secretary  J.  Waif  red.  Wallen,  M.D.,  Burlington 
executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting  September  20-23,  1970,  Spokane 


Committee  Reports 


The  following  reports  were  submitted  to  the  House  of  Delegates 
September  14-17,  196 9. 


Civil  Disaster 

1.  The  purpose  of  this  Committee  is:  To  alert  and 
prepare  for  action  medical  and  allied  health  pro- 
fessions and  the  public  in  case  of  disaster;  to  co- 
operate insofar  as  possible  with  the  state  and  fed- 
eral government  in  these  endeavors. 

2.  As  was  recommended  by  this  Committee  in  its 
1967-1968  annual  report,  the  following  action  has 
been  taken: 

A.  Continuing  WSMA  support  for  training  in  all 
phases  of  civil  disaster  medical  care  has  been  aug- 
mented to  some  extent  by  reorganizing  the  standard 
operating  procedures  on  the  state  and  district  levels 
throughout  the  state  of  Washington.  This  has  re- 
quired active  participation  of  the  staff  as  well  as  the 
Committee.  There  have  been  several  minor  training 
exercises  throughout  the  state  but  no  coordination 
or  cooperative  effort  of  the  State  Medical  Associa- 
tion and/or  the  Civil  Defense  or  Public  Health 
Services. 

B.  The  requested  adequate  space  and  funds  to 
present  displays  of  new  advancements  in  civil  dis- 
aster medical  care  at  the  WSMA  Annual  Meeting 
and  resumption  of  the  Civil  Disaster  Committee 
meetings  in  conjunction  with  the  Annual  Meetings 
have  not  materialized. 


C.  In  establishing  liaison  of  the  WSMA  Ad  Hoc 
Committee  on  Emergency  Medical  Services  and  the 
Civil  Disaster  Committee,  several  very  interesting, 
informative  and  organizational  meetings  have  been 
held  in  the  Mason  Clinic  under  the  chairmanship 
of  Dr.  Anderson.  It  is  felt  that  much  will  be  ac- 
complished at  the  present  time  with  the  consent 
of  the  WSMA  Executive  Committee  to  interview, 
thoroughly  inspect,  and  grade  the  various  emer- 
gency medical  rooms  in  the  stationary  hospitals 
throughout  the  state.  The  services  of  the  seven 
medical  directors  of  the  various  Districts  throughout 
the  state  have  been  offered  to  aid  and  assist  this 
evaluation  and  inspection  of  the  various  medical 
emergency  rooms.  It  is  still  the  opinion  of  the  Civil 
Disaster  Committee  that  informative  programs  and 
displays  should  be  in  prominent  areas  of  the  Annual 
Meeting  convention  hall  to  further  enlighten  and 
encourage  members  of  the  WSMA  to  participate  in 
civil  defense  and  also  emergency  hospital  care  op- 
eration. 

It  has  come  to  the  attention  of  the  Chairman  of 
your  Committee  that  the  new  State  Civil  Defense 
Director  has  discontinuaed  the  funds  and  request  for 
cooperation  through  the  University  of  Washington 
Department  of  Continuing  Medical  Education  for 
the  advancement  of  civil  disaster  training.  The  Di- 
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rector  is  under  the  impression  that  the  Evergreen 
State,  which  is  still  in  the  early  ground  breaking 
stages,  will  be  adequately  operational  by  the  year 
1970-71  to  handle  this  continuing  medical  care  edu- 
cation program.  This  Chairman  goes  on  record  as 
strongly  doubting  the  wisdom  of  the  discontinuance 
of  this  program  by  the  present  Civil  Defense  Direc- 
tor of  the  state. 

D.  During  the  year,  there  has  been  an  extensive 
revision  of  the  Appendix  A (Emergency  Medical 
Services)  to  Annex  K (Medical  and  Health  Serv- 
ices) to  the  Washington  State  Medical  Defense 
Operations  Plan.  In  summary,  the  following  quota- 
tion is  taken  in  part  from  the  WSMA  Executive 
Committee  minutes  of  April  16,  1969:  “The  WSMA 
Committee  on  Civil  Disaster  has  for  several  years 
assumed  many  of  the  responsibilities  for  civil  dis- 
aster planning  and  organization  which  rightfully 
should  be  carried  by  the  State  Department  of  Civil 
Defense  and  the  State  Department  of  Health,  with 
the  assistance  and  cooperation  of  the  Washington 
State  Medical  Association  and  other  health  profes- 
sional groups.”  To  clarify  this  situation,  the  Chair- 
man of  your  Committee  developed  an  approach 
which  will  more  accurately  define  both  the  respon- 
sibility of  state  agencies  and  the  responsibility  of 
voluntary  medical  groups.  The  two  principal  points 
in  the  presentation  are: 

( 1 ) The  delineation  of  the  authority  in  re- 
sponsibilities of  the  two  state  agencies,  and  the 
“line  of  command”  of  the  voluntary  groups  at  both 
the  state  and  county  levels. 

(2)  The  inclusion  of  the  provision  that  the 
plan  will  be  implemented  to  the  extent  that  federal 
and/or  state  funds  are  available  for  supporting  the 
activities  necessary  for  implementation. 

It  should  be  pointed  out  that  the  revision  of 
Annex  K,  Appendix  1,  gives  the  medical  officers 
responsibility  in  the  civil  disaster  work  with  the  con- 
sent of  that  State  Director  of  Medical  and  Health 
Services  (State  Director  of  Public  Health).  It  is 
noted  that  this  increases  his  responisbility  but  also 
gives  the  qualified  medical  officer  some  functional 
authority  in  his  area  of  command.  This  is  new  to  the 
standard  operating  procedures  of  the  civil  defense 
medical  and  health  plan  and  should  be  more  at- 
tractive to  responsible  physicians  who  in  the  time 
of  disaster  would  assume  medical  command  of  vari- 
ous areas  where  assigned. 

3.  The  Washington  State  Medical  Association  with 
the  assistance  of  the  Washington  State  Civil  Defense 
and  Washington  State  Public  Health  Departments, 
published  in  March,  1969,  a new  statewide  roster 
of  state  medical  directors  and  their  alternates  as  well 
as  the  district  public  health  directors  and  their  al- 
ternates. There  is  one  unresolved  item  in  the  public 
health  section  of  the  roster— that  is  the  question  of 


whether  a non-medical  person  may  fill  the  alternate’s 
position  in  the  Public  Health  roster  during  civil 
disaster  operation.  It  is  the  consensus  of  the  Com- 
mittee that  these  people  should  be  equivalent  of 
M.D.’s  or  D.O.’s. 

4.  Your  Committee  held  two  meetings  during  the 
year.  The  first,  an  ex-officio  meeting  held  October 
20,  1968  in  Yakima,  was  probably  the  most  instruc- 
tive and  informative  that  we  have  had  for  some 
time  in  regard  to  setting  up  a standard  operating 
procedure  for  medical  communications.  The  recom- 
mendations were  forwarded  to  both  the  State  De- 
partment of  Civil  Defense  and  the  State  Depart- 
ment of  Health.  So  far,  the  reports  have  not  been 
answered  by  either  Department.  There  is  some  incli- 
nation to  believe  that  these  reports  have  been 
shelved.  But  it  must  be  pointed  out  that  the  Civil 
Disaster  Committee,  with  the  consent  of  the  WSMA 
Executive  Committee,  put  forth  in  writing  the  basic 
standards  that  the  medical  profession  in  the  State  of 
Washington  feel  are  essential  to  maintain  proper 
medical  communications  during  any  large  disaster, 
either  civil  or  war-born. 

5.  The  second  meeting  of  your  Committee  held 
March  19,  1969,  was  basically  the  meeting  which 
finally  resolved  the  question  of  whether  medical  of- 
ficers in  time  of  disaster,  under  the  direction  of 
the  State  Director  of  Public  Health,  would  have 
some  medical  control  and  authority  in  his  area.  This 
responsibility  of  medical  control  affects  the  district 
or  county  level  as  well  as  the  State  Director  of 
Emergency  Medical  Services.  It  was  satisfactorily 
concluded  and  approved  by  the  WSMA  Executive 
Committee,  that  the  Medical  Officers  during  time 
of  disaster  should  have  some  control  of  medical 
personnel  and  material  as  well  as  institutions  should 
it  be  necessary  to  coordinate  and  cooperate  during 
a civil  disaster. 

6.  The  activities  of  the  Chairman  of  your  Com- 
mittee have  been  varied.  He  has: 

A.  Met  with  a preliminary  group  in  regard  to  a 
Legislative  Interim  Committee  on  the  state  level  in 
reference  to  the  federal  Safety  Highways  Act- 
Public  Law  89-442.  The  results  of  the  Interim  Leg- 
islative Committee  survey  has  not  been  available 
to  the  Chairman  and  there  is  a question  as  to  what 
will  happen  to  this  particular  piece  of  work  as  there 
has  been  money  allocated  by  the  State  Legislative 
Committee  and  a professional  polling  group  hired. 

B.  Participated  in  a “West  Side”  statewide  Civil 
Disaster  Exercise  held  near  Port  Angeles  on  June 
27,  1969  wherein  communications,  cooperation  and 
coordination  of  the  emergency  resources  planning 
committee  will  also  be  established.  This  is  another 
exercise  for  practice,  information  and  coordination 
of  the  various  plans  that  have  gone  on  so  many 
years  in  the  past. 
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C.  Plans  to  participate  in  the  “East  Side”  state- 
wide Civil  Diaster  Exercise  to  be  held  in  Pullman, 
Washington  on  August  22,  1969. 

7.  Your  Committee  feels  problems  still  to  be  re- 
solved include: 

A.  Basic  definition  of  a disaster  must  be  deter- 
mined. 

B.  The  State  Director  of  Emergency  Medical 
Services  needs  to  know  whether  he  has  deputies 
and  this  should  be  stipulated  in  the  Plan  and  desig- 
nated as  such. 

C.  There  should  be  reference  in  the  simplified 
State  CD  Plan  to  the  more  detailed  plan  (emer- 
gency resources  management  plan)  and  it  should  be 
specific  in  detail  so  anyone  can  follow  the  plan. 

D.  Someone  from  outside  the  State  Medical  As- 
sociation must  coordinate  the  overall  CD  and 
ERM  Plans  and  duplication  of  efforts  should  be 
avoided. 

E.  Auxiliary  and  medical  manpower  should  be 
pre-assigned  before  an  emergency  exists  (i.e.,  clerks, 
communications,  operators,  etc.)  to  each  state  and 
district  E.O.C. 

F.  The  State  Department  of  Health  should  de- 
termine whether  a non-M.D.  is  eligible  to  be  an 
alternate  public  health  director  in  the  standard  op- 
erating procedures  for  civil  disaster. 

G.  It  is  hoped  that  an  informative  and  educational 
program  can  be  forthcoming  for  all  WSMA  mem- 
bers regarding  the  role  that  the  average  physician 
may  have  to  play  in  the  time  of  civil  disaster  emer- 
gency in  his  own  community,  and  how  the  actual 


structural  work  of  command  through  the  auspices 
of  the  WSMA,  the  State  Civil  Defense  Department, 
and  the  State  Department  of  Health  can  assist  and 
augment  the  care  of  the  sick  and  injured  at  that 
particular  time. 

8.  Y our  Committee  Recommends : 

A.  That  the  Washington  State  Medical  Asso- 
ciation continue  to  accept  responsiblity  for  medical 
care  in  civil  disaster  only  if  authority  is  clearly 
delineated  and  if  adequate  outside  funds  and  per- 
sonnel are  made  available  to  the  Association. 

B.  That  failing  to  receive  the  authority,  funds 
and  personnel  to  carry  out  adequate  medical  care 
under  civil  disaster  conditions,  the  Washington  State 
Medical  Association  request  that  the  Association 
be  relieved  of  all  responsibility  and  revert  to  pro- 
viding an  advisory  committee  to  appropriate  state 
and  federal  agencies. 

E.  Donald  Lynch,  Chairman 
Frank  H.  Clark 

A.  G.  Corrado 

J.  Walton  Darrough 

D.  C.  Higgins 

F.  Gary  Lewis 
Thomas  E.  Little 
Charles  M.  McGill 
Paul  Mickens 

K.  M.  Morrison 
M.  D.  Proctor 
John  L.  Whitaker 

The  House  adopted  the  report  with  commendation. 


Emergency  Medical  Services 

1.  The  purpose  of  this  Ad  Hoc  Committee  is:  To 
participate  with  the  State  Department  of  Health 
and  others  in  providing  medical  guidance  and  in- 
struction in  the  area  of  communication;  ambulance 
regulation;  personnel;  equipment  and  emergency 
departments  of  hospitals. 

2.  Your  Committee  reviewed  and  supported  WSMA 
proposed  legislation  regarding  ambulance  equip- 
ment and  the  training  of  ambulance  drivers  and 
attendants. 

3.  Your  Committee  discussed  the  need  for  the  Wash- 
ington State  Medical  Association  through  indivi- 
dual hospital  staff  physicians,  to  encourage  hospital 
administrators  to  install  compatible  radios  for  com- 
munication among  hospitals,  ambulances  and  other 
emergency  vehicles. 

4.  Your  Committee  met  with  representatives  of  the 
Washington  Ambulance  Operators  Association  for 
the  purpose  of  studying  approaches  for  the  training 
of  ambulance  drivers  and  attendants.  In  addition,  a 


questionnaire  was  mailed  to  ambulance  operators  in 
the  State  of  Washington  relative  to  training  courses. 
The  results  of  our  joint  meeting  and  the  question- 
naire indicates: 

A.  A three-day  course  for  ambulance  drivers  and 
attendants  sponsored  by  the  Washington  State  Medi- 
cal Association  would  be  sparsely  attended. 

B.  There  was  more  interest  shown  in  locally  spon- 
sored training  courses,  but  no  satisfactory  means 
of  delivery  could  be  immediately  developed. 

C.  The  confirmed  support  of  the  postgraduate 
course  already  provided  by  the  University  of  Wash- 
ington is  suggested. 

5.  Your  Committee  believes  that  emergency  medi- 
cal care  outside  of  the  hospital  setting  must  be  the 
responsibility  of  the  public  sector  rather  than  the 
private,  and  to  this  end  it  would  suggest  that: 

A.  Fire  department  rescue  services  should  be  im- 
plemented where  necessary  for  emergency  medical 
care  outside  the  hospital. 

B.  Helicopter  ambulance  service  be  strongly 
recommended  to  civil  authorities. 
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6.  Your  Committee  Recommends : 

A.  That  the  Washington  State  Medical  Associa- 
tion urge  state,  county  and  city  authorities  to  imp- 
lement necessary  emergency  medical  care  proced- 
ures outside  of  the  hospital  setting. 

B.  That  the  Washington  State  Medical  Associa- 
tion and  County  Medical  Societies  urge  the  estab- 
lishment of  emergency  radio  communication  among 
hospitals,  ambulances  and  other  emergency  vehicles. 

C.  That  the  WSMA  take  the  lead  in  evaluating 
hospital  emergency  rooms  by  assigning  physician 
survey  teams  to  aid  the  State  Department  of  Health 
and  the  Regional  Health  Planning  Council: 

(1)  To  advise  hospitals  of  the  need  to  classify 
emergency  room  facilities. 

(2)  To  evaluate  emergency  room  facilities  in 
a realistic  manner. 

(3)  To  advise  the  State  Patrol  and  the  State 
Department  of  Health  of  the  subsequent  classifica- 
tion of  emergency  facilities  in  each  hospital  to  avoid 
unnecessary  delay  in  obtaining  emergency  treatment 
by  the  most  appropriate  facility. 

D.  That  the  classification  of  hospital  emergency 
rooms  be  done  in  accordance  with  those  prepared 
by  the  Committee  on  Trauma  and  the  Committee 
on  Shock,  Division  of  Medical  Services,  National 
Academy  of  Sciences,  National  Research  Council, 
as  follows: 

“Type  1.  The  Advanced  First  Aid  Facility- 
Information  now  available  indicates  that  most  emer- 
gency departments  across  the  country  are  in  this 
category.  They  do  not  have  a full-time  physician 
staff,  and  frequently  not  even  a full-time  nursing 
staff.  Only  modest  first  aid  equipment  is  available 
and,  although  minor  conditions  and  emergency 
resuscitation  might  be  satisfactorily  handled  in  this 
setting,  it  would  be  unfair  to  the  patient  as  well  as 
to  the  staff  to  expect  or  demand  adequate  care  of 
the  critically  injured. 

“ Type  2.  The  Limited  Emergency  Facility— 
This  type  is  found  in  many  hospitals  whose  emer- 
gency departments  function  24  hours  daily,  chiefly 
as  outpatient  clinics  or  first  aid  facilities,  but  are 
nevertheless  often  confronted  with  the  need  to 
render  major  emergency  care  beyond  their  capabili- 
ties. A nurse  and  perhaps  a physician  are  available 
at  all  times.  Because  of  limitations  of  equipment  and 
facilities,  problems  of  full-time  physician  coverage, 
and  limited  access  to  specialists,  complete  care  can- 
not always  be  provided  to  the  critically  injured. 

“In  sparsely  populated  areas  and  small  com- 
munities and  many  urban  hospitals,  facilities  of  this 
type  are  essential  and,  by  proper  sorting,  large  num- 
bers of  medical  and  surgical  patients  can  be  ade- 
quately handled  and  removed  from  the  chain  of 
evacuation.  It  is  in  the  rural  areas  and  the  towns  of 


fewer  than  2,500  people,  however,  that  70  percent 
of  the  traffic  fatalities  occur.  The  dedicated  staffs 
of  limited  emergency  departments  recognize  that 
the  needs  of  critically  injured  patients  frequently 
exceed  the  capabilities  of  their  facilities  and  person- 
nel. To  expect  highly  specialized  care  under  these 
circumstances  is  unfair  both  to  the  patient  and  to 
the  physician.  Emphasis  on  resuscitation,  expendi- 
ture of  time  and  effort  in  thorough  preparation  be- 
fore movement,  and  rapid  and  efficient  transporta- 
tion to  major  emergency  facilities  would  lower  mor- 
bidity and  mortality  rates.  It  is  here  that  helicopter 
ambulances  would  be  most  effective.  There  have 
been  no  extensive  surveys  in  either  rural  or  urban 
areas  to  establish  the  number  of  either  limited  or 
major  emergency  facilities  required  or  to  define 
models  of  rapid  transport. 

“Type  3.  The  Major  Emergency  Facility— The 
need  for  major  emergency  facilities  adequate  to 
render  complete  care  to  the  severely  injured  or  the 
seriously  ill  is  well  recognized.  Few  such  facilities 
exist.  Most  emergency  departments  of  large  hospitals 
have  not  yet  met  the  space  or  personnel  needs  of 
outpatient  and  non-emergency  cases,  and  few  have 
the  funds  to  construct,  equip,  and  man  adequate 
facilities.  To  carry  out  their  mission,  the  number  and 
location  of  major  emergency  facilities  must  be  in 
keeping  with  the  numbers  of  patients  to  be  treated 
from  day  to  day,  with  provision  for  expansion  in 
disaster.  They  must  be  so  located  as  to  serve  pre- 
cisely designated  rural  areas  or  districts  in  densely 
populated  areas.  Major  emergency  facilities  require 
24-hour  staffing  by  highly  competent  medical  and 
paramedical  personnel  trained  in  resuscitation  and 
other  lifesaving  measures  before  transfer  of  the 
casualty  to  the  operating  room,  intensive  care  unit, 
or  hospital  ward.  Bloodbanks,  complete  resuscitative 
equipment,  x-ray  facilities  (including  those  for  an- 
giography), constantly  available  well-developed 
clinical  laboratory  services,  and  ready  accessibility 
to  operating  rooms  are  essential.  The  director  of 
a unit  of  this  type  should  be  experienced  in  the 
overall  care,  triage,  and  determination  of  priorities 
of  treatment  of  victims  of  severe  trauma.  Nursing, 
paramedical,  and  administrative  personnel  should  be 
assigned  to  the  emergency  department  permanently 
or  at  least  for  protracted  periods.  Specialized  con- 
sultants must  be  available  at  all  times.  The  need 
for  ready  availability  of  highly  qualified  specialists 
in  all  branches  of  medicine  and  surgery  and  of 
laboratories  devoted  to  clinical  support  and  research 
strongly  supports  the  view  that  the  major  emergency 
facility  should  be  an  integral  element  of  large  hos- 
pitals and  university  medical  centers,  rather  than  an 
isolated  facility  devoted  solely  to  emergency  care. 
Such  a clinic  is  essential  to  proper  training  in 
trauma. 
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“Type  4.  The  Emergency  Facility  Combined 
with  a Trauma  Research  Unit—1 This  is  designed  to 
be  the  ultimate  goal  in  combining  the  highest  de- 
velopment of  patient  care  with  research  facilities 
that  permit  investigation  in  support  of  therapy.” 
David  W.  Anderson,  Chairman 
Paul  Bondo 
Gilbert  G.  Eade 
Jay  M.  Kranz 
J.  Michael  Volk 

The  House  adopted  the  report  with  commendation. 

Vehicle  Safety 

1.  The  purpose  of  this  Committee  is:  To  work  with 
the  State  Department  of  Motor  Vehicles  in  an  ad- 
visory capacity,  in  evaluating  and  up-grading  its 
Medical  Restriction  Program. 

In  performing  this  work,  your  Committee  has 
been  drawn  into  other  advisory  functions  with  the 
approval  of  the  WSMA  Executive  Committee. 

2.  As  recommended  in  its  last  year’s  report,  your 
Committee  gave  support  to  Initiative  242,  the  Im- 
plied Consent  Law,  and  is  gratified  to  note  that 
fatalities  on  Washington  highways  have  been  sig- 
nificantly reduced.  Part  of  the  reduction  has  been 
credited  to  operation  of  the  Initiative.  The  recom- 
mendation that  the  objectionable  language  of 
Chapter  95,  Laws  of  1967  (Sub.  #532)  calling  for 
a physician’s  “unqualified  statement”  be  officially 
disapproved  by  the  Washington  State  Medical  Asso- 
ciation, was  not  followed  to  fruition.  The  Associa- 
tion was  ready  to  support  a correcting  bill  but  did 
not  have  adequate  support  from  the  Committee. 

3.  The  work  of  the  Committee  has  continued  al- 
though no  formal  meetings  have  been  held.  During 
the  year,  your  Committee: 

A.  Defended  the  Implied  Consent  Law  enacted 
by  Initiative  242,  at  a committee  hearing  in  Olym- 
pia on  a proposed  bill  which,  if  passed,  would  have 
significantly  weakened  the  Law.  The  bill  was  not 
reported  out  of  committee. 

B.  Maintained  contact  with  the  Department  of 
Motor  Vehicles.  Its  only  specific  request  was  for 
help  in  revising  a form  for  eye  examinations.  Dr. 
Philip  Peter  assumed  responsibility  for  this  task. 

C.  Contact  has  been  maintained  with  the  Cor- 
nell Crash  Injury  Research  program  and  assistance 
has  been  given  their  representatives  and  to  county 
medical  society  areas  in  which  the  research  is  being 
conducted. 

D.  Maintained  contact  with  the  Ad  Hoc  Com- 
mittee on  Emergency  Medical  Services  and  the 


Civil  Disaster  Committee.  These  contracts  will  con- 
tinue due  to  the  need  for  multiple  approaches  to  the 
problems  involved  in  emergency  medical  communi- 
cations and  services. 

E.  Your  Committee  Chairman  was  a member 
of  the  Citizen’s  Advisory  Committee  on  Highway 
Safety  (advisory  to  the  Joint  Legislative  Com- 
mittee on  Highways)  and  assisted  in  preparation  of 
a bill  to  improve  ambulance  service.  The  bill  failed, 
but  is  being  rewritten  for  introduction  at  the  next 
Legislative  Session. 

F.  Your  Committee  continues  to  urge  component 
societies  to  establish  Vehicle  Safety  Committees. 
Response  to  repeated  requests  has  been  disappoint- 
ing. We  contemplate  working  with  an  organiztion 
of  women  highway  leaders,  now  organized  on  a 
county-by-county  basis,  as  we  realize  that  a state- 
wide organization  with  local  activities  can  accom- 
plish much  more  than  a single  Association  com- 
mittee. 

4.  Y our  Committee  Recommends : 

A.  That  the  WSMA  introduce  and  support  a bill 
to  delete  the  objectionable  language  of  Chapter  95, 
Laws  of  1967  (Sub.  #532)  calling  for  a physician’s 
“unqualified  statement.” 

B.  That  each  component  society  be  urged  to 
create  a Vehicle  Safety  Committee. 

C.  That  WSMA  support  a bill  to  set  standards 
for  ambulances  and  ambulance  personnel. 

D.  That  the  Ad  Hoc  Committee  on  Emergency 
Medical  Services,  the  Committee  on  Civil  Disaster 
and  the  Vehicle  Safety  Committee  continue  to  work 
vigorously  for  improvement  in  ambulance  service, 
in  all  hospital  “emergency  rooms”:  and  for  estab- 
lishment of  an  increased  number  of  trauma  centers 
of  Type  3,  as  defined  by  the  National  Academy  of 
Sciences-National  Research  Council. 

Herbert  L.  Hartley,  Chairman 

Gilbert  G.  Eade 

Edward  N.  Hamacher 

Martin  D.  Haykin 

Philip  A.  Peter 

Lothar  H.  Pinkers 

Arthur  A.  Ward 

The  House  directed  that  the  report  be  amended 
by  inserting  a comma  after  the  word  service,  in 
paragraph  4 D of  the  recommendations  and  that 
the  quotation  marks  be  removed  from  the  words 
emergency  rooms.  The  report  was  filed. 
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PRESIDENTS  page 


ROBERT  P.  PARKER,  M.D. 


Man  Power 


Consider  this.  There  are  approximately  292,000 
M.D.’s  in  this  country.  One  for  every  690 
people,  not  bad— if  they  were  all  on  the  job  of 
delivering  health  care.  Our  only  problems  then 
would  be  distribution  and  maybe  some  changes 
in  the  delivery  of  care.  But  it  is  estimated  that 

110,000  (35  per  cent)  are  either  in  research, 
administration,  retired,  or  for  a variety  of  other 
reasons— not  taking  care  of  people.  Another 

60,000  are  so  limited  in  specialty  as  not  to 
be  considered  primary  physicians.  That  leaves 

120,000  M.D.’s  for  200,000,000  people— a man 
power  shortage. 

The  need,  then,  is  not  for  more  doctors  in 
research,  administration,  or  business,  but  for 
more  physicians  who  will  help  in  the  care  of 
people— and  we  are  not  yet  producing  enough 
of  them. 

I use  the  general  practitioner  as  a case  in 
point  because  he  does  leave  the  sanctuary  of 
the  hospital,  and  settle  in  the  suburbs  or  small 
towns,  even  the  depressed  areas.  He  takes  care 
of  people  and  that  is  what  this  is  all  about. 

From  1959  to  1967  the  University  of  Wash- 
ington School  of  Medicine  graduated  646  stu- 
dents, and  37  remained  in  this  state  to  do 


general  practice.  Approximately  the  same  num- 
ber left  the  state  to  do  general  practice  else- 
where. An  average  of  11  per  cent  of  each  class 
entered  general  practice  and  half  of  these  left 
the  state.  In  1967  only  one  physician  from  the 
University  of  Washington  settled  in  what  could 
be  considered  a small  town  in  this  state.  The 
number  of  general  practitioners  in  this  state  has 
fallen  from  1,219  in  1964  to  1,162  in  1968.  There 
are  113  general  practitioners  in  this  state  over 
the  age  of  65,  and  they  are  not  being  replaced. 

I realize  full  well  that  many  factors  contribute 
to  the  decline  of  the  general  practitioner  and 
our  State  is  not  alone  with  this  problem.  The 
point  is  this.  Our  Medical  School  has  developed 
and  is  now  starting  a bold  and  imaginative 
curriculum  that  may  well  reverse  this  unfortu- 
nate trend  of  recent  years.  But  it  is  going  to 
require  the  best  efforts  of  all— starting  with  the 
new  Dean,  to  the  faculty  and  right  down  to  the 
practicing  preceptor. 


ROBERT  P.  PARKER,  M.D. 
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IDAHO 


Idaho  Medical  Association  -407  west  bannock  st„  Boise,  Idaho  83702 


president  John  M.  Ayers,  M.D.,  Moscow 

secretary  J.  Gordon  Daines,  M.D.,  Boise 

executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


Travel  Mission 


Twenty-nine  Idahoans  traveled  to  Europe  on  the 
Idaho  Medical  Association  People-to-People  Travel 
Mission  during  September  with  Dr.  James  R. 
Kircher,  Burley,  as  host. 

The  group  departed  New  York  City  September  9 
for  Stockholm,  Sweden,  and  visited  hospitals,  medi- 
cal organization  and  confered  with  their  counter- 
parts in  Moscow  and  Leningrad,  U.S.S.R.;  Warsaw, 
Poland;  Berlin,  Germany;  Prague,  Czechoslovakia, 
and  Zurich,  Switzerland,  before  returning  to  Idaho 
on  October  1. 

Those  making  the  trip  are:  Dr.  and  Mrs.  Kircher; 
Dr.  and  Mrs.  F.  W.  Durose,  Sandpoint;  Dr.  and 
Mrs.  P.  Blair  Ellsworth,  Idaho  Falls;  Dr.  and  Mrs. 
Chester  C.  Erickson,  Idaho  Falls;  Mr.  and  Mrs. 


Howard  K.  Eyestone  (Dr.  Elizabeth  Munn),  Cald- 
well; Dr.  and  Mrs.  Edgar  J.  FitzGerald,  Wallace; 
Dr.  and  Mrs.  E.  R.  W.  Fox,  Coeur  d’Alene;  Dr. 
and  Mrs.  Max  D.  Gudmundsen,  Boise;  Dr.  and  Mrs. 
Walter  R.  Hoge,  Blackfoot;  Dr.  and  Mrs.  A.  Curtis 
Jones  (Dr.  Martha),  Boise;  Dr.  and  Mrs.  Jay  P. 
Merkley,  Pocatello;  Dr.  and  Mrs.  Donald  J.  Solt- 
man,  Grangeville;  Dr.  and  Mrs.  Walter  D.  Thurston, 
St.  Maries;  Dr.  and  Mrs.  Emory  L.  Soule,  St.  An- 
thony, and  Dr.  Donna  L.  Bell,  Mountain  Home. 

Other  European  travelers  include  Dr.  and  Mrs. 
Alexander  Barclay,  Coeur  d’Alene,  Scotland;  Dr. 
and  Mrs.  Robert  S.  McKean,  Boise,  Italy  and  other 
points;  Dr.  and  Mrs.  Terrell  O.  Carver,  Boise,  Eng- 
land and  the  Continent. 


Charity  Has  Not  Been  Forgotten 


L.  STANLEY  SELL,  M.D. 


Pacific  Northwest  physicians  and  surgeons  return- 
ing from  service  overseas  with  MEDICO,  a service 
of  CARE,  join  a distinguished  group  of  “alumni,” 
some  of  them  having  served  more  than  once. 

L.  Stanley  Sell,  of  Idaho  Falls,  who  received  a 
MEDICO  certificate  of  appreciation  at  the  77th 
annual  meeting  of  the  Idaho  Medical  Association, 
at  Sun  Valley,  for  his  most  recent  service  in  Indo- 
nesia, tops  the  record  for  specialists  in  this  area. 
Previously,  he  was  a volunteer  in  Jordan,  Colombia, 
and  the  Dominican  Republic. 

A number  of  physicians  and  surgeons  in  Oregon, 
Washington  and  Idaho  have  returned  to  MEDICO 
service  for  a second  term  of  service— all  of  it  strictly 
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on  a volunteer  basis,  often  taking  wives  and  chil- 
dren with  them,  their  families  serving  in  various 
volunteer  capacities.  Wives  who  have  been  regis- 
tered nurses  or  had  laboratory  experience  work 
closely  with  their  husbands  in  the  MEDICO  hos- 
pital installations.  Other  wives  and  older  children 
serve  as  hospital  volunteers  or  with  coordinated 
CARE  missions. 

At  this  writing,  another  Seattle  physician,  Beach 
Barrett,  is  volunteering  in  Afghanistan.  Seattle  also 
had  the  distinction  of  sending  five  teams  of  spe- 
cialists to  Algiers  in  1963-1964  to  help  staff  the 
Beni  Messous  hospital  after  the  professional  staff 
had  been  disbanded  by  the  French.  In  Algiers 
during  July  was  Milton  G.  Radewan  of  Wenatchee. 

Oregon’s  MEDICO  alumni  recently  lost  one  of 
their  most  distinguished  volunteers  when  Jon  V. 
Straumfjord  of  Astoria  died  of  a heart  attack  while 
in  Denver  for  the  Joint  Commission  for  Accredi- 
tation of  Hospitals.  He  and  his  wife  had  most 
recently  served  in  Honduras  at  Santa  Rosa  de 
Copan,  and  earlier  with  a team  in  Algiers. 

Doctors  participating  in  the  MEDICO  program 
pay  their  own  expenses  and  receive  no  salary.  Their 
reward  is  in  treating  people  who  otherwise  live 
out  their  lives  without  medical  care,  in  teaching 
medical  counterparts  in  the  host  countries  in  modern 
methods,  in  helping  to  improve  hospital  practices 
and  conditions,  in  first  hand  experience  with  many 
diseases  no  longer  known  to  the  modern  world. 

J.  H.  Lehmann,  internist,  Seattle,  devoted  the 
month  of  May  to  MEDICO  for  a second  term  of 
service  in  Afghanistan. 

Others  in  Washington  state  who  have  twice  given 
their  service  to  MEDICO  are  D.  Frank  Milam,  Jr., 
Bellevue,  ophthalmologist,  in  Algiers  and  Afghani- 
stan, and  Joseph  H.  Gill,  Vancouver,  orthopedist, 
Nigeria  and  Tunisia.  E.  Albert  Moody,  Bend,  Ore- 
gon, pediatrician,  served  in  Malaysia  and  Honduras. 

Seattle  doctors  who  served  with  short-term  teams  in 
Algiers  include  Robert  H.  Barnes,  internist,  A.  H.  Bill, 
Jr.,  surgeon,  Robert  Coe,  surgeon,  Gordon  Dodds, 
anesthesiologist,  Harry  Emmel,  orthopedist,  P.  O.  C. 
Johnson  and  John  E.  Lucas,  internists,  Wood  Lyda, 


ophthalmologist,  Ferris  Ketcham,  ophthalmologist, 
Edgar  A.  Roggee,  orthopedist,  and  Neil  Thorlakson, 
ophthalmologist,  and  the  late  B.  L.  Finlayson,  and 
J.  F.  Ramsay.  Others  are  Richard  F.  C.  Kegel, 
Aberdeen,  radiologist;  David  R.  Davis,  ophthal- 
mologist, John  H.  Honeycutt,  anaesthesiologist,  John 
H.  Leversee,  general  practice,  J.  Garth  Mooney, 
orthopedist,  all  of  Bellevue;  Alfred  L.  Skinner, 
pediatrician,  Mercer  Island;  William  Duncan,  ortho- 
pedist, Sequim;  Robert  J.  Davis,  ophthalmologist, 
Spokane.  C.  R.  Goodhope,  surgeon,  Edmonds, 
served  in  Malaysia;  Frank  P.  Mathews,  internist, 
Kingston,  in  Honduras,  Ralph  H.  Huff,  internist, 
Tacoma,  and  Earl  P.  Lasher,  surgeon,  Bellevue,  in 
Afghanistan. 

Oregon  volunteers  for  month-terms  are  C.  A. 
Christensen,  ophthalmologist,  Portland,  in  Algiers, 
Robert  A.  Wise,  surgeon,  of  Sandy,  and  Charles  E. 
Catlow,  urologist,  of  Portland,  both  in  Afghanistan. 

In  addition  to  short-term  specialist  programs, 
numerous  doctors  and  nurses  in  the  area  have 
served  on  permanent  teams,  usually  for  two  years. 
In  the  group  are  Robert  Stever  of  Seattle,  who 
served  in  Cambodia,  J.  David  Kinzie,  formerly  of 
Tonasket,  in  Malaysia  and  South  Vietnam,  and  a 
dentist.  Dr.  Lyman  A.  Fleetwood  of  Lacey,  in  Hon- 
duras. 

Miss  Jenny  Moller,  former  physical  therapist  at 
the  University  of  Washington,  is  on  duty  with 
MEDICO  in  Tunisia.  Among  nurses  who  have 
served  are  Miss  Mona  Sundvick  of  Vancouver,  in 
Malaysia. 

The  volunteers  paid  their  own  travel  and  living 
expenses,  as  well  as  giving  their  services.  Counting 
the  minimum  fees  they  would  have  earned  in  pri- 
vate practice,  their  contribution  for  the  year  is 
estimated  at  $295,000,  nationally. 

Public  contributions  totalling  $1,302,300  were 
used  to  staff  the  long-term  teams  and  to  provide 
needed  drugs,  medical  supplies  and  equipment 
for  team  and  specialty  installations.  In  addition, 
$244,800  in  operational  costs  were  met  by  the 
U.S.  (through  AID)  and  host  governments,  so  that 
the  over-all  dollar  value  of  the  help  rendered 
through  CARE-MEDICO  approached  $2,000,000. 


Because  they  do  not  understand  the  cause  and  the  nature  of  inflation,  business- 
men as  well  as  consumers  at  every  level  of  income  and  property-ownership  turn 
more  and  more  to  government  to  uphold  their  particular  interest  at  the  expense  of  other 
persons  or  groups.  But  by  this  process  of  begging  for  relief,  they  delegate  to  government 
additional  powers  that  only  aggravate  the  basic  problem  and  further  fuel  the  fires  of 
inflation. 

Paul  L.  Poirot,  Money  And  The  Market,  in  The  Freeman,  August,  1969,  p.  467. 
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OBITUARIES 


dr.  keith  delmar  larson,  55,  of  Spokane,  Wash- 
ington, died  September  21,  1969  of  congestive  heart 
failure.  Dr.  Larson  graduated  from  Northwestern 
University  Medical  School,  Chicago  in  1941  and 
received  his  license  in  1954. 

dr.  ross  derold  wright,  76,  died  August  6,  1969 
of  coronary  thrombosis.  He  graduated  from  Chicago 
College  of  Medicine  and  Surgery  in  1916  and  re- 
ceived his  license  in  1923.  Dr.  Wright  served  in 
the  Medical  Corps  during  World  War  I.  He  teas 
retired  at  the  time  of  his  death.  He  was  president 
of  Washington  State  Medical  Association  1946-47. 
His  home  was  in  Tacoma. 

dr.  Charles  winston  dreher,  55,  died  of  barbitu- 
rate intoxication  August  31,  1969.  He  graduated 
from  University  of  Utah  College  of  Medicine,  Salt 
Lake  City  in  1955  and  was  licensed  in  1960.  Dr. 
Dreher  specialized  in  internal  medicine  in  Everett. 

dr.  john  Joseph  murphy,  52,  of  Portland,  Oregon 
died  September  23,  1969  of  metastatic  carcinoma  of 
the  lung.  He  graduated  from  University  of  Michigan 
Medical  School,  Ann  Arbor  in  1942  receiving  his 
license  in  1948.  Dr.  Murphy  served  on  the  Oregon 
Heart  Association  and  became  president  in  1968.  At 
the  University  of  Oregon  Medical  School  he  was 
senior  clinical  instructor  in  medicine.  He  specialized 
in  internal  medicine. 

dr.  Frederic  c.  moll,  54,  of  Seattle,  Washington 
died  August  29,  1969  due  to  coronary  occlusion. 
He  graduated  from  University  of  Rochester  School 
of  Medicine  and  Dentistry,  New  York  in  1940  re- 
ceiving his  license  in  1949.  Dr.  Moll  was  chief  of 
staff  at  the  Children’s  Orthopedic  Hospital  and 
Medical  Center  and  medical  director  of  the  Cerebral 
Palsy  Center  and  Preschool. 

dr.  clarence  west  bledsoe,  62,  died  September  8, 

1968  of  arteriosclerotic  heart  disease.  He  had  prac- 
ticed obstetrics  for  25  years  retiring  about  10  years 
ago.  Dr.  Bledsoe  graduated  from  University  of 
Chicago  School  of  Medicine  in  1937,  receiving  his 
license  in  1938.  He  was  a veteran  of  World  War  II. 
He  moved  from  Seattle  to  Snohomish  after  retiring. 

dr.  Ira  milton  miller,  88,  died  April  10,  1969 
of  coronary  occlusion.  Dr.  Miller  graduated  from 
Northwestern  University  Medical  School,  Chicago 
in  1908,  and  received  his  license  in  1921.  He  was 
retired  at  the  time  of  his  death,  and  was  living  in 
Puyallup. 

DR.  FRANK  WILSON  THREADGILL,  59,  died  June  30, 

1969  in  Olympia,  Washington.  He  graduated  from 
University  of  Nebraska  College  of  Medicine,  Omaha 


in  1935.  Dr.  Threadgill  was  a retired  United  States 
Army  Colonel.  Death  was  due  to  myocardial  in- 
farction. 

dr.  edward  hoedemaker,  65,  of  Seattle,  Washing- 
ton died  suddenly  August  9,  1969  of  coronary  heart 
disease  with  ventricular  fibrillation.  He  graduated 
from  University  of  Michigan  Medical  School,  Ann 
Arbor  in  1929,  receiving  his  license  in  1934.  Dr. 
Hoedemaker  was  the  founder  of  the  Northwest 
Clinic  of  Psychiatry  and  Neurology  and  of  the 
Pinel  Foundation. 

dr.  lumir  martin  mares,  67,  of  Wenatchee,  Wash- 
ington died  May  29,  1969.  He  graduated  from 
Northwestern  University  Medical  School,  Chicago 
in  1928  and  received  his  license  in  1929  specializing 
in  internal  medicine.  Death  was  due  to  arterio- 
sclerotic heart  disease. 

dr.  felix  m.  adams,  55,  of  Aberdeen,  Grays  Harbor, 
Washington  died  April  16,  1969  in  the  Veterans 
Administration  Hospital  of  liver  failure  and  cardio- 
vascular collapse.  Dr.  Adams  graduated  from  Duke 
University  School  of  Medicine,  Durham  in  1939  and 
was  licensed  in  1964. 

dr.  earl  j.  schuster,  75,  died  July  19,  1969  of 
myocardial  infarction.  He  graduated  from  Univer- 
sity of  Oregon  Medical  School,  Portland  in  1920 
and  received  his  license  the  same  year.  Dr.  Schuster 
was  retired  at  the  time  of  his  death,  living  in  Van- 
couver. 

dr.  richard  d.  wilson,  48,  died  July  9,  1969  of 
multiple  internal  injuries  suffered  in  a motorcycle 
accident.  He  graduated  from  the  Medical  College 
of  Virginia,  Richmond,  in  1946,  and  was  licensed 
a year  later.  Dr.  Wilson  was  in  practice  at  the 
Veterans  Administration  Hospital,  Vancouver,  spe- 
cializing in  internal  medicine  at  the  time  of  his 
death. 

dr.  carl  m.  burdick,  83,  died  July  7,  1969  of  coro- 
nary insufficiency  with  cardiac  arrest.  He  graduated 
from  New  York  University  School  of  Medicine,  New 
York,  in  1912,  and  was  licensed  a year  later.  Dr. 
Burdick  specialized  in  both  ophthalmology  and  oto- 
laryngology. He  was  retired  at  the  time  of  his  death, 
and  living  in  Seattle. 

dr.  Walter  e.  Cameron,  67,  died  April  13,  1969 
of  chronic  obstructive  pulmonary  emphysema.  He 
graduated  from  the  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  in  1927,  and  re- 
ceived his  license  in  1930.  Dr.  Cameron  specialized 
in  ophthalmology,  in  Tacoma. 
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WASHINGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING/  SEATTLE,  WASHINGTON  98105 


HIGHLIGHTS 

• English  physician  views  pitfalls  of 
British  National  Health  Service  as 
warning  to  RMP— Guest  Editorial 

• Firemen  ready  to  man  first  mobile 
coronary  care  unit 

• New  challenge  to  RMP  — close 
gaps  in  availability  and 
accessibility  in  health  care 

• Spotlight  is  on  R.N. 


VOL.  2,  NO.  5 

.. 

NEW  DIMENSIONS 
IN  RMP  FUTURE 

If  the  Regional  Medical  Program  is 
going  to  survive  and  compete  in  the 
tight  budget  years  ahead,  it  must  in- 
clude in  its  major  responsibilities  an 
effort  to  close  the  gaps  in  availability 
and  accessibility  in  health  care. 

This  challenge,  along  with  provoca- 
tive questions  about  RMP’s  future, 
was  made  to  coordinators  of  11  west- 
ern Regional  Medical  Programs  by 
Stanley  W.  Olson,  M.D.,  in  Seattle  last 
month. 

Dr.  Olson,  national  director  of  Re- 
gional Medical  Program  Services  in 
Bethesda,  also  addressed  the  first 
joint  meeting  ever  held  of  Advisory 
Groups  from  Washington  / Alaska, 
Oregon  and  Mountain  States  RMPs 
on  Nov.  6 at  the  Hilton  Inn,  a day 
prior  to  the  coordinators’  meeting. 

In  his  addresses,  Dr.  Olson  de- 
scribed the  changes  in  political  stra- 
tegies which  have  occurred  since 
RMP  was  established  five  years  ago. 

In  describing  the  new  strategies 
emerging  from  the  parent  organiza- 
tion of  RMP,  Health  Services  and 
Mental  Health  Administration  (HSM- 
HA),  Dr.  Olson  stressed  the  impor- 
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REGIONAL  ADVISORY  COMMITTEE  mem- 
bers from  neighboring  states  met  during 
breaks.  From  left  are:  A.  C.  Hutchinson, 
M.D.,  Oregon;  Jack  Cluck,  Seattle  attorney; 
William  O.  Robertson,  M.D.,  UW  School  of 
Medicine,  Seattle  and  George  Dewey,  pub- 
lic affairs  counsel,  Oregon. 


DECEMBER,  1969 


TOP:  DISCUSSING  HEALTH  CARE  at  the  conference  were  RMP  Coordinators,  (from  left) 
Drs.  Donal  R.  Sparkman,  Washington/ Alaska;  Alfred  M.  Popma,  Mountain  States;  Mr.  Paul 
Ward,  executive  director,  California  Committee  on  RMPs  and  Dr.  Harold  S.  Morgan,  Ne- 
braska-South Dakota. 


W/ARMP  SPOTLIGHT 


RUBY  MASSINGALE,  R.N. 


The  common  phrase  “I  don’t  have 
time”  is  not  a part  of  Ruby  Massin- 
gale’s  vocabulary. 

The  charming  and  capable  Swedish 
Hospital  nurse  has  time  for  every- 
thing she  believes  to  be  important, 
and  tops  on  her  list  are  her  duties  as 
a coronary  care  nurse/teacher  and 
homemaker. 

The  RMP  Coronary  Care  program 
is  fortunate  to  be  included  in  her  busy 
schedule. 

‘‘Whenever  we  need  a guest  lec- 
turer for  a CCU  course,  whether  it’s 
in  Moses  Lake,  Mount  Vernon  or  Se- 
attle, we  can  always  depend  on  Ruby 
to  work  it  into  her  schedule,”  said 
Noel  Mhyre,  CCU  project  co-director. 

Mrs.  Massingale  believes  that 
nurses  should  help  plan  and  partici- 
pate in  their  local  continuing  educa- 
tion programs,  a philosophy  which 
she  puts  into  action. 

She  volunteered  to  demonstrate 
coronary  care  techniques  for  an  RMP 
teaching  film  made  last  year  at  the 
Pacific  Science  Center  CCU  mock-up. 

She  was  one  of  the  first  students  to 
receive  instruction  in  the  mock-up  in 
1967  when  the  UW  School  of  Nursing 
offered  its  first  CCU  course.  She  was 
also  one  of  six  nurses  asked  to  serve 
on  the  sub-regional  advisory  commit- 
tee for  an  RMP  educational  project 
for  800  CCU  nurses. 

Recently,  she  devoted  200  hours  of 
her  “spare”  time  to  record  patient 
information  for  a data  collection  proj- 
ect of  RMP. 

The  Swedish  nursing  staff  recog- 
nized her  talents  and  abilities  in 
teaching  and  assigned  her  to  a new 
position  to  instruct  nurses  in  coronary 
care. 

“Ruby  is  so  concerned  about  doing 
a good  job  she  spends  several  hours 
a night  preparing  her  class  work,” 
said  Bee  Roswick,  CCU  head  nurse. 
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UNUSUAL  FORMAT  IS  SUCCESSFUL 
IN  RADIATION  THERAPY  SEMINARS 


If  there  is  a secret  formula  for  a 
successful  continuing  education  pro- 
gram, Washington  State  radiologists 
have  come  close  to  finding  it. 

They  began  by  offering  a series  of 
informal  weekend  seminars  at  White 
Pass  for  physicians  practicing  radia- 
tion therapy  in  Washington  and 
Alaska. 

Perhaps  the  key  to  the  success  of 
the  small,  casual  gatherings  was  the 
unconventional  ground  rules. 

There  were  no  agendas,  no  speak- 
ers’ podiums,  no  notes  and  no  micro- 
phones. Instead  there  were  coffee 
table  discussions,  a guest  speaker 
who  was  an  expert  in  radiology,  and 
plenty  of  free  time  for  physicians  to 
discuss  their  radiation  therapy  pa- 
tients. 

Dress  for  the  seminar  was  sports 
clothes  for  participants  and  their  fa- 
milies who  were  also  invited. 

Eighty  per  cent  of  those  invited 
have  attended  the  meetings  so  far, 
and  the  decision  to  continue  them 
has  been  unanimous.  (See  MAILBAG 
letter.) 


As  a nurse  consultant  for  RMP, 
Mrs.  Massingale  teaches  the  psycho- 
logical aspects  of  nursing. 

“She  is  exceptionally  adept  at 
teaching  the  intangibles  of  nursing  to 
students,  such  as  sensing  the  fears 
and  needs  of  patients  and  gaining 
their  confidence,”  said  Mariella  Lar- 
ter,  CCU  nurse  coordinator  for  RMP. 

The  slender,  attractive  nurse  ad- 
mits her  job  is  like  “walking  a tight- 
rope.” A CCU  nurse  always  has  to  be 
on  top  of  a situation  and  in  control, 
explained  Ruby. 

“It  all  seems  worth  it,  though,” 
Ruby  admitted,  “when  one  of  my  for- 
mer patients  who  was  very  ill  returns 
to  the  unit  to  say  hello  and  that  he’s 
doing  fine.” 

A graduate  of  the  General  Hospital 
School  of  Nursing  in  Kansas  City, 
Mrs.  Massingale  is  a member  of  the 
King  County,  Washington  State  and 
American  Nursing  Associations.  She 
is  also  a member  and  past  treasurer  of 
the  Madrona  PTA  and  an  usher  at 
the  Mt.  Zion  Baptist  Church. 

The  versatile  nurse  makes  all  the 
clothes  for  her  children:  Denise,  11; 
Alesia,  9;  and  Garcia,  Jr.,  7. 

And  what  does  she  do  to  unwind  af- 
ter a hectic  day  at  the  office  . . .?  “I 
kick  of  my  shoes  and  play  the  piano,” 
said  the  girl  who  always  has  time  for 
the  important  things. 


The  programs  are  excellent  exam- 
ples of  how  pilot  studies  can  become 
self-supporting  through  the  formation 
of  cooperative  relationships,  said 
Dr.  Donal  R.  Sparkman,  W/ARMP 
director. 

RMP  paid  expenses  for  the  first  two 
speakers  last  year.  Since  then,  the 
UW  Division  of  Continuing  Medical 
Education  has  sponsored  the  semi- 
nars by  charging  tuition  to  pay  the 
speakers’  expenses  and  publicity 
mailings.  Participants  have  always 
paid  for  their  own  expenses. 

The  next  meeting  will  be  held  in 
February;  the  date  and  place  will  be 
announced  soon  to  the  members  of 
the  Pacific  Northwest  Radiological 
Society  and  other  interested  persons, 
said  Dr.  Patrick  Lynch,  Yakima  radiol- 
ogist and  coordinator  of  the  meetings. 


OGDEN  RECEIVES  AWARD 

C.  Robert  Ogden,  newly  elected 
chairman  of  the  Regional  Advisory 
Committee,  received  the  Community 
Service  Award  in  health  care  pre- 
sented by  the  Washington  Insurance 
Council,  Dec.  5 in  Spokane. 

Ogden,  president  of  North  Coast 
Life  Insurance  Company,  was  nomi- 
nated for  the  first 
annual  award  by  j 
W/ARMP. 

The  f i e I d of 
competition  in- 
cluded more  than 
1 12,000  people  1 
employed  in  the 
insurance  industry 
in  Washington 
State. 

Ogden’s  im- 
pressive career 
and  service  to  the  RMP  were  de- 
scribed in  the  Spotlight  column  in  the 
July,  1969,  issue  of  “Results.” 

His  activities  included  chairman 
of  the  RAC  Nominating  Committee, 
member  of  the  Executive  Committee 
and  chairman  of  the  long-range  plan- 
ning committee. 

The  Spokane  attorney  and  mort- 
gage banker  is  also  on  the  Boards  of 
Trustees  for  St.  Luke’s  Hospital  and 
St.  George’s  School  in  Spokane,  and 
he  is  former  chairman  of  the  board 
for  Booth  Memorial  Hospital. 

A plaque  was  presented  to  Ogden 
at  a luncheon  meeting  by  J.  P.  Mc- 
Clintock,  president  of  the  Washington 
Insurance  Council. 


HARBORVIEW  ANESTHESIOLOGIST  Dr.  Robert  W.  Loehning,  right,  demonstrated  mai, 
tenance  and  placement  of  the  airway  to  Seattle  firemen  Capt.  Gene  Eggebraten,  left,  ar 
Lt.  Stan  Y antis. 


FIREMEN  RECEIVE  CCU  TRAININ' 
AT  HARBORVIEW  MEDICAL  CENTEI 


RMP  SITE  VISITORS 
REVIEW  14  PROJECTS 

Review  of  four  new  and  ten  renewal 
operational  projects  and  a Core  staff 
grant  for  W/ARMP  was  made  in  a key 
site  visit  Oct.  21-22  in  Seattle. 

Final  review  and  recommendation 
for  funding  will  occur  at  the  meeting 
of  the  National  Advisory  Council  for 
Regional  Medical  Programs  in  Be- 
thesda  on  Dec.  15  and  16. 

Site  visit  team  consisted  of  Howard 
W.  Kenney,  M.D.,  medical  director,  Re- 
gion I,  Veterans  Administration,  Wash- 
ington, D.C.;  Alexander  M.  Schmidt, 
M.D.,  associate  dean,  University  of 
Illinois;  Gordon  Titus,  executive  di- 
rector, Communications  Center,  Kan- 
sas RMP;  Cecilia  Conrath,  chief, 
Continuing  Education  and  Training 
Branch,  Division  of  RMPs;  and  Rich- 
ard L.  Russell,  public  health  advisor, 
Office  of  Grants  Review,  Division  of 
RMPs. 

New  projects  reviewed  were:  con- 
tinuing nursing  education,  computer 
services,  diagnostic  laboratory  for 
trophoblastic  diseases  and  patient  ori- 
gin study. 

Existing  operational  projects  re- 
questing renewals  were:  children  with 
cancer  study,  radiological  physics, 
Central  Washington  continuing  edu- 
cation, Southeastern  Alaska  continu- 
ing education,  postgraduate  precep- 
torships,  continuing  education  for  lab- 
oratory personnel,  Alaska  Medical  Li- 
brary, two-way  radio,  Information/Ed- 
ucation Resource  Support  Unit  and 
CCU  Coordination. 


REGISTRY  WORKSHOP  HELD 

The  second  workshop  on  tumor 
registries  attracted  27  people  from  21 
hospitals  in  the  region,  including  six 
in  Alaska. 

Guest  speakers  at  the  Oct.  28-30 
meetings  in  Seattle  were  Abraham 
Ringel,  consultant  on  automated  tu- 
mor registries  for  Regional  Medical 
Programs  and  William  Hamlin,  M.D., 
director  of  laboratories  at  Swedish 
Hospital.  Currently  there  are  17  hos- 
pitals participating  in  the  Washing- 
ton/Alaska centralized,  automated  tu- 
mor registry. 

The  registry  provides  efficient  stor- 
age and  retrieval  of  cancer  patient 
data  and  assists  physicians  in  follow- 
up care. 
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Eighteen  Seattle  firemen  will  com- 
plete a nine-week  course  in  emergen- 
cy coronary  care  this  month  in  prepa- 
ration for  staffing  the  mobile  CCU. 

When  the  mobile  facility  is  in  oper- 
ation in  January,  two  of  the  specially- 
trained  firemen  and  a physician  will 
be  stationed  at  Harborview  Medical 
Center  ready  to  answer  calls  for  pos- 
sible heart  attack  or  sudden  collapse 
victims. 

Firemen  are  accompanying  Harbor- 
view physicians  on  ward  rounds  and 
receiving  instruction  in  Harborview’s 
operating,  emergency  and  autopsy 
rooms,  the  CCU  and  the  UW  dog  lab. 
They  are  also  observing  procedures 
in  CCUs  at  Swedish,  Cabrini,  Veter- 
ans and  Providence  hospitals.  Train- 
ing sessions  are  held  for  small  groups, 
except  for  classroom  lectures  for  all 
18  firemen. 

Leonard  Cobb,  M.D.,  project  direc- 
tor, stated  that  he  is  pleased  with  the 
progress  of  the  cooperative,  commu- 
nity project  and  the  caliber  of  the 
men  in  the  training  program. 

Chief  John  Philbrin,  project  coordi- 
nator for  the  fire  department,  said, 
“The  first  group  of  men  were  so  en- 


thusiastic about  what  they  are  learn 
ing  in  the  hospital,  we  now  have  i 
waiting  list  of  150  firemen  who  wan 
to  take  the  course.” 

The  Chief  also  explained  that  thes< 
men  in  the  first  class  are  a selec 
group.  Most  of  them  were  teachim 
first  aid  to  firemen  or  had  extensivi 
experience  in  the  field,  he  said. 

The  Seattle  mobile  CCU  will  b< 
unique  in  that  it  is  based  at  a hospita 
and  operated  by  on-duty  firefighters 
Dr.  Cobb  said  the  mobile  van  is  de 
signed  to  supplement  the  city’s  estab 
lished  pattern  of  emergency  care.  Th< 
fire  department  aid  cars  will  reach  th<„ 
victim  first,  in  most  cases,  and  pro 
vide  care  until  the  van  arrives,  h< 
explained. 

The  mobile  vehicle  will  contair 
portable  cardio-pulmonary  emergen 
cy  equipment,  such  as  resuscitators 
defibrillators,  pacemakers,  ECG  moni 
tors  and  medications. 

It  is  hoped  that  eventually  firemer 
will  be  capable  of  operating  the  mo 
bile  CCU  alone.  They  would  take  radic 
instructions  from  a physician  in  the 
hospital  who  is  receiving  a tele 
metered  ECG. 


page  £ 


W DIMENSIONS  IN  RMP  FUTURE 
ntinued  from  page  1 

nee  of  building  a mechanism  for  ac- 
;ss  to  care  other  than  that  which  is 
presented  by  the  emergency  room. 

! “ Up  to  now,  RMP  has  been  con- 
:rned  with  the  relationships  between 
e medical  centers  and  the  hospitals 
the  people  who  work,  learn,  or 
ach  in  them,  and  the  facilities  and 
struments  used.  Now  we  must  look 
;yond  the  hospital  to  ambulatory 
are,”  Dr.  Olson  said. 

He  explained  that  primary  care  can 
i a provided  in  many  ways,  and  for 
)me  urban  areas  this  could  be  done 
rough  a neighborhood  health  cen- 
r staffed  by  physicians  and  health 
ds.  Such  a facility,  said  Dr.  Olson, 
ould  be  closely  related  to  a commu- 
ty  hospital,  which  in  turn,  would  be 
I iked  with  larger  hospitals  and  a 
' edical  school  for  tertiary  care. 

Dr.  Olson  said  the  neighborhood 
ealth  center  is  only  one  of  the  many 
ays  in  which  the  delivery  and  or- 
ganization of  health  care  could  be 
lade  more  efficient. 

“We  can’t  expect  to  solve  health 
eeds  of  the  poor  with  neighborhood 
aalth  centers  or  with  child  health 
enters,  but  they  are  levers  to  show 
hether  or  not  this  is  an  effective  way 
f providing  comprehensive  care,” 
tated  Dr.  Olson. 


R.  OLSON  answered  questions  at  a tele- 
Sion-press  news  conference. 


In  an  examination  of  the  purpose  of 
lealth  Services  and  Mental  Health 
administration,  Dr.  Olson  remarked 
nat  "RMP  has  come  up  ‘smelling  like 
rose’,  and  has  put  into  Dr.  English’s 
lands,  (HSMHA  director)  certain 
;inds  of  tools  that  he  doesn’t  have  any 
dace  else  in  his  whole  organization.” 
he  unique  features  of  RMP,  he  said, 
Ire  the  ability  to  encourage  linkages 
letween  hospitals,  agencies  and  in- 
titutions,  as  well  as  to  assess  and  re- 
;pond  to  the  need  of  local  communi- 
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CONTINUING  EDUCATION 
WORKSHOPS  PLANNED 

Workshops  on  assessing  local  con- 
tinuing education  needs  will  be  held 
for  Community  Coordinators  begin- 
ning Thursday,  Dec.  11,  in  Seattle. 

Guest  at  the  first  two-day  workshop 
at  the  Benjamin  Franklin  Hotel  will  be 
Clement  Brown,  M.D.,  director  of 
medical  education,  Chestnut  Hill  Hos- 
pital, Philadelphia. 

Dr.  Brown  will  discuss  defining  ed- 
ucational needs  based  on  patient 
care  problems,  rather  than  physician 
‘‘expressed  needs.”  Participants  will 
select  a patient  care  problem  and  de- 
velop ways  to  validate  it  in  his  own 
community. 

At  the  January  workshop  coordi- 
nators will  develop  an  educational 
program  based  on  their  findings.  The 
third  workshop  in  March  will  deal 
with  implementation  and  evaluation 
of  this  approach  to  continuing  edu- 
cation. 

Workshop  sponsors  are  the  UW  Of- 
fice of  Research  in  Medical  Educa- 
tion and  W/ARMP  Resource  Support 
Unit. 


ties  through  health  providers  and 
consumer  representation  on  its  ad- 
visory committees. 

One  of  the  major  health  problems 
facing  the  administration,  according 
to  Dr.  Olson,  is  the  rising  cost  of 
health  care. 

He  said  that  the  added  dollar  flow 
from  Medicare  and  Medicaid  did  not 
create  the  extra  capacity  for  serv- 
ices and  facilities  that  was  needed, 
because  the  unused  reserve  was  not 
there.  Instead  these  dollars  added 
fuel  to  the  fire  of  inflation.  In  1965, 
when  Medicare  and  Medicaid  were 
begun,  health  care  costs  increased 
12%,  or  double  those  in  1964,  he  said. 

Examples  of  primary  care  activities 
already  under  way  in  western  regions 
were  described  at  the  final  session 
held  Nov.  8.  At  the  concluding  ses- 
sion the  coordinators  unanimously 
approved  a motion  recommending 
that  the  Senate  restore  the  RMP  bud- 
get for  1970  to  the  level  recommended 
by  President  Nixon. 

Explanation  of  the  status  of  the 
RMP  budget  in  Congress  was  given 
earlier  by  Paul  Ward,  executive  direc- 
tor, California  Committee  on  RMPs. 

Nearly  one  third  of  all  the  states  in 
the  nation  were  represented  at  the 
meetings.  Regions  were  Washington/ 
Alaska,  Hawaii,  Oregon,  California, 
Mountain  States,  Intermountain,  Ari- 
zona, New  Mexico,  Colorado,  Nebras- 
ka-South Dakota  and  North  Dakota. 


RADIO-TV  PROGRAMS 
END  YEAR  DEC.  16 

Continuing  education  programs  on 
television  and  radio  will  complete  the 
1969  broadcast  year  on  Tuesday, 
Dec.  16.  Programs  will  resume  Jan.  6. 

Remaining  television  program  is  a 
live  wrap-up  session  on  the  ileostomy 
and  colostomy  patient  care  series. 
Listeners  may  question  course  in- 
structors by  calling  Channel  9 in  Se- 
attle between  7:35  and  8:30  a.m.,  Dec. 
16. 

Weekly  radio  medical  conferences 
on  “Controversies  in  Medicine”  will 
feature  the  subject  continuing  educa- 
tion in  its  Dec.  16  program. 

Broadcasts  are  Tuesdays  at  12:30 
p.m.  on  FM  stations  in  Seattle,  Spo- 
kane, Yakima  and  Bellingham. 


WRANGELL  SEEKS  M.D. 

Residents  of  Wrangell,  located  on 
a small  island  in  Southeastern  Alaska, 
are  determined  to  find  a physician  for 
their  community. 

Most  concerned  about  the  recent 
departure  of  their  sole  physician  is 
Mrs.  Emma  Ivy,  administrator  of  their 
new  12-bed  hospital. 

W/ARMP  was  asked  by  Mrs.  Ivy  to 
aid  in  the  search  in  October  when  Dr. 
David  Dale  of  Wrangell  moved  to 
California. 

After  a series  of  phone  calls  to  hos- 
pital administrators  and  physicians,  a 
temporary  replacement  for  the  iso- 
lated community  of  2,000  was  ob- 
tained. 

The  physician 
who  agreed  to  the 
Wrangell  locum 
tenens  was  Ken- 
neth E.  Gudgel, 
Spokane  general 
practitioner,  who 
had  just  returned 
from  serving  a lo- 
cum tenens  in 
Nome. 

Not  only  did  Dr. 
Gudgel  spend  two 
weeks  in  Wrangell 
last  month,  but  he  also  convinced  his 
associate,  Dr.  Theron  Knight,  to  re- 
place him  for  two  more  weeks  while 
Wrangell  looked  for  a permanent 
practitioner. 

Wrangell  residents  are  hoping  they 
will  find  a physician  soon.  The  snows 
and  fogs  of  winter  are  already  coming 
on  fast,  and  the  nearest  resident  phy- 
sician is  in  Petersburg,  32  miles  north. 
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GUESTS  IN  THE  CARDIO-PULMONARY  exercise  classes  at  the  Seattle  YMCA  were  Sam- 
uel Fox,  M.D.,  left,  chief  of  the  National  Heart  Disease  Control  Program  and  Robert  Bruce, 
M.D.,  right,  professor  and  head,  UW  Division  of  Cardiology.  Center  is  George  Biddle,  a 
.convalescing  heart  disease  patient. 


EXERCISE  REWARDS  CONVALESCENTS 


Theme  Carras  moved  his  law  of- 
fices into  the  Sea-First  National  Bank 
Building,  not  because  it  was  Seattle’s 
tallest  and  newest  skyscraper,  but 
because  it  was  located  next  to  the 
YMCA. 

For  Carras,  a 44-year-old  conva- 
lescing heart  attack  victim,  frequent 
trips  to  the  “Y”  are  a regular  part  of 
his  daily  routine  since  he  joined  the 
exercise  rehabilitation  program  last 
January. 

Even  though  the  program  was  de- 
signed for  12-week  intervals,  Carras, 
like  most  of  the  other  participants, 
never  stopped  attending  the  classes 
once  he  started. 

These  chronic  heart  or  pulmonary 
disease  victims  have  found  that  the 
supervised  exercise  sessions  have 
helped  them  to  overcome  fatigue  and 
chest  pain  and  to  increase  their  en- 
durance. They  consider  the  classes 
to  be  the  best  means  of  restoring 
their  former  energies  and  potentials. 

The  community  project,  started  in 
May,  1968,  by  Howard  Pyfer,  M.D., 
and  Belvin  Doane,  physical  education 
instructor,  is  demonstrating  that  phy- 
sical activity  can  have  a beneficial 
effect  on  chronic  cardio-pulmonary 
disease  victims. 

For  example:  George  Biddle,  a 52- 
year-old  accountant,  is  the  victim  of 
two  heart  attacks  and  angina  pec- 
toris. When  he  began  the  program  18 
months  ago,  he  suffered  pain  and  fa- 


tigue after  walking  once  around  the 
gym.  Now  he  jogs  1V2  miles  a morn- 
ing and  has  virtually  no  pain,  accord- 
ing to  Dr.  Pyfer. 

Arnold  Conner,  60,  had  one  lung 
removed  in  a cancer  operation.  When 
he  joined  the  program  last  year  he 
had  been  inactive  and  fatigued  since 
his  operation  13  years  ago.  Now  he 
jogs  six  miles  a week  and  says  he 
feels  great. 

Another  regular  participant  and  ad- 
vocate of  the  course  is  William  Mead, 
M.D.,  43,  who  suffered  a heart  attack 
13  months  ago. 

Nationally-known  cardiologist  Sam- 
uel Fox,  M.D.,  chief  of  the  Heart  Di- 
sease Control  Program  for  the  De- 
partment of  Health,  Education  and 
Welfare,  visited  the  class  in  October. 
Dr.  Fox,  commenting  on  the  RMP- 
funded  project,  stated  that  “we  must 
show  government,  industry,  as  well 
as  physicians,  that  exercise  pays  off.” 
He  said,  “There  is  no  better  organiza- 
tion than  the  Regional  Medical  Pro- 
gram to  sponsor  these  exercise  evalu- 
ation classes,  because  the  RMP  can 
respond  to  the  needs  of  the  commu- 
nity through  local  physicians  and 
laymen. 

Second  series  of  classes  will  begin 
January  15  in  Seattle,  Tacoma  and 
Bellevue.  Participants  must  be  re- 
ferred to  the  program  by  their  per- 
sonal physician,  said  Dr.  Pyfer.  For 
information,  contact  any  of  the  par- 
ticipating YMCAs. 


(Ed.  Note:  MAILBAG  features  excerpts  of 
letters  to  project  directors  and  W/ARMP 
staff.  Letters  to  the  editor  are  welcome.) 

Director,  Preceptorship  Project: 

...  My  request  for  a refresher  course  in 
the  theories  and  practice  of  allergy,  was 
turned  over  to  Dr.  Paul  VanArsdel  of  the 
UW  Medical  School.  Dr.  VanArsdel  agreed 
to  arrange  this  “course,”  providing  that  I 
would  agree  to  spend  two  consecutive 
weeks  with  him.  They  were  two  very  busy 
weeks  and  were  surely  worthwhile. 

I found  my  personal  contact  with  Dr. 
VanArsdel  most  rewarding.  He  was  most 
helpful  in  answering  my  problems.  The  re- 
sult was  that  I returned  to  my  practice  with 
more  desire  than  ever  to  continue  working 
with  allergic  problems.  My  concept  of  this 
practice  has  changed  considerably,  and  I 
find  myself  doing  more  and  more  of  it. 

Probably  one  of  the  greatest  benefits  to 
be  obtained  from  this  program  is  that  I now 
feel  acquainted  enough  with  the  allergic 
program  in  Seattle,  both  in  private  offices 
and  in  the  University  and  other  allergy 
clinics,  to  return  there  at  will  for  further 
brushing  up. 

Charles  E.  Conner,  M.D. 

Cashmere 

Doctor  Patrick  Lynch: 

I want  to  express  my  thanks  for  the  ex- 
cellent meetings  with  the  radiologists  held 
at  White  Pass.  The  meetings  were  felt  to  be 
an  unqualified  success  by  all  of  the  physi- 
cians that  I talked  to,  and  were  among  the 
finest  meetings  that  I have  ever  attended. 
The  unusual  format  of  bringing  together  a 
small  group  of  people  with  common  inter- 
ests for  a weekend  of  living  together  and 
discussing  problems,  seemed  to  be  the 
thing  that  made  these  such  excellent  meet- 
ings. We  were  also  fortunate  in  obtaining 
very  good  moderators  to  lead  the  discus- 
sions. 

I certainly  hope  that  these  meetings  will 
be  continued  on  a regular  basis,  as  I feel 
that  in  time  they  will  do  a great  deal  toward 
raising  the  level  of  radiotherapy  practiced 
in  our  part  of  the  country. 

John  W.  Gardner,  M.D. 

Radiologist,  Wenatchee  Valley  Clinic 


LISTING  OF  GRANT 
RESOURCES  AVAILABLE 

A directory  of  grant  sources  for 
community  health  and  welfare  activi- 
ties will  be  published  by  W/ARMP 
this  month. 

The  126-page  book  will  list  public 
and  private  resources  for  funding  in 
the  health  field.  Information  will 
include  names  and  addresses  of 
sources,  purpose  of  grants  and  eligi- 
bility requirements.  Contact  Shirley 
Taylor,  W/ARMP  for  a free  copy. 
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EDITORIAL 


by  David  G.  Fryer,  M.B.,  Ch.B. 

Neurologist,  The  Mason  Clinic 

Editor's  Note: 

Dr.  Fryer  entered  the  University  of  Leeds 
School  of  Medicine  in  England  in  1947  and 
worked  in  the  National  Health  Service  un- 
til 1956.  He  is  a member  of  the  Stroke  Sub- 
committee and  is  co-director  of  the  Stroke 
Personnel-Education  Project. 

As  the  storm  over  national  health  insur- 
ance gathers  in  this  country,  we  might  ask 
whether  there  are  any  lessons  to  be 
learned  by  recalling  the  deluge  that  oc- 
curred in  Great  Britain  in  1948  with  the  in- 
troduction of  their  National  Health  Service. 
The  aim  had  been  to  remove  the  fear  of 
financial  stress  of  illness,  but  the  Welfare 
State  overshot  the  mark  and  provided 
much  that  the  individual  would  have  been 
willing  to  provide  for  himself.  The  Service 
is  not  free:  its  maintenance  requires  an 
exorbitant  level  of  taxation.  The  system  is 
comprehensive  and  uniform;  local  knowl- 
edge is  discounted,  local  initiative  dis- 
couraged and  local  innovation  prohibited. 
Reform  and  adaptation  are  not  possible 
since  exploration  of  solutions  at  the  local 
level  is  incompatible  with  a system  in 
which  the  government  exercises  rigid  au- 
thoritarian control.  The  capitation  system 
of  remuneration  rewards  the  doctor  who 
manages  to  do  the  least  for  the  most  pa- 
tients. Quality  care  is  not  encouraged.  The 
doctors  are  desperate. 

How  did  the  British  physicians  get  into 
this  predicament?  Initially,  the  majority 
voted  against  acceptance  of  the  scheme, 
but  the  rank  and  file  of  the  profession  were 
subsequently  sold  out  by  the  leadership  of 
the  British  Medical  Association  — senior 
specialists  who  entered  the  Health  Service 
on  much  more  favorable  terms. 

Does  the  situation  here  differ  from  that 
in  Britain  21  years  ago?  Once  again,  there 
is  agreement  about  the  need  for  an  effi- 
cient system  for  distributing  health  care. 
We  recognize  that  standards  must  be  set  to 
achieve  high  quality  and  reasonable  econ- 
omy. We  need  a system  better  than  the 
market  place,  and  since  the  system  must 
serve  society,  physicians  will  not  have  ab- 
solute power  over  it.  But  will  the  Federal 
Government  stay  out  of  the  picture?  Will 
the  crisis  subside  if  we  close  our  eyes  to 
it?  Is  there  still  time  for  nothing  to  happen? 

Clearly,  the  Government  intends  to  be  in- 
volved. Public  Law  89-239  is  evidence  of 
the  Government’s  commitment.  But  the 
RMP,  if  properly  utilized,  can  help  avoid 
the  worst  features  of  the  British  National 
Health  Service. 

To  date,  the  most  tangible  benefit  has 
been  the  continuing  medical  education 
programs— indicating  acknowledgement  by 
the  Federal  Government  of  its  responsibil- 
ity to  help  physicians  meet  the  public’s  in- 
creasing expectations  of  them.  In  this  edu- 
cational endeavor,  the  University  and  spe- 
cialty groups  have  made  valuable  contri- 
butions. 

But  there  is  another  aspect  of  the  RMP 
which  in  the  long  run  will  be  more  impor- 
tant for  the  medical  community  at  large, 


PHYSICIAN  SHORTAGE 
LEADS  TO  ACTION 

A sudden  loss  of  physicians  in  Ray- 
mond, South  Bend  and  the  Willapa 
Valley  area  has  led  to  an  interesting 
development  in  inter-community  co- 
operation. 

Staff  of  the  RMP  Outreach  Pro- 
gram, directed  by  Tasker  Robinette, 
and  Andrew  McCall,  field  coordinator 
of  the  UW  Bureau  of  Community  De- 
velopment, have  been  meeting  for  the 
past  two  months  with  citizens  of  Willi- 
pa  Harbor  to  help  them  solve  their 
medical  service  problems. 

Shirley  Taylor,  Outreach  coordi- 
nator, has  been  making  weekly  trips 
to  the  area  to  meet  with  a community 
action  group  which  was  formed  to  de- 
termine needs  and  possible  solutions. 

All  residents  will  be  polled  in  Janu- 
ary to  pinpoint  their  greatest  medical 
needs.  Community  members  are  be- 
ing asked  to  take  polls  in  Raymond, 
South  Bend,  Bay  Center,  Nemah  and 
other  rural  areas. 

The  citizens  of  the  North  Pacific 
County  area  have  already  expressed 
their  concern  over  medical  issues  by 
passing  a hospital  district  special  levy 
in  November. 


and  which  must  be  separated  in  our  think- 
ing from  these  educational  efforts.  I refer 
to  the  RMP  promise  to  give  the  profession 
the  opportunity  for  making  decisions  local- 
ly and  for  providing  a point  of  access  for 
Government  consultation  on  every  level. 
This  feature  acquires  more  significance  as 
the  Program  breaks  away  from  the  limited 
categories  of  heart  disease,  cancer  and 
stroke  and  becomes  more  involved  in 
health  care  delivery. 

In  the  organization  that  eventually 
emerges,  will  the  medical  school  and  the 
largest  institutions  assume  control  or  will 
all  segments  of  the  profession  have  an 
equal  voice?  Will  we  take  the  responsibili- 
ty of  defining  the  best  relationship  of  the 
various  segments  to  each  other?  I don’t 
know  the  answers  to  these  questions,  but 
I suggest  we  give  them  more  thought  in 
our  planning.  We  must  avoid  being  con- 
trolled by  decisions  made  without  ade- 
quate consultation  and  handed  down  as 
directives.  An  administrative  structure  is 
necessary  to  implement  but  not  to  deter- 
mine policy.  Those  actively  involved  in  de- 
livering health  care  are  best  qualified  to 
make  these  judgments. 

Initially  the  Regional  Medical  Program 
was  established  in  Washington  and  Alaska 
with  the  guidance  and  approval  of  the 
medical  associations.  In  view  of  the  im- 
pending change  of  direction  in  the  Re- 
gional Medical  Programs,  what  is  needed 
now  from  the  medical  association  is  their 
determined  leadership. 

If  we  are  to  develop  a better  health  sys- 
tem than  the  one  in  Britain,  practicing  phy- 
sicians and  their  societies  must  play  a de- 
cisive role  in  shaping  the  Regional  Medi- 
cal Program. 


RMP  TICKER  TAPE 


NEW  COMMUNITY  COORDINATORS 

Recent  appointments  to  the  con- 
tinuing education  network  of  physi-  . 
cians  are:  Drs.  John  E.  Z.  Caner, 
medical  education  director,  Provi- 
dence and  Richard  Crone,  medical 
education  director,  Group  Health  Hos- 
pital in  Seattle;  and  Drs.  Charles 
Manwiller,  Anchorage  and  Gary  Walk- 
up,  Fairbanks.  Dr.  Caner  replaced  ■ 
Robert  Robards,  who  moved  to  Mary- 
land. 

STROKE  CHAIRMAN  NAMED 

Wilbert  E.  Fordyce,  M.D.,  associate 
professor  of  the  PM  & R Department, 
UW  School  of  Medicine,  is  the  new 
chairman  of  the  Stroke  Subcommit- 
tee. In  this  position,  he  is  also  an  ex- 
officio  member  of  the  RAC.  Dr.  For- 
dyce, a charter  member  of  the  sub- 
committee, replaced  Justus  F.  Leh- 
mann, M.D.,  who  resigned  after  serv- 
ing more  than  three  years. 

NURSING  EDUCATION  CALENDAR 

Continuing  education  calendar  of 
nursing  conferences  and  courses  will 
be  mailed  to  nurses  in  the  region  this 
month  and  published  in  the  Washing- 
ton State  Journal  of  Nursing. 

Forty-two  courses  offered  through 
October,  1971,  are  listed  in  the  calen- 
dar, which  was  compiled  by  Louise 
Shores,  director  of  continuing  nurs- 
ing education  for  W/ARMP.  Copies 
are  available  at  the  W/ARMP  office. 

DR.  GUSTAFSON  HEADS  SOCIETY 

Jack  Gustafson,  M.D.,  director  of 
the  Central  Washington  Continuing  j 
Education  Project,  was  installed  as 
president  of  the  Frederick  A.  Coller 
Surgical  Society  at  the  annual  meet- 
ing in  Oregon  last  October.  The  22- 
year-old  society  was  founded  in  hon- 
or of  Dr.  Coller,  who  was  chairman  of 
the  Department  of  Surgery  at  U.  of 
Michigan  for  30  years. 

NURSING  COURSE  SET 

Next  two-week  course  for  nurses  in 
stroke  patient  rehabilitation  at  the 
Good  Samaritan  Hospital  in  Puyallup 
will  begin  January  12.  For  more  infor- 
mation on  the  tuition-free  program 
sponsored  by  the  Washington  State 
Heart  Association  and  W/ARMP,  con- 
tact Barbara  Bertolin,  R.N.,  at  Good 
Samaritan. 
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heavenly  relief 
for  unearthly  cough 


$ 


ARTRO 


Benylin 

EXPECTORANT 

Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 

2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex . . . 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 

1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


a clinical 
situation  for 

Valium  (diazepam): 

psychic  tension... 
and  irritable  colon 


Included  in  the  therapeutic  regimen, Valium  (diazepam) 
relieves  psychic  tension  and  helps  lessen  G.I. complaints. 


The  pronounced  calming  action 
of  Valium  (diazepam)  is  generally 
evident  within  the  first  days  of 
therapy. . .proper  maintenance 
dosages  seldom  dull  the  senses  or 
interfere  with  functioning . . . the 
h.s.  dose,  added  to  the  t.i.d.  sched- 
ule, helps  relieve  insomnia  in- 
duced by  psychic  tension. 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pa- 
thology, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis,  stiff- 
man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under 


6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings : Not  of  value  in  psychotic 
patients.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  have 
occurred  following  abrupt  discontinu- 
ance. Keep  addiction-prone  individuals 
under  careful  surveillance  because  of 
their  predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  ten- 
dencies. Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 


amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyper- 
excited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable 
during  long-term  therapy. 

Valium®(diazepam) 

2-mg,  5 -mg,  10-mg  tablets 


Roche 

LABORATORIES 
Division  of  Hoffmann-la  Roche  Inc 
Nutley.  New  Jersey  07110 


now 

he  can 
cope*** 


thanks  to 


Butisol 

SODIUM  BUTABARBITAL 


SODIUM® 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . ; . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (lA  gr.)  to  30  mg.  (}/2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (14  gr.), 

30  mg.  ('A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (14  gr.),  30  mg.  (]/2  gr.). 

( MCNEIL  ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


CONTINUIN': 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

Coronary  Care  Unit 

J.  G.  Katterhagen,  M.D.,  Chm. 

Pierce  County 
Medical  Society 
University  of  Puget  Sound 

Thompson  Hall  of 
Science,  Rm.  240, 

University  of  Puget  Sound, 
1500  N.  Warner,  Tacoma 

All 

Practitioners 

Diabetes  Mellitus 

John  W.  Stephens,  M.D.,  Chm, 

Good  Samaritan  Hospital 
and  Medical  Center, 
Portland,  Oregon; 

Oregon  Regional 
Medical  Program 

Good  Samaritan  Hospital, 
Portland,  Oregon 

All 

Physicians 

Technical  Problems 
in  Psychotherapy 

Howard  Krouse,  M.D. 
Frederick  S.  Hoedemaker 

Seattle  Psychoanalytic 
Institute 

Northwest  Clinic,  Psychiatrists 

4033  East  Madison  St„  Seattle 

New  Concepts  in  R.  C.  Davidson,  M.D.; 

Gastrointestinal  Diseases!,.  Frederick  Fenster,  M.D.; 
(Circuit  Course)  Charles  E.  Pope,  II,  M.D.; 

Cyrus  E.  Rubin,  M.D.; 

John  K.  Stevenson,  M.D. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Jan.  14  course:  General 

Vancouver  Memorial  Hospital  Practitioners 
Vancouver,  Washington 
Jan.  15  course: 

St.  Peter  Hospital, 

Olympia,  Washington 
May  5 course: 

St.  Mary’s  Hospital, 

Walla  Walla,  Washington 
May  6 course: 

University  of  Washington 
Graduate  Center, 

Tri-Cities,  Washington 
May  7 course: 

Yakima  Valley  Memorial 
Hospital,  Yakima 
May  8 course: 

Cascade 

Natural  Gas  Auditorium 
Wenatchee,  Washington 

Sexuality  and  Sex 
Education  for  the 
General  Practitioner 

R.  J.  Pion,  M.D.; 

N.  N.  Wagner.  Ph.D. 

Continuing  Education 
Department, 

Green  River 
Community  College; 
University  of  Washington 
School  of  Medicine 

Green  River 
Community  College, 
Auburn,  Washington 

General 

Practitioners, 

others 

welcome 

New  Advances  in 
Office  Cardiology 

Robin  Johnston,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education, 
Virginia  Mason 
Medical  Center 

The  Mason  Clinic, 
Seattle 

General 

Practitioners, 

Specialists 

Review  of  Cardiac, 
Pulmonary  and  Renal 
Physiology 

Allen  E.  Doan.  M.D.,  Chm. 

Continuing  Education 
Department, 

Bellevue  Community  College 

Bellevue  Community  College,  General 
Bellevue,  Washington  Practitioners. 

Specialists 

Liver  Biopsy 

L.  Frederick  Fenster,  M.D  ; 
Charles  E.  Pope,  II,  M.D. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Veterans  Administration 
Hospital.  Seattle 

General 

Practitioners, 

Internists 

Pediatric  ENT 

James  A.  Donaldson,  M.D.,  Chm, 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Child  Development  and 
Mental  Retardation  Center, 
University  of  Washington, 
Seattle 

General 

Practitioners, 

Pediatricians 

Practical  Neurology 

Richard  I.  Birchfield,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education, 
Virginia  Mason 
Medical  Center 

The  Mason  Clinic, 
Seattle 

General 

Practitioners, 

Specialists 

Arterial  and  Venous 
Diseases 

D.  E.  Strandness,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Veterans  Administration 
Hospital,  Seattle 

Practicing 

Physicians 
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AEDICAL  EDUCATION 


ENROLLMENT  LIMIT 


DURATION 


DATE  AND  HOUR 


FEE 


INFORMATION, 

REGISTRATION 


35 


k 


Unspecified 


Thirteen  Jan.  7 - April  1 $50 

evenings  Every  Wednesday  from 

7:30  p.m.  to  9:45  p.m. 
for  13  weeks  beginning 
Jan.  7 and  ending  April  1 


One  week  Jan.  12  - 16; 

five  consecutive  days 
March  9-13 


College  of  Medical  Education, 
University  of  Puget  Sound, 
1500  N.  Warner,  Tacoma  98416 


John  W.  Stephens,  M.D., 
Good  Samaritan  Hospital 
& Medical  Center, 

1015  N.W.  22nd  Avenue, 
Portland,  Oregon  97210 


Unspecified  Ten  Jan.  13  - June  2 T.  L.  Dorpat,  M.D., 

evenings  Every  other  Tuesday  from  2271  N.E.  51st  St., 

8 p.m.  - 10  p.m.  Seattle,  Washington  98105 

for  20  weeks  beginning 
Jan.  13  and  ending  June  2. 

( Register  before  Decem- 
ber 31,  1969) 


No  limit 

One 

Jan. 

14, 

1:30 

p.m.  $15 

Division  of  Continuing 

afternoon 

Jan. 

15, 

1:30 

p.m. 

Medical  Education, 

May 

5, 

1.30 

p.m. 

University  of  Washington 

May 

6, 

1:30 

p.m. 

School  of  Medicine, 

May 

7, 

1:30 

p.m. 

Seattle  98105 

May 

8, 

1:30 

p.m. 

35 


Ten  Jan.  14  - March  18 

evenings  Every  Wednesday  from 

8:00  p.m.  - 10:00  p.m. 
for  10  weeks  beginning 
Jan.  14  and  ending  March  18 


$35  Continuing  Education 

Department, 

Green  River  Community 
College, 

Auburn,  Washington 
(TE  3-9111) 


60  One  and 

one-half  days 


Jan.  16,  17  $25 

J an.  16- — 

Registration:  9:00  a.m. 

Session:  9:30  a.m. -5:00  p.m. 

Jan.  17 — 

Session:  9:30  a.m.  - 12:30  p.m. 


Division  of  Continuing 
Medical  Education, 

Virginia  Mason  Medical  Center, 
1111  Terry  St.,  Seattle  98101 


60 

Eight 

evenings 

Jan.  19  - March  16 
Every  Monday  from 
7 :30  p.m.  - 9:30  p.m. 
for  eight  weeks  beginning 
Jan.  19  and  ending  March  16 

$40 

Continuing  Education 
Department, 

Bellevue  Community  College, 
Bellevue,  Washington 

Eight  physicians 
from  outside 
King  County 

Two  days 

Jan.  22,  23 

$75 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

100 


Two  days  Jan.  26,  27 

Jan.  26 — 

Registration:  8:00  a.m. 
Session:  8:30  a.m. -5:15  p.m. 
Jan.  27 — - 

Session:  8:30  a.m. -5:15  p.m. 


$50  Division  of  Continuing 

Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 


60  One  and 

one-half  days 


Jan.  30,  31  $25 

Jan.  30- — 

Registration:  8:30  a.m. 

Session:  9:00  a.m. -5:00  p.m. 

Jan.  31 — 

Session:  9:00  a.m.  - 12:30  p.m. 


Division  of  Continuing 
Medical  Education, 

Virginia  Mason  Medical  Center. 
1111  Terry  Ave.,  Seattle  98101 


75  Two  days  Feb.  5,  6 $50 

Feb.  5— 

Registration:  8:30  a.m. 

Session:  9:00  a.m. -4:30  p.m. 

Feb.  6— 

Session:  9:00  a.m. -5:00  p.m. 


Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 
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Pediatric  Orthopedics  Lynn  Staheli,  M.D..  Chm. 


Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine; 
Children’s  Orthopedic 
Hospital; 


Children’s  Orthopedic 
Hospital,  Seattle 


General 

Practitioners, 

Pediatricians 


Chest  Symposium 

David  Perry,  M.D.,  Chm. 

Washington  State 
Tuberculosis  Association; 
University  of  Washington 
School  of  Medicine 

Health  Sciences 
Building  Auditorium, 
University  of  Washington 
School  of  Medicine, 
Seattle 

Practicing 

Physicians 

Is  it  Neurological, 
Neurosurgical  or 
Psychiatric? 

( Circuit  Course) 

John  Hampson,  M.D.; 
William  Kelly,  M.D.; 
John  Lein,  M.D.; 

Marcel  Malden,  M.D.; 
August  Swanson,  M.D.; 
Phillip  Swanson,  M.D. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Feb.  18  course: 

St.  John’s 

Hospital  Auditorium 
Longview,  Washington 
Feb.  19  course: 

St.  Peter  Hospital, 

Olympia,  Washington 
March  4 course: 

Whatcom  County  Health 
Department  Auditorium, 
Bellingham,  Washington 
March  5 course: 

Olympic  Memorial  Hospital, 
Port  Angeles,  Washington 

General 

Practitioners 

Current  Thoughts  on 
Degenerative  Arthritis 
and  Its  Management 

Kenneth  R.  Wilske,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Health  Sciences 
Building  Auditorium, 
University  of  Washington, 
Seattle 

General 

Practitioners, 

Specialists, 

Paramedical 

Personnel 

*] 

Clinical  Genetics 

Philip  J.  Fialkow,  M.D.; 
Ronald  J.  Lemire,  M.D.; 
W.  O.  Robertson,  M.D.; 
David  W.  Smith,  M.D. 

Washington  State  Medical 
Association 

Washington/ Alaska  Regional 
Medical  Program 
University  of  Washington 
School  of  Medicine 

KERI-FM  (104.3  me) 
Bellingham 
KUOW-FM  (94.9  me) 

P 

KEWC-FM  (89.9  me) 
Spokane 

KIT-FM  (94.5  me) 
Yakima 

Physicians  and 
allied  health 
personnel 

Our  Medical  School 

August  Swanson,  M.D.,  Acting  Dean; 
W.  O.  Robertson,  M.D.,  Associate  Dean; 
M.  Roy  Schwarz,  M.D.,  Assistant  Dean; 
David  Notter,  Fourth  Year  Student; 
all  of  the  University  of  Washington 
School  of  Medicine 

Washington  State  Medical 
Association 

Washington/ Alaska  Regional 
Medical  Program 
University  of  Washington 
School  of  Medicine 

KERI-FM  (104.3  me) 
Bellingham 
KUOW-FM  (94.9  me) 

KEWC-FM  (89.9  me) 
Spokane 

KIT-FM  (94.5  me) 
Yakima 

Physicians  and 
allied  health 
personnel 

Comprehensive 
Health  Planning 

Henry  Mudge-Lisk, 

Puget  Sound  Comprehensive 
Health  Planning  Board; 

W.  O.  Robertson,  M.D. 

Tasker  Robinette,  Washington/ Alaska 
Regional  Medical  Program 
Robert  Thomas,  Regional  Health 
Planning  Council 

Washington  State  Medical  KERI-FM  (104.3  me) 

Association  Bellingham 

Washington/ Alaska  Regional  KUOW-FM  (94.9  me) 
Medical  Program  Seattle 

University  of  Washington  KEWC-FM  (89.9  me) 

School  of  Medicine  Spokane 

KIT-FM  (94.5  me) 
Yakima 

Physicians  and 
allied  health 
personnel 

$ 

Rural  and  Ghetto 
Medicine 

Robert  A.  Aldrich,  M.D. 
Joseph  Patterson.  Ph.D. 
Charles  Pope,  M.D. 

Washington  State  Medical 
Association 

Washington/ Alaska  Regional 
Medical  Program 
University  of  Washington 
School  of  Medicine 

KERI-FM  (104.3  me) 
Bellingham 
KUOW-FM  (94.9  me) 

p 

KEWC-FM  (89.9  me) 
Spokane 

KIT-FM  (94.5  me) 
Yakima 

Physicians  and 
allied  health 
personnel 

0 

Obstacles  in  the 
Management  of 
Hematuria 

R.  W.  Kimber,  M.D.; 

L.  Reese,  M.D.; 

H.  G.  MacKichan,  M.D. 

Washington/Alaska  Regional 
Medical  Program 

Channels  9,  Seattle; 

7.  Spokane;  47,  Yakima; 
10,  Pullman 

0 

Angina  Pectoris— 
Part  I of  III 

John  A Murray,  M.D.; 

Loren  C.  Winterscheid,  M.D.,  Ph.D. 

Washington/Alaska  Regional 
Medical  Program 

Channels  9,  Seattle; 

7.  Spokane;  47,  Yakima; 
10,  Pullman 

Angina  Pectoris— 
Part  II  of  III 


John  A.  Murray,  M.D.;  Washington/ Alaska  Regional  Channels  9,  Seattle; 

Loren  C.  Winterscheid,  M.D.,  Ph.D.  Medical  Program  7,  Spokane;  47,  Yakima; 

10,  Pullman 
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120 

One  and 
one-half  days 

Feb.  6,  7 
Feb.  6— 

Registration:  8:30  a.m. 
Session:  9:00  a.m. -5:00  p.m. 
Feb.  7— 

Session:  9:00  a.m.  -12:00  noon 

$15 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

No  limit 

Two  days 

Feb.  26,  27 
Feb.  26- 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
Feb.  27- 

Session:  9 a.m.  - 5 p.m. 

No  Charge 

Washington  State 
Tuberculosis  Association, 
1319  2nd  Ave.,  Seattle 

No  limit 

One 

afternoon 

Feb.  18—1:30  p.m. 
Feb.  19—1:30  p.m. 
March  4 — 1:30  p.m. 
March  5 — 1:30  p.m. 

$15 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

Unspecified 

One  and 
one-half  days 

March  13,  14 
March  13 — 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
March  14 — 

Session:  9 a.m.  - 12  noon 

To  be  determined 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine. 
Seattle  98105 

One-half  hour 

Jcin.  6 — 

12:30  p.m.  - 1:00  p.m. 

Call  toll-free  during  program, 
KUOW-FM,  Seattle, 
206-543-2710 

One-half  hour 

Jan.  13 — 

12:30  p.m.  - 1:00  p.m. 

Call  toll-free  during  program, 
KUOW-FM,  Seattle, 
206-543-2710 

One-half  hour 

Jan.  20 — 

12:30  p.m.  - 1:00  p.m. 

Call  toll-free  during  program, 
KUOW-FM.  Seattle, 
206-543-2710 

One-half  hour 

Jan.  27 — 

12:30  p.m.  - 1:00  p.m. 

Call  toll-free  during  program, 
KUOW-FM,  Seattle, 
206-543-2710 

25  minutes 

Jan.  6,  7:35  a.m.;  repeat  pro- 
grams at  8:05  a.m.  and  close 
of  broadcast  day  between  9:30 
and  10:30  p.m. 

25  minutes 

Jan.  13,  7:35  a.m.;  repeat  pro- 
grams at  8:05  a.m.  and  close 
of  broadcast  day  between  9:30 
and  10:30  p.m. 

25  minutes 

Jan.  20,  7:35  a.m.;  repeat  pro- 
grams at  8:05  a.m.  and  close 
of  broadcast  day  between  9:30 
and  10:30  p.m. 
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Picture  of 
torticollis 

Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

by  providing : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 


treated  with 
Parafon  Forte  ™leTS 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  J^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  al . : Gastroenterology  44  :146, 
1963.  4.  Berman,  H.  H.,  ct  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 

• u.S.  Latent  no.  2,695.877 


( McNEII ) 

MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


Ef- 

fic- 

iency 

Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 
Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 

+i¥W:r*  LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York 


Henry  V,  too, 
suffered  anorectal  pain. 

Henry  V,  hero  of  Agincourt,  suffered  severe 
anorectal  pain  due  to  a fistula  in  ano,  for 
which  the  folk  remedies  and  nostrums  of  the 
day  provided  little  relief.1 

Among  the  most  common  afflictions  of  man, 
anorectal  disorders  affect  seven  out  of  ten 
adults  at  some  time  during  their  lives. 

I Banov.  1..:  South.  M.  J.  57:  328-331  (Mart hi  1964. 

for  symptomatic  relief  of  initial 
inflammatory  anorectal  distress . . . 

® 

Anusol-HC 

hemorrhoidal  suppositories  with  hydrocortisone 

one  suppository  morning  and 
evening  for  3 to  6 days 

Each  Anusol-HC  suppository  contains  bismuth  subgallate,  2.25%  ; 
bismuth  resorcin  compound,  1.75%;  benzyl  ben/oate,  1.2%; 
Peruvian  balsam,  1.8%;  zinc  oxide,  11.0%;  boric  acid,  5.0%;  and 
hydrocortisone  acetate,  10  mg.,  plus  the  following  inactive  ingredi- 
ents: bismuth  subiodide,  calcium  phosphate,  white  wax  and  color- 
ing in  a cacao  butter  and  hydrogenated  vegetable  oil  base. 
Precautions:  Prolonged  use  of  Anusol-HC  might  produce  systemic- 
corticosteroid  effects.  Symptomatic  relief  should  not  delay  de- 
finitive diagnosis  or  treatment. 

WARNER  - CMIL.COTT  wjc'lj  -o--.,  « , 
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His  heart  tells  him  he’s  an  invalid. 
You  know  he’s  not. 


Photograph  professionally  posed. 


r 


Contraindications:  History  of  sensitivity  to  meprobamate 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


\nxiety  is  expected  in  the  cardiovascular  patient. 
\ little  may  even  be  desirable. 

3ut  when  anxiety  is  exaggerated  . . . when  it 
nterferes  with  sleep  . . . when  it  aggravates 
:ardiovascular  symptoms,  your  help  may 
)e  needed. 

Naturally,  you’ll  want  to  reassure  the  patient. 

^nd  perhaps  prescribe  Equanil  (meprobamate) 
is  adjunctive  therapy.  It  helps  relieve  anxiety 
ind  tension  specifically,  yet  gently. 

Mmost  15  years’  use  has  shown  that  Equanil 
s usually  well  tolerated  as  well  as  effective. 

Bide  effects  are  generally  limited  to  transient 
drowsiness;  serious,  therapy-interrupting 
side  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanir 

(meprobamate) 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERALIST  FOR  NEW  STUDENT  HEALTH  CENTER-Academic 

year  appointment;  regular  hours;  fringe  benefits  and 
vacation  periods.  Fine  recreation.  Hospital  facility  will 
be  completed  early  1970.  Write  to,  Director,  Student 
Health  Service,  Central  Wash.  State  College,  Ellensburg, 
Wa.  98926. 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  'round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


RADIOLOGIST— Starting  income  $30,000  if  board  certified. 
Yearly  increases  up  to  10  years.  Partnership  offered  two 
years  with  profit  sharing.  In  and  out-patient  services. 
Vacation,  health  and  accident  insurance,  life  insurance 
and  retirement  benefits.  Contact  Henry  H.  Kavitt,  M.D., 
Permanente  Clinic,  5055  N.  Greeley,  Portland,  Ore.,  97217. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible. 
95  man  clinic  of  specialists  associated  with  250-bed  hospital, 
10  man  department.  Starting  income  $22,800  to  $24,000 
per  annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Dept,  of  Ob-Gyn.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


ORTHOPEDIST— The  95  man  physician  Permanente  Clinic 
seeks  an  additional  orthopedist.  Board  certified  or  eligible. 
Parntership  after  2 years  if  mutually  satisfactory.  Pro- 
gressive increments,  retirement  and  other  benefits.  Start- 
ing income  $30,000.  Norman  W.  Frink,  M.D.,  The  Perma- 
nente Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


IMMEDIATE  OPPORTUNITY— For  2 practitioners  in  Tonopah, 
Nevada;  a thriving  community  on  highway  from  Las 
Vegas  to  Reno.  Community  draws  from  population  of  6,000 
or  more,  mining,  ranching,  tourism.  Near  A.E.C.’s  two 
Nevada  test  sites.  County  physician  and  health  officer 
positions  available.  Write  Chairman,  Mr.  Andrew  Eason, 
Nye  County  Commissioner,  Tonopah,  Nevada  89049. 


OPHTHALMOLOGIST— Kirkland,  Bothell,  Redmond  area  to 
join  9 man  multi-specialty  group.  Present  ophthalmologist 
moving  to  another  location  leaving  none  in  the  area. 
Practice  7 years  old.  Drawing  area  of  approximately  35 
to  45,000  population.  Write  Box  51-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wa.  98121. 


UROLOGIST— Tire  100  physician  Permanente  Clinic  seeks 
a board  certified  or  board  eligible  urologist.  Starting  in- 
come $30,000.  Partnership  afte-r  two  years  if  mutually 
satisfactory.  Fringe  benefits.  Luis  Halpert,  M.D.,  Chief 
of  Urology,  The  Permanente  Clinic,  5055  N.  Greeley,  Port- 
land, Ore.  97217. 


GENERAL  PRACTICE  WEST  SEATTLE-Will  sell  fully  equipped 
office  or  any  part.  Contact  A.  Searle,  M.D.,  8922-41st  Ave. 
S.W.,  Seattle  98116,  phone  WE  7-3251. 


GENERAL  PRACTITIONER  NEEDED-Excellent  opportunity 
for  two  general  practitioners  to  develop  rewarding  prac- 
tices in  an  expanding  progressive  community  of  6,000 
servicing  a population  of  14,000.  Several  types  of  group 
association  and  off  time  coverage  available.  Located  in 
the  heart  of  beautiful  Puget  Sound  country.  Mild  year 
round  climate  offers  best  in  hunting,  fishing,  boating, 
water  sports,  snow  skiing  and  mountain  climbing.  Cur- 
rently 6 physicians  greatly  overloaded.  New  2\'2  million 
dollar  56-bed  general  hospital  opened  October  1968.  Sub- 
stantial income  supplement  including  first  year  guarantee 
plus  other  assistance  designed  to  ease  transition,  available 
to  selected  physicians.  Reply  in  confidence  to  J.  B.  Stentz, 
Shelton  General  Hospital  Foundation,  P.O.  Box  444,  Shel- 
ton, Wa.  98584. 


DIRECTOR  OF  MEDICAL  EDUCATION-A  500-be'd  modern 
accredited  private  hospital  in  Portland,  Oregon  has  an 
excellent  opportunity  for  a board  certified  internist  as 
head  of  the  Medical  Education  Department.  The  position 
includes  teaching  in  the  medical  residence  program  as 
well  as  administration  of  the  department.  Affiliation  with 
the  University  of  Oregon  Medical  School  is  available. 
Salary  is  in  the  $30,000  range  with  other  employee  bene- 
fits. Submit  credentials  to:  John  Roddy,  M.D.,  Dept,  of 
Radiology,  Providence  Hospital,  700  N.E.  47th  Ave.,  Port- 
land, Ore.  97213. 


SALEM,  OREGON— Applications  invited  for  psychiatric  resi- 
dents to  begin  July  1970.  Training  accredited  for  3 years, 
each  with  separate  program.  Emphasis  on  dynamic  & 
community  psychiatry.  Each  resident  receives  individual 
supervision.  1st  yr,  $12,288;  2nd  $12,900;  3rd  $13,548.  Also 
4 NIMH  Fellowships  in  basic  psychiatric  training.  Apply 
D.  K.  Brooks,  M.D.,  Supt.  Oregon  State  Hospital,  Salem, 
Ore.  97310. 


EMERGENCY  SURGERY  OPPORTUNITY— Physicians  to  staff 
emergency  department  of  a 500-bed  general  hospital  lo- 
cated in  a quiet  residential  area  adjacent  to  a modern 
professional  facility.  Salary  in  the  $24,000  range.  Excel- 
lent employee  benefit  program.  Must  be  licensed  in  the 
State  of  Oregon.  Submit  Credentials  to:  Coordinator  of 
Medical  Services,  Providence  Hospital,  700  N.E.  47th  Ave., 
Portland,  Ore.  97213. 

SEATTLE  AREA  CLINIC Has  room  for  a GP  or  specialist 

with  GP  experience.  Salary  open  according  to  experience. 
Partnership  may  be  offered  after  one  year.  Write  Box  50-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


SITUATION  WANTED 


CARDIOLOGIST-INTERNIST— Military  service  completed  seeks 
position  in  the  Seattle-Tacoma  area.  Training  includes 
CCU,  cardiac  cath.,  pediatric  cardiology  and  research  ex- 
perience in  addition  to  a year  as  chief  resident  in 
medicine.  All  training  has  been  at  a major  New  York  City 
medical  school.  Send  inquiries  to  Box  45-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


RESIDENTIAL  CARE  FOR  RETARDED  CHILDREN 


QUALITY  RESIDENTIAL  CARE  FOR  THE  RETARDED— Licensed. 
Parkview  Homes  for  Exceptional  Children,  1114-15th  Ave. 
East.  Seattle,  98102.  Norman  Chivers,  M.D.,  President, 
Board  of  Trustees.  Call  Mrs.  Eastman,  R.N.,  LI  2-3500, 
evenings. 


OFFICE  SPACE 


OFFICE  SPACE— of  1.850  sq.  ft.  available,  ground  level.  New 
medical  duplex,  in  attractive  location  of  S.  Renton  area. 
Close  to  New  Valley  General  Hospital.  PA  5-6263. 
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PHYSICIAN'S  OFFICE— Located  at  3601  S.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick. 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry.  Seattle,  Wash 
98104. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa„  98121. 


OPHTHALMOLOGIST  WANTED-Northgate  Medical  Building 
located  in  the  Northgate  Shopping  Center  has  medical 
suite  available  for  an  ophthalmologist.  Free  parking  next 
to  building  for  the  physician,  his  employees,  and  patients. 
Adjoining  freeway  makes  Northgate  just  minutes  away 
from  all  sections  of  the  city.  Contact  Mr.  O'Laughlin, 
EM  2-4777,  Seattle. 


NORTHGATE— New  medical-professional  building  now  leas- 
ing at  103rd  and  5th  N.E.,  3,000  sq.  ft.,  available,  all  or 
part.  Air-conditioned,  mahogany  interiors,  excellent  park- 
ing. Walking  distance  to  hospital.  Contact  V.  B.  Ras- 
mussen, Inc.,  210  Queen  Anne  Ave.  N.,  Seattle,  Wa.,  98121. 
AT  3-7440. 


TWO  DENTAL  OFFICES  AVAILABLE— Located  in  very  active 
shopping  center.  Approx.  700  sq.  ft.  each.  Could  be 
combined  for  one  large  office.  Bellevue,  Kirkland  area. 
Contact  Mr  Showers,  MA  4-1393  or  EA  4-2288. 


PHYSICIAN  OR  DENTAL  CLINIC— Will  accommodate  approxi- 
mately 4 doctors.  Private  offices,  11  exam,  rooms,  com- 
plete x-ray  facilities,  full  intercom  system  and  adjoining 
pharmacy.  Located  in  S.E.  Seattle  Seward  Pk.  area. 
Contact  Mr.  Showers,  MA  4-1393  or  EA  4-2288. 


OFFICE  FOR  RENT— Attractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River 
from  Wenatchee,  offers  excellent  opportunity  for  physi- 
cians in  growing  community.  Share  waiting  room  with 
well-established  GP.  Excellent  hospital  facilities  in  We- 
natchee. Ideal  for  pediatrician,  GP  or  internist.  Popula- 
tion close  to  30,000.  Good  skiing,  hunting,  fishing  and  other 
outdoor  recreation.  Contact  Paul  H.  Lyon,  M.D.,  101  N.E. 
11th,  East  Wenatchee,  Wa.  98801. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Rod  Bindon,  MA  2-4350, 
Seattle  98104. 


EQUIPMENT 


STRYKER  CIRCLE  ELECTRIC  BED— With  accessories.  Excellent 
condition  $800.  Stryker  pad  $150.  Mr.  Gordon  Scott,  14575 
S.W.  Hall,  Tigard,  Ore.  Phone  639-6664. 


REAL  ESTATE 


FIVE  ACRES Across  road  from  new  St.  Peter  Hospital, 

Olympia.  Andrews  Realty,  Olympia  943-0420. 


METAL  RECOVERY 


LET  US  PAY  YOU  FOR  YOUR  WASTE-Noble  Metals  will  pick 
up  your  old  x-ray  film  at  28c  per  pound.  If  you  develop 
more  than  600  pounds  of  x-ray  film  per  year,  we  will 
install  a Kodak  Silver  Recovery  Unit  on  your  x-ray 
solution  drain  at  no  cost  to  you,  service  it  at  no  cost 
to  you  and  pay  you  40%  of  the  net  assay  of  the  unit 
when  we  exchange  it.  We  will  exchange  it  at  the  optimum 
time  for  total  recovery  of  silver  from  your  unit.  Write 
Noble  Metals,  Incorporated,  Building  5,  Space  B,  Spokane 
Industrial  Park,  Spokane,  Wa.,  99216,  or  call  509-326-2622 
for  quick  attention. 


MEDICAL 

CLINICAL 

DIRECTOR 

Excellent  opportunity  with  Washington 
State's  Yakima  Valley  School  in  Selah, 
Washington.  Beautiful  climate,  progres- 
sive medical-surgical  facilities.  Direct 
and  supervise  medical  and  surgical  pro- 
gram of  major  medical  care  unit.  Certi- 
fication or  eligibility  for  certification  by 
American  Board  of  Internal  Medicine, 
Surgery,  or  Pediatrics,  plus  two  years' 
of  post-eligibility  practice  in  medicine, 
surgery  or  pediatrics,  are  required. 
Salary  up  to  $26,232.  For  further  in- 
formation contact  Joe  Fram,  Superin- 
tendent, Yakima  Valley  School,  Selah, 
Washington  98940.  Ph.  (509)  697-7272. 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


it* 


Each  Cough  Calmer"*'  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg.,  Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 


/MTf^OBINS 
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Meetings  OF  MEDICAL  SOCIETIES 


American  College  of  Surgeons — Sec- 
tional Meeting,  Feb.  2-4,  1970,  Hil- 
ton Hotel,  Portland,  Ore. 


AMA  Annual— June  21-25,  1970,  Chica- 
go; June  20-24,  1971,  Atlantic  City; 
June  18-22,  1972,  San  Francisco. 


AMA  Clinical — Nov.  29-Dec.  2,  1970, 

Boston;  Dec.  1-4,  1974,  Portland, 
Ore. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  October  1-4,  1970,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association — 
Annual  Meeting.  Sept.  20-23,  1970, 
Spokane;  Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — Annual 
Meeting,  July  1-5,  1970,  Sun  Valley; 
June  30-July  4,  1971,  Sun  Valley. 


Northwest  Society  of  Plastic  Surgeons — 
Annual  Meeting,  Mar.  4-7,  1970,  Sun 
Valley,  Idaho. 

Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 


Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  1-3,  1970, 

Benson  Hotel,  Portland,  Ore. 

Pres.,  John  Loomis,  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


OREGON 


Academy  of  General  Practice,  May  6- 
7-8,  1970,  Bowman’s  Mt.  Hood  Golf 
Club  and  Resort,  Wemme,  Ore. 

Pres.,  Laurel  G.  Case,  Medford 
Sec.,  F.  Douglas  Day,  Portland 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan.-Nov.;  Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Richard  A.  Hodgson,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting  April  1970. 

Pres.,  Walter  C.  Lobitz,  Jr.,  Portland 
Sec.,  Troy  G.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks,  Salem 
Sec.,  Narain  B.  Jetmalani,  Salem 


Oregon  Pathologists  Association— 2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres..  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club, 
Portland.  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  James  A.  Schneider,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.,  Jan. 
through  May).  Heathman,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec..  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 

Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting  April  24,  1970. 

Pres.,  Edward  M.  Scott,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May,  Sept.-Nov.);  An- 
nual Meeting,  May  26,  1970. 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville, 
Ore. 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Donald  M.  Keith,  Seattle 
Sec.,  Edward  W.  Bigler,  Bellevue 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  March  9,  1970. 
Pres.,  Rick  L.  Johnson,  Seattle 
Sec.,  James  E.  Stroh,  Jr.,  Seattle 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 

Sept.,  Dec.). 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Fri. 

(Sept.-May),  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan. 
30-31,  1970,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly 
Annual  Meeting,  April  4,  1970. 

Pres.,  Richard  Miller,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  2,  1970. 

Pres.,  Wayne  Zimmerman,  Tacoma 
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♦ 

of  all  travelers 

who  have  traveled  200,000  miles  or  more 
. away  from  home  have  relied  on  Lomotil  • 
to  control  diarrhea. 


When  your  patients  need  a reliable  antidiarrheal  — 
at  home  or  away  from  home  — rely  on  Lomotil. 


In  diarrheas  associated  with: 

• gastroenteritis 

• acute  infections 
functional  hypermotility 


Warnings:  Lomotil  should  be  used  with  caution 
in  patients  taking  barbiturates  and,  if  not  contra- 
indicated, in  patients  with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally  exempt  nar- 
cotic with  theoretically  possible  addictive  poten- 
tial at  high  dosage;  this  is  not  ordinarily  a clinical 
problem.  Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Signs  of 
accidental  overdosage  may  include  severe  respira- 
tory depression,  flushing,  lethargy  or  coma,  hypo- 
tonic reflexes,  nystagmus,  pinpoint  pupils, 
tachycardia;  continuous  observation  is  necessary. 
The  subtherapeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate  overdosage. 
Adverse  Reactions:  Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizzi- 
ness, vomiting,  pruritus,  restlessness,  abdominal 
discomfort,  headache,  angioneurotic  edema,  giant 
urticaria,  lethargy,  anorexia,  numbness  of  the  ex- 


irritable  bowel 
ileostomy 

drug-induced  diarrhea 

tremities,  atropine  effects,  swelling  of  the  gums 
euphoria,  depression  and  malaise.  Respiratory  de 
pression  and  coma  may  occur  with  overdosage. 
Dosage:  The  recommended  initial  daily  dosages 
given  in  divided  doses  until  diarrhea  is  controlled 
are  as  follows: 

Children: 

3-6  mo Vz  tsp.*  t.i.d.  (3  mg. 

6-12  mo Vz  tsp.  q.i.d.  (4  mg. 

1- 2  yr Vz  tsp.  5 times  daily  (5  mg. 

2- 5  yr 1 tsp.  t.i.d.  (6  mg. 

5-8  yr 1 tsp.  q.i.d.  (8  mg. 

8-12  yr 1 tsp.  5 times  daily  (10  mg. 

Adults: 2 tsp.  5 times  daily  (20  mg. 

or  2 tablets  q.i.d 

*Based  on  4 cc.  per  teaspoonful 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 

initial  daily  dosage. 

G.  d.  SEARLE  & co. 

P.  O.  Box  5110,  Chicago,  Illinois  60680 
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No  Hepatitis  in  Over 
12  Years  of  Use 

Plasmanate 

Plasma  Protein  Fraction 
(Human),  5%,U.S.P 


An  alternative  to  stored  pooled  plasma 


PLASMANATE® 
Plasma  Protein  Fraction 
(Human),  5%,  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

' Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na-  110  mEq  L 
Cl  — 50  mEq  L 
K -0.25  mEq  L 

Na— 154  mEq  L 
Cl  -124  mEq  L 
K — .03  to  .05  mEq  L 

Na— 142  mEq  L 
Cl  -103  mEq  L 
K — 5 mEq  L 

Plasma 

Proteins 

Present 

Albumin  —88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  —57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 
Gamma  Globulin— 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4%% 

Plasmanate  is  available  in  50  ml.  vials  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  sets. 

World  Leader  in  Human  Plasma  Fractions 
CUTTER  Jla/iO'icUo'U&L,  Inc.,  Berkeley,  Calif.  94710 
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